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BACKGROUND 

Three  Decades  of  Clinical  Experience 

THE  use  of  cow’s  milk,  water  and  carbohydrate  mix- 
tures represents  the  one  system  of  infant  feeding  that 
consistently,  for  over  three  decades,  has  received  universal 
pediatric  recognition.  No  carbohydrate  employed  in  this 
system  of  infant  feeding  enjoys  so  rich  and  enduring  a 
background  of  authoritative  clinical  experience  as  Dextri- 
Maltose. 

DEXTRI-MALTOSE  No.  1 (with  2%  sodium  chloride),  for  normal  babies. 

DEXTRI-MALTOSE  No.  2 (plain,  salt  free),  permits  salt  modifications  by  the  physician. 
DEXTRI-MALTOSE  No.  3 (with  3%  potassium  bicarbonate),  for  constipated  babies. 

These  products  are  hypo-allergenic. 

DEXTRI-MALTOSE 

Please  enclose  professional  card  when  requesting  samples  of  Mead  Johnson  products  to  cooperate  in  preventing  their 

reaching  unauthorized  persons 

Mead  Johnson  & Company,  Evansville,  Ind.,  U.  S.  A. 
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5 round  the  country  all  year  9 round 
reports  published  in  the  medical  literature 
keep  telling  THE  BENADRYL  STORY; 


quick  and  economical  relief  in 
the  majority  of  cases  of  allergy 


Report  after  report  corroborates  BENADRYL’S  clinical  efficacy. 
Study  after  study  attests  its  value  as  an  anti-histaminic  agent  in 
urticaria,  penicillin  and  other  drug  sensitizations,  food  allergy, 
serum  reactions,  contact  dermatitis,  hay  fever,  erythema 
multiforme,  pruritic  skin  lesions,  angioneurotic  edema,  and 
vasomotor  rhinitis. 


BENADRYL  HYDROCHLORIDE  (diphenhydramine  hydrochloride  P.  D.  & Co.)  is 
available  in  Kapseals®  of  50  mg.  each,  in  capsules  of  25  mg.  each,  and  as  a palatable 


V 
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elixir  containing  10  mg.  in  each  teaspoonful.  Descriptive  literature  on  request. 
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Experience  is  the  Best  Teacher 

JOHN  HUGHES  BENNETT  (1812-1875)  proved  it  in  histology 


Bennett's  experiences,  gained  by  linking  physiology  with  clinical  medicine, 
led  him  to  institute  the  practical  study  of  histology,  to  recognize 
the  medicinal  value  of  cod  liver  oil,  and  to  be  the  first 
to  describe  the  blood  condition  leukemia  — Bennett's  disease. 


R.  J.  Reynolds  Tobacco  Company,  Winston-Salem,  N.  C. 


Yes!  And  experience  is  the  best  teacher  in  smoking,  too! 


tURING  the  wartime  cigarette  shortage, 
people  smoked  many  different  brands — any 
brand  they  could  get.  And  as  they  smoked — they 
naturally  compared  the  different  brands  . . . for 
taste,  for  mildness,  for  coolness  . . . for  all-round 
smoking  enjoyment.  More  and  more  smokers 
found  from  the  experience  of  those  comparisons 
that  Camels  suit  them  best. 

Result?  More  people  are  smoking  Camels  than 
ever  before! 

According  to  a Nationwide  survey: 


3£ore  Doctors  Smoke  €L \At J<J1jS 

than  any  other  ciyarette 


Three  nationally  known  independent  research  organizations  asked 
113,597  doctors  — in  every  branch  of  medicine  — to  name  the  cigarette 
they  smoked.  More  doctors  named  Camel  than  any  other  brand. 
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You  can  depend  on  any  product 
that  bears  the  name  Rexall. 
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This  is  the  battle  banner  of  the  National  Foun- 
dation for  Infantile  Paralysis.  The  slim,  sword- 
like torch  is  the  stern  symbol  of  a tireless  war 
on  a dreaded  disease. 

The  finest  of  doctors  and  scientists  have  given 
of  their  time  and  skill  and  knowledge  to  fight 
poliomyelitis.  And  annually  since  its  inception 
in  1938,  the  National  Foundation  for  Infantile 
Paralysis  has  conducted  the  March  of  Dimes, 
in  a nation-wide  appeal  for  funds  to  carry  on 
the  work. 

The  familiar  blue  and  white  symbol  above  your 
neighborhood  drug  store  tells  you  that  he  is 
a Rexall  druggist.  Some  10,000  Rexall  Drug 
Stores  throughout  the  nation  are  proud  to  join 
with  the  American  people  in  support  of  the 
1948  March  of  Dimes,  from  January  15  to 
January  30. 

REXALL  DRUG  COMPANY 

LOS  ANGELES,  CALIFORNIA 

PHARMACEUTICAL  CHEMISTS  FOR  MORE  THAN  45  YEARS 
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The  Book  of  Life 


. . . on  one  page 


"Each  person  in  the  world  creates  a Book 
of  Life.  This  book  starts  with  birth  and  ends 
with  death . . . has  many  pages  for  some  and 
is  but  a few  pages  in  length  for  others. 551 


A single  page  tells  the  life  story  of  those  infants  who  die  within  the 
first  30  days  after  birth.  It  is  during  this  fatal  first  month  that  62.1% 
of  all  infant  mortality  occurs  — an  increase  of  almost  10%  in  the  past 
20  years.  There  is  urgent  need  then  to  utilize  every  advantage  science 
offers  in  eliminating  the  hazards  of  neonatal  life.  A good  start  on  the 
right  feeding  can  do  much  to  minimize  the  gastrointestinal  hazards  of 
excessive  fermentation,  upset  digestion  and  diarrhea. 


'Dexin'  has  proved  an  excellent  "first  carbohydrate"  because  of  its  high 
dextrin  content.  It  (1)  resists  fermentation  by  the  usual  intestinal  or- 
ganisms; (2)  tends  to  hold  gas  formation,  distention  and  diarrhea  to  a 
minimum,  and  (3)  promotes  the  formation  of  soft,  flocculent,  easily  di- 
gested curds.  'Dexin'  does  make  a difference. 

1.  Dunn,  H.  I..:  Am.  J.  I’ub.  Health  36:1412  (Dec.)  1946. 
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Dexin 


7 

NIGH  DEXTRIN  CAR BOKYDRATE 


BRAND 

Composition — Dextrins  75%  • Maltose  24%  • Mineral  Ash  0.25%  • Moisture 
0.75%  • Available  Carbohydrate  99%  • 115  calories  per  ounce  • 6 level  packed 
tablespoonfuls  equal  1 ounce  • Containers  of  twelve  ounces  and  three  pounds  • 
Accepted  by  the  Council  on  Foods  and  Nutrition.  American  Medical  Association. 

‘Dexin’  Reg.  Trademark 


Literature  on  request 


BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,  9 & 11  East  41st  St.,  New  York 


17,  N.  Y. 
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symptoms.  Amniotin  does  more  than  relieve  climacteric 
flushes  and  sweating.  The  patient  experiences  a heightened 
feeling  of  well-being,  improved  strength  and  vigor,  and  “a 
greater  sense  of  general  relief,  exclusive  of  the  amelioration 
of  hot  flashes”.1  These  are  advantages  attributed  bv  many 
investigators  to  natural  estrogen  therapy. 


Side-effects  such  as  dizziness,  headache,  or  nausea  are  rare 
with  Amniotin  therapy.  Amniotin  is  well  tolerated.  It  is  easily 
metabolized  by  the  body;  readily  detoxified  by  the  liver. 


complex  of  iinliirut 
mixed  estrogens 


Amniotin  therapy  is  readily  adaptable  to 
each  individual  ease.  Whether  symptoms 
are  mild,  moderate  or  severe,  oral  and 
intramuscular  forms  in  a variety  of 
potencies  fulfill  every  need.  Capsule  sup- 
positories are  also  available. 
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For  medically  sound  reduction  of  overweight . . . 


Benzedrine  Sulfate— rational  and  accepted 

Benzedrine  Sulfate,  by  safely  depressing  the  overweight  patient’s  appetite, 
ordinarily  curbs  excessive  eating.  Lowered  caloric  intake  and  loss  of  weight  naturally 
follow.  Hence,  Benzedrine  Sulfate  therapy  is  medically  sound  and  highly  effective. 

Thyroid— irrational,  potentially  dangerous  and  widely  condemned 

In  overweight,  most  authorities  strongly  condemn  thyroid  therapy  as  irrational 
and  potentially  dangerous,  except  in  those  rare  instances  when  an  accompanying 
hvpothyroidism  has  been  definitely  demonstrated. 

Benzedrine  Sulfate — unlike  thyroid — ordinarily,  in  the  proper  dosage,  has 
no  significant  effect  on  the  basal  metabolic  rate,  blood  pressure,  or  heart  rate. 

Harris,  Ivy  and  Searle,1  after  a comprehensive  series  of  functional  tests,  conclude: 

'"No  evidence  of  deleterious  effects  of  the  drug  (amphetamine  sulfate)  was  observed.” 

•Harris,  S.  C.;  Ivy,  A.  C.,  and  Searle,  L.  M.:  the  mechanism  of  amphetamine-induced  loss  of 
weight:  A Consideration  of  the  Theory  of  Hunger  and  Appetite,  J.A.M.A.  134:1468  (Aug.  23)  1947. 


Tablets  Capsules  Elixir  One  of  the  fundamental  drugs  in  medicine 

Accepted  by  the  Council  on  Pharmacy  and  Chemistry 
of  the  AMA  for  use  in  treatment  of  overweight. 

Smith,  Kline  & French  Laboratories,  Philadelphia 


.M.  REG.  U.S.  PAT.  OFF.  FOR  RACEMIC  AMPHETAMINE  SULFATE,  S.K.F. 


bAarfilu  outlined 

WITH  SAFETY 


The  urinary  tract  is  sharply  outlined  with 
the  use  of  Neo-Iopax*  (brand  of  sodium 
iodomethamate)  for  intravenous  urography. 
Calices,  pelvis  and  ureter  are  clearly  visualized 

within  5 to  10  minutes. 


E 0 - 1 0 PAX 

(DISODIUM  N-METHY L*3,5-DIIODO-CHELIDAMATE) 

urography 


assures  adequate  contrast  in  the 
diagnosis  of  congenital  anomalies, 
hydronephrosis,  pyelonephrosis, 
tumors,  renal  calculi  and 
ureteral  strictures. 

Neo-Iopax,  a stable  solution  of 
pure  disodium  N-methyl-3,5-diiodo- 
chelidamate,  in  ampuls  of  50  or  75% 
solution  for  intravenous  use.  It  may 
be  diluted  to  20%  solution  for 
retrograde  pyelography. 

*® 

BLOOMFIELD,  NEW  JERSEY 


CORPORATION  • 


IN  CANADA,  SCHERING  CORPORATION  LIMITED,  MONTREAL 
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For  oral  use  0.2  mg.  tablets — vials  of  30,  bottles  of 
100  and  500;  0.1  mg.  tablets  — bottles  of  100  and 
500  • For  intravenous  injection:  1 cc.  ampuls,  0.2  mg. 


Purodigin  has  these  advantages: 

PRECISE  DOSAGE:  Purodigin  (Digitoxin  Wyeth)  is  absolutely 
uniform  . . . standardized  by  weight,  prescribed  by  weight. 

LACK  OF  IRRITATION:  Purodigin  is  concentrated  dosage  is 
only  one  thousandth  that  of  digitalis  leaf.  Nausea  is  rare. 

ABSORPTION  of  Purodigin  is  virtually  complete.  Almost  no 
irritating  residue  is  left  in  the  digestive  tract. 

SUSTAINED  ACTION:  Purodigin  remains  in  the  body  as  long 
as  digitalis. 


Try  Purodigin — especially  for  those  patients  who  do  not  easily  tolerate 
digitalis  leaf.  Without  interrupting  treatment,  simply  prescribe  0. 1-0.2 
milligram  Purodigin  in  place  of  0.1-0. 2 gram  digitalis. 


PURODIGIN 

CRYSTALLINE  DIGITOXIN 


WYETH 


INCORPORATED 


PHILADELPHIA  3,  PA. 
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" Every  infant,  including  every  breast-fed  infant,  should  receive 
vitamin  D by  mouth  as  early  as  practicable .”* 

White’s  Cod  Liver  Oil  Concentrate  Liquid  provides  natural 
vitamins  A and  D of  time-proved  cod  liver  oil — at  a 
cost-to-patient  of  about  a penny  a day  for  antirachitic 
protection  for  the  average  infant.  In  Liquid  form  for  drop 
dosage  to  infants — convenient,  palatable,  economical. 

Also  available  in  Tablets  and  Capsules. 

*Clements,  F.  W.:  Rickets  in  Infants  under  One  Year. 

The  Incidence  in  an  Australian  Community  and  a 
Consideration  of  the  Etiological  Factors. 

Med.  J.  Australia,  1:336  (1942). 

White  Laboratories,  Inc.,  Pharmaceutical  Manufacturers,  Newark  7,  N.  J. 


" Older  children  require  prophylactic  doses  of  vitamin  D until 
maturity,  especially  during  periods  of  rapid  growth.'”2 

White’s  Cod  Liver  Oil  Concentrate  Tablets  provide  a pleasant, 
economical  means  of  supplying  assured  antirachitic 
protection — wholly  natural  vitamins  A and  D in  a form 
older  children  (2-14  years  of  age)  enjoy  taking  regularly. 

White’s  Cod  Liver  Oil  Concentrate  is  wholly  derived  from  time- 
proved  cod  liver  oil  itself.  Liquid,  Tablet  and  Capsule  forms. 

1.  Nutting,  R.  E.:  Minn.  Med.,  26:1039-1044  (Dec.)  1943 
2.  Kugelmass,  I.  N.:  Newer  Nutrition  in  Pediatric 
Practice,  p.  653,  Lippincott,  Phil.,  1940. 

White  Laboratories,  Inc.,  Pharmaceutical  Manufacturers,  Newark  7,  N.  J. 
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KOROMEX  JELLY 
KOROMEX  CREAM 


provide 

fastest  spermicidal  time 
proper  viscosity 
stable  over  long  period  of  time 

non -toxic 

time  tested  clinical  record 


I 

I 


I 

I 

I 

I 

I 

I 

I 


the  two  companion  items 
contain  the  same  active  ingredients 
(and  same  pH)  differing  only  in 
degree  of  lubrication 


measurable  under  Brown  and 
Gamble  technique 

for  cervical  occlusion 

pH  that  is  uniform  with 
vaginal  flora 

low  index  of  irritability 
send  for  literature 


prescribe  Koromex  Jelly  and  Koromex  Cream  with  confidence 


Active  Ingredients:  Boric  acid  2. Ox,  oxyqulnolin  benzoate  0.02X  and 

phenylmercurlc  acetate  0.02X  in  suitable  jelly  and  cream  bases.  by  the  makers  of  Koromex  Diaphragm 


HOLLAND  -RANTOS  COMPANY,  INC.,  551  FIFTH  AVENUE,  NEW  YORK  17,  N.  Y. 
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Now  More  Zkan  Ever 
Zke  Pkysic'm ’s  Melee  Js  Needed 


Much  confusion  has  resulted  in  the  public’s  mind  because  of 
the  conditions  prevailing  in  the  food  field.  Lessened  food 
availability,  the  need  of  many  people  to  economize,  and  the 
desire  to  cooperate  with  the  government’s  aim  toward  world' 
relief,  may  well  lead  to  deterioration  of  the  nutritional  state, 
unless  competent  guidance  is  offered. 

The  physician’s  advice  appears  particularly  important  in 
the  realm  of  protein  nutrition.  Lack  of  appreciation  by  some 
people  for  the  more  economical  cuts  and  grades  of  meat,  as 
well  as  the  variety  (or  organ)  meats,  frequently  interferes 
with  the  use  of  these  excellent  sources  of  high  quality  protein. 

All  meat,  whatever  the  kind  or  grade,  or  organ  meat, 
supplies  the  essential  amino  acids  indispensable  for  body  main' 
tenance,  growth,  repair  and  many  other  essential  functions. 

Furthermore,  all  meat — regardless  of  cut  or  kind — is  96 
to  98  per  cent  digestible. 


By  encouraging  wider  utilization  of  lower  priced  meats 
the  medical  profession  can  render  a real  service  to  budget 
conscious  patients  in  maintaining  the  quality  of  protein 
nutrition  and  the  wholesomeness  of  the  daily  diet. 


The  Seal  of  Acceptance  denotes  that  the  nutri- 
tional statements  made  in  this  advertisement 
are  acceptable  to  the  Council  on  Foods  and 
Nutrition  of  the  American  Medical  Association. 


AMERICAN  MEAT  INSTITUTE 


MAIN  OFFICE,  CHICAGO  . . . MEMBERS  THROUGHOUT  THE  UNITED  STATES 
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PRIViNE  hydrochloride,  0 .05  per  cent,  is  sufficiently  potent 
to  produce  long-lasting  relief  in  the  average  case  of 
nasal  congestion  in  patients  of  all  ages.  It  is  therefore  the 
Privine  preparation  of  choice  for  regular  prescription  purposes. 

Privine  hydrochloride,  0.1  per  cent,  fills  the  need  for  an 
agent  which  will  produce  the  intense  vasoconstriction 
frequently  necessary  for  adequate  visualization  and 
for  pre-  and  post-operative  shrinkage.  It  is  therefore 
the  Privine  preparation  of  choice  for  direct  use  in  the 
office  or  hospital. 

When  properly  administered,  Privine  hydrochloride 
induces  prolonged  vasoconstriction  with  relative  freedom 
from  local  or  general  side  effects.  Three  drops  will 
usually  produce  nasal  decongestion  lasting  3-6  hours. 
Overdosage  should  be  avoided. 

Issued  :0.05%,  bottles  of  1 fl.  oz.  and  16  fl.  ozs.  • Jelly,  0.05%,  tubes  of  20  Gm. 
0.1%,  bottles  of  16  fl.  ozs.  only 


PRODUCTS,  INC.,  SUMMIT,  NEW  JERSEY 

PRIVINE  fbranJ  of  naphazolwt]  • Trad, -mark  R,s.  U.  S.  Pat.  Off. 
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picture  or  how  8.  J.  Bender 
became  a nutritive  failure.... 

Bender  is  but  one  of  the  great  American  army  of  chair-warmers, 
shining  examples  of  the  need  for  two-pants  suits.  Exercise?  They  lie  down 
until  the  thought  of  it  passes.  Appetite?  They  seek  the  bizarre  in  food  to  goad 
their  tired  taste  buds.  Result?  In  too  many  cases,  sub-clinical  vitamin  deficiency — a 
condition  in  which  the  sedentary  worker  has  a host  of  companions  in  nutritional 
crime:  the  food  faddists,  chronic  dieters,  excessive  smokers,  alcoholics  and  many 
others.  Dietary  reform  is  the  physician's  first  thought,  of  course — vitamin  supple- 
mentation usually  the  second.  And  the  vitamin  preparation  specified  very  otten 
carries  the  "Abboti  " name.  There  is  a wide  variety  of  vitamin  preparations 
available  in  the  complete  Abbott  line  . . . for  oral  and  parenteral  use  . . . for 
almost  any  patient's  needs,  age  or  taste.  If  you  are  not  already  familiar 
with  Abbott's  dependable  vitamin  products,  they  are  worth  your  inves- 
tigation— and  trial.  Abbott  Laboratories,  North  Chicago,  Illinois 

SPECIFY 

Abbott  Vitamin  Products 
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a youthful  spirit 


Impairment  of  physical  and 
mental  activity  is  often  the  lot  of  the 
menopausal  woman,  beset  as  she  is  with 
distressing  somatic  and  emotional  symptoms. 

With  " Premarin such  vagaries  of  the 
climacterium  may  be  prevented.  In  addi- 
tion to  prompt  relief  of  physical  discomfort 
following  therapy,  many  patients  attest 
to  a "sense  of  well-being"  marking  the  dif- 
ference between  inactive  and  spirited 
existence ..  .the  "plus"  in  " Premarin " 
therapy  that  gives  the  middle-aged  woman 
a new  lease  on  useful  and  pleasurable  living. 

Because  " Premarin " is  available  in  three 
potencies,  the  physician  is  able  to  adapt 
estrogenic  therapy  to  the  particular  needs  of  the 
patient.  Tablets  are  available  in  2.5  mg.,  1 .25  mg.  and 
0.625  mg.;  liquid,  0.625  mg.  in  each  4 cc.  (1  teaspoonful ) . 

While  sodium  estrone  sulfate  is  the  principal  estrogen  in  "Premarin," 
other  equine  estrogens ...  estradiol,  equilin,  equilenin,  hippulin  . . . 
are  probably  also  present  in  varying  amounts  as  water  soluble  conjugates. 


Ayerst,  >lrKniiin  & Harrison  BJniitrri  22  East  40th  Street,  Nev/  York  16,  New  York 
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ciliary 

ACTIVITY 

IN 

COLDS 


Ciliary  motion  carries  away  exudative  debris  in 
the  upper  respiratory  passages.  This  action 
should  not  be  inhibited  by  therapy  of  the 
common  cold. 

The  isotonic  solutions  of  Neo-Synephrine  hydro- 
chloride permit  ciliary  function  to  continue  in 
an  efficient  manner,  while  congestion  is  reduced 
by  vasoconstriction. 


NEO-SYNEPHRINE 


L;' 


HYDROCHLORIDE 

BRAND  OF  PHENYLEPHRINE  HYDROCHLORIDE 


Supplied  in  0.25%  solution,  1 oz.  bottles.  Also,  1%  solution 
(when  greater  concentration  is  required),  1 oz.  bottles. 


The  businesses  formerly  conducted  by  Winthrop  Chemical  Company,  Inc. 
and  Frederick  Stearns  & Company  are  now  owned  by  Winthrop-Stearns  Inc. 


Neo-Synephrine,  trademark  reg.  U.S.  & Canada. 


Hypnosis  in  Minutes... 

TONIGHT 


Of  the  frequently  prescribed,  orally  administered  bar- 
biturates, ‘Seconal  Sodium’  ( Sodium  Propyl-methyl- 
carbinyl  Allyl  Barbiturate,  Lilly)  provides  rapid  seda- 
tion, quick  hypnosis,  and  a short  duration  of  effect. 

The  hospitalized  patient  can  be  assured  that  the  inter- 
val between  the  end  of  visiting  hours  and  sleep  will  be 
reduced.  For  all  patients  who  want  sleep  “in  a hurry” 
with  no  lingering  effect  the  next  morning,  ‘Seconal 
Sodium’  is  a barbiturate  of  choice. 


ELI  LILLY  AND  COMPANY,  INDIANAPOLIS  6,  INDIANA,  U.  S.  A. 


Lilly  International 


Illustration  by  Joseph  Feher 


MEDICAL  SERVICE  REPRESENTATIVES  of  Eli  Lilly 
and  Company  regularly  call  on  physicians  in 
over  thirty  countries,  exclusive  of  the  United 
States.  Many  of  the  representatives  are  pharma- 
cists trained  in  their  home  colleges  and  universi- 
ties. Others  are  American-born  pharmacists  who 
have  become  proficient  in  the  mother  tongue  of 
the  land  in  which  they  work.  Professional  litera- 
ture is  translated  and  published  in  the  languages 
prevalent  in  many  countries  served.  All  repre- 
sentatives are  carefully  instructed  in  the  Lilly 
tradition  and  restrict  their  promotional  activities 
to  the  registered  physicians  and  pharmacists  in 
their  respective  territories. 

Research  institutions  abroad  are  growing  in 


number  and  importance.  Lilly  representatives 
regularly  visit  universities  and  other  medical  re- 
search centers.  When  mutually  interesting  dis- 
coveries are  made,  the  facilities  of  the  Lilly  Re- 
search Laboratories  are  promptly  made  availa- 
ble for  practical  development  and  application. 
In  this  way,  the  findings  of  the  world’s  best  med- 
ical talent  are  more  quickly  placed  in  the  hands 
of  medical  practitioners  everywhere. 
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GASTRIC  NEURILEMOMA 
Report  of  Four  Cases 

R.  S.  Byers,  M.D.**  and 
John  W.  Howard,  M.D. 

Wilmington,  Del. 

Neurilemomas  of  the  stomach  and  of  the 
retroperitoneal  space  behind  the  stomach  are 
uncommon  in  the  literature.  Previously  these 
tumors  have  been  reported  as  neurinomas, 
perineural  fibroblastoma,  and  sarcomas.  Foot1 
presents  a resume  of  the  modern  concepts  of 
these  tumors.  Two  views  regarding  histogene- 
sis still  exists.  One  group  favors  ectodermal 
neurogenic  origin  from  the  cells  of  the  sheath 
of  Schwann,  and  the  other  mesodermal  fibro- 
blastic etiology.  These  tumors  have  been  more 
commonly  reported  in  the  region  of  the  central 
nervous  system  and  the  peripheral  nerves.  It 
may  be  assumed  properly  that  in  the  stomach 
these  tumors  might  have  origin  in  the  sub- 
mucous plexus  of  Meissner  or  the  myenteric 
plexus  of  Auerbach.  Masson2  called  the  tumor 
a “Schwannoma,”  Stout7  more  properly  iden- 
tified this  variety  of  peripheral  gliomas  as  a 
neurilemoma.  In  the  English  literature  the 
term  perineural  fibroblastoma  still  predomin- 
ates. 

Pathology  and  Incidence.  Beni  g n 
stomach  tumors  have  been  roughly  estimated 
to  make  up  about  5%  of  all  gastric  tumors". 
In  a series  of  benign  gastric  tumors  collected 
from  the  literature,  Minnes  and  Geschicter" 
in  1936  reported  that  neurofibromata  consti- 
tuted 10.9%  of  931  benign  gastric  tumors. 
The  term  neurilemoma  does  not  specifically 
appear,  and  may  represent  all  or  a portion  of 
the  tumors  listed  in  this  manner.  There  are 
two  histologic  types  of  this  tumor.  The  Verocay 
type  is  the  more  characteristic  because  of  the 
arrangement  of  the  fibers  with  their  nuclei  in 
parallel  and  opposing  palisades  in  the  more 
typical  forms  (Verocay  bodies),  and  the  An- 

"From  the  Department  of  Radiology  and  Pathology, 
Delaware  Hospital. 

^Resident  in  Radiology  and  Pathologist,  respectively, 
Delaware  Hospital. 


toni  type  which  is  much  less  orderly  and  more 
like  a myxoma  or  a sarcoma.  It  is  this  type 
that  rarely  provides  the  malignant  form  of 
neurilemoma.  Grossly  these  tumors  frequent- 
ly appear  encapsulated  and  are  often  yellow 
orange  or  gray  yellow  in  color.  They  are  rub- 
bery and  firm  and  while  they  usually  measure 
around  3 cm.  in  diameter,  some  may  grow 
much  larger. 

Diagnosis  Neurilemomas,  in  our  experi- 
ence, are  seen  more  frequently  in  the  stomach 
than  in  any  other  part  of  the  gastro-intestinal 
tract.  They  occur  more  commonly  in  men, 
related  possibly  to  the  low  incidence  of 
stomach  neoplasms  in  women.  Patients  with 
this  type  of  tumor  may  be  sympton  free  for 
years.  The  clinical  signs  are  not  characteris- 
tic. Hemorrhage  due  to  ulceration  occurs  in 
about  50%  of  the  eases4  and  is  manifested  by 
hematemesis  or  melena  which  is  often  the  pri- 
mary symptom.  One  reported  case  had5  had 
melena  five  times  in  five  years  as  the  only 
complaint.  Rarely  there  is  a palpable  gastric 
mass.  Occult  blood  in  the  stool  is  common 
and  there  may  be  a secondary  anemia. 

The  diagnosis  of  neurilemoma  depends  upon 
the  roentgen  rather  than  the  clinical  findings0. 
After  a barium  meal  a neoplasm  can  usually 
be  seen.  Pressure  signs  will  be  noted,  especial- 
ly if  the  tumor  is  exogastric.  and  is  in  the  close 
proximity  with  other  organs.  If  the  tumor 
is  intra-mural,  a smooth  filling  defect  will  be 
seen.  The  essential  diagnostic  features  are  the 
smooth  outlines  of  both  curvatures  of  the 
stomach  and  the  persistence  of  contractions 
and  mucosal  folds.  Rarely  are  the  curvatures 
involved.  After  a gastric  meal  the  smooth  fill- 
ing defect  can  be  seen,  usually  occurring  on 
the  surface  near  the  lesser  curvature,  a region 
rich  in  nerve  fibers.  If  ulceration  of  the  lesion 
has  occurred  a large  deep  niche  can  be  seen 
penetrating  into  the  tumor.  With  the  above 
findings,  in  the  absence  of  gastric  retention, 
neurilemoma  may  be  suspected.  However,  if 
the  tumor  is  in  the  pylorus  or  prolapses  into 
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Fig.  1 — Case  1 . 

Radiograph  demonstrating  a large,  spherical  fill- 
ing defect  opposite  the  incisura  angularis  of  the 
stomach,  and  lying  midway  between  the  two  curva- 
tures. No  evidence  of  ulceration  can  be  seen. 

were  no  palpable  abdominal  masses.  Labor- 
atory studies  appeared  normal  except  for  a 
WBC  of  3500  with  a normal  differential.  Stools 
were  negative  for  occult  blood. 

Roentgenological  examination  on  admission 
reported  a normal  esophagus  and  the  stomach 
in  the  normal  position.  Fluroscopically  a large 

*From  the  service  of  Dr.  J.  C.  Pierson. 


spherical  defect  was  seen  opposite  the  incisuria 
angularis  of  the  stomach,  lying  approximately 
mid-way  between  the  two  curvatures  of  the 
stomach.  This  lesion  could  not  be  brought 
into  profile  in  any  position,  and  it  could  not 
be  determined  whether  it  was  on  the  anterior 
or  posterior  wall.  Peristalic  waves  passed 
thru  both  curvatures  around  the  lesion.  Com- 
pression films  showed  no  evidence  of  ulcera- 
tion. The  pre-pyloric  region  and  the  duodenal 
cap  both  appeared  to  be  normal.  Radiographs 
showed  a five  centimeter  defect  in  the  same 
area  reported.  (Fig.  1).  At  five  hours  the 
stomach  was  empty  and  the  meal  had  reached 


the  pylorus  the  emptying  time  of  the  stomach 
may  be  increased. 

Case  1* 

J.  K.  Case  #14(5670,  a 56  yr.  old  white  male 
was  admitted  to  the  Delaware  Hospital  on 
June  4,  1947  with  the  chief  complaint  of 
“tarry  stools’’  of  one  month’s  duration,  and 
of  abdominal  distress  and  a feeling  of  pressure 
in  the  upper  abdomen.  He  gave  a history  of 
a coronary  attack  in  1940  which  had  resulted 
in  weakness  and  shortness  of  breath  after 
slight  exertion.  On  examination  lie  appeared 
well  developed  and  nourished  and  not  acutely 
ill.  The  heart  was  slightly  enlarged.  There 


Fig.  2 — Case  I . 

the  transverse  colon.  The  lesion  appeared 
benign,  but  in  the  presence  of  melena  was 
considered  malignant  until  proven  otherwise. 

On  June  16,  1947  at  operation,  the  anterior 
gastric  wall  was  found  distorted  by  a bilobate 
type  of  tumor  which  was  growing  from  the 
anterior  wall  of  the  stomach,  and  was  invad- 
ing the  lumen  but  not  the  anterior  wall.  A 
subtotal  gastrectomy  and  a Polya-Hoffmeister 
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anastamosis  were  performed.  Pathological  re- 
port #47-9331  grossly  reported  a round  raised 
tumor  mass  measuring  4x3x2  cm.  in  the 
mid-portion  of  the  lesser  curvature  which  was 
covered  by  smoothed  out  mucosa  with  a 3 mm. 
ulcer  at  the  apex  (Fig.  2).  Section  revealed 
a homogeneous  grey  red  moderately  firm  tis- 


sue with  areas  of  hemorrhage.  Microscopic 
section  (Fig.  3)  revealed  whorls  and  interlac- 
ing bands  of  spindle  shaped  cells  with  elon- 
gated nuclei.  In  areas  the  cells  were  quite 
dense,  while  in  other  areas  the  structure  was 
quite  loose.  In  the  latter  the  cells  were  large 
with  a clear  cytoplasm  and  small  hyperchro- 
matic  nuclei  suggesting  mucoid  tissue.  In 
some  of  the  more  solid  areas  there  were  sugges- 
tions of  “Verocay  bodies.” 

The  post-operative  course  was  uneventful 
and  the  patient  was  discharged  free  from 
symptoms  on  July  2,  1947.  Except  for  a mild 
attack  of  hepatitis  in  November  1947,  the 
patient  has  been  well  and  free  of  symptoms  as 
of  January  1948. 

Case  2* 

A.  G.  W.  Case  #144985,  a 51  year  old  color- 
ed male  was  admitted  to  the  Delaware  Hospital 

-From  the  service  of  Dr.  E.  G.  Laird. 


on  March  21,  1947  with  the  complaints  of 
fever,  chills,  and  left  chest  pain  since  morning. 
During  the  preceding  year  he  reported  that 
he  had  been  eating  less  because  his  abdomen 
was  enlarging  and  he  thought  he  was  getting 
fat.  He  also  had  noticed  small  lumps  on  his 
abdomen  during  the  year.  There  had  been  no 
abdominal  pain,  indigestion  or  change  of  bowel 
habit.  Examination  revealed  a well  developed 
and  well  nourished  colored  male  in  no  appar- 
ent distress.  There  was  an  area  of  pneumonia 
in  the  left  chest.  The  superficial  abdominal 
veins  were  dilated.  On  inspection  a smooth 
appearing  mass  could  be  seen  filling  the  entire 
left  upper  quadrant  and  on  palpation  was 
nodular,  non-movable,  non-tender,  and  about 
the  size  of  a cantaloupe.  The  mass  moved 
downward  somewhat  on  deep  inspiration  and 
extended  over  the  mid-line.  Percussion  over 
this  area  was  dull,  gastric  tympany  was  absent, 
and  peristalsis  was  normal.  Laboratory  ex- 
aminations revealed  a slight  anemia  and  an 
icterus  index  of  8. 

Roentgenological  examination  verified  the 
pneumonia  and  showed  an  elevation  of  the  left 
diaphragm  by  an  abdominal  mass.  A flat  plate 
of  the  abdomen  showed  obliteration  of  the 
upper  two-thirds  of  the  left  psoas  muscle 
shadow  by  a large  opacity  which  also  depressed 
the  gas  in  the  left  half  of  the  transverse  colon. 
A retrograde  pyelogram  showed  the  left  kid- 
ney pushed  downward  to  the  level  of  the  5th 
lumbar  vertebrae  with  obliteration  of  the  up- 
per calices. 

A gastro  intestinal  study  reported  the  esoph- 
agus somewhat  dilated.  With  the  patient  in 
the  upright  position  the  barium  passed  rapidly 
to  the  middle  third  of  the  stomach  which  was 
narrowed  and  showed  a constant  deformity 
along  its  greater  curvature.  (Fig.  4).  The 
pyloric  end  of  the  stomach  filled  normally. 
Peristalsis  began  promptly  and  progressed 
normally  thru  the  lower  end.  Serial  films 
showed  fhe  same  defect  and  narrowing  in  the 
upper  half  of  the  body  of  the  stomach.  Five 
hour  films  showed  the  head  of  the  meal  in  a 
very  low  transverse  colon.  By  means  of  a 
barium  enema  most  of  the  loops  of  the  colon 
were  demonstrated  to  be  below  the  iliac  crest. 

Following  adequate  response  of  the  pneu- 
monia to  therapy,  an  operation  was  performed 
on  4/4/47.  A massive  nodular  tumor  was 
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Fig.  4 — Case  2. 


Radiograph  taken  with  the  patient  in  the  up- 
right position  showing  a filling  defect  and  deformity 
along  the  greater  curvature  of  the  stomach.  The 
upper  third  of  the  stomach  is  narrowed  and  the 
lower  esophagus  is  dilated. 


found  predominately  situated  in  the  retroperi- 
toneal space  between  the  region  of  the  stomach 
and  the  transverse  colon.  It  surrounded  the 
portal  vein  and  left  kidney  and  the  stomach. 
As  obstruction  was  not  present  a biopsy  was 
taken  from  the  gastro-eolic  omental  area  and 
the  abdomen  was  closed  without  further  sur- 
gery. Pathological  report  #47-8873  (Fig.  5) 
microscopically  showed  a tumor  consisting  of 
interlacing  strands  of  wavy  cells  producing 
an  abundant  intercellular  stroma.  Many  elon- 
gated nuclei  were  arranged  in  parallel  and 
opposing  palisades  with  dense  masses  of  fibrils 
between  the  rows  of  nuclei. 

The  post-operative  course  was  uneventful 
and  the  patient  was  discharged  April  19,  1947. 
The  patient  has  not  returned  to  Clinic  but  is 
reported  working  and  well  in  January  1948. 

Case  3# 

L.  0.  Case  #139678,  a 54  year  old  white 
male  who  had  been  a mute  for  four  years 
supposedly  following  a.  blow  to  the  left  side 
of  his  head  several  years  before.  Within  a 
period  of  two  years  before  admission  to  the 
Delaware  Hospital  on  July  15,  1946  he  had 
developed  a right  hemiplegia  and  almost  total 
loss  of  hearing.  Marked  urinary  infection  fol- 
lowed incontinence  and  cystic  calculi.  Hospi- 
talization was  provided  for  terminal  care. 
Autopsy  46-143  on  September  29,  1946  showed, 
in  addition  to  the  marked  emaciation  and 
debility  associated  with  a prolonged  septic 
course,  an  8 cm.  meningioma  located  in  the 
right  temporoparietal  region  and  a 4 cm.  left 
acoustic  neurofibroma.  On  examination  of  the 
stomach  a stony  hard  papillary  white  mass 
which  narrowed  the  pylorus  was  found  and 
which  extended  thru  the  wall  to  present  on 
the  outer  surface  in  the  form  of  numerous 
pedunculated  firm  tumor  masses  measuring  up 
to  1.5  cm.  in  diameter.  Microscopic  examina- 
nt ion  of  the  gastric  tumor  revealed  numerous 


Fig.  5 — CGse  2. 
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well  defined  Veroeay  bodies  making  up  the 
bulk  of  the  tumor.  (Fig.  6). 


Fig.  6 - — Case  3. 

Case  4* 

B.  J.  Case  #145981,  a 50  year  old  white 
woman  admitted  to  Delaware  Hospital  May 
5,  1947  complaining  of  dyspnea  and  curious 
crippling  cramps  over  the  left  arm,  left  chest 
and  left  abdomen.  These  symptoms  had  begun 
eight  months  previously  and  were  precipitated 
by  the  slightest  exertion.  There  had  been  30 
lbs.  weight  loss  in  the  past  six  months  and 
slight  jaundice  for  one  week.  Examination 
revealed  a chronically  ill  appearing  patient, 
slightly  icteric  with  a mass  in  the  mid-epigas- 
trium. Laboratory  studies  revealed  a marked 
anemia. 

Roentgenograph  ic  findings  reported  a gross 
filling  defect  and  irregularity  of  the  cardiac 
end  of  the  stomach  extending  downward  along 
the  upper  third  of  the  lesser  curvature  of  the 
stomach.  (Fig.  7).  There  was  no  gastric  re- 
tention. A chest  film  revealed  elevation  of  the 
left  diaphragm.  Vertebrae  and  left  shoulder 
showed  no  evidence  of  tumor. 

An  exploratory  operation  was  performed  on 
May  22,  1947  and  the  upper  portion  of  the 
stomach  was  reported  rubbery,  firm  and  car- 

*From the  service  of  Dr.  D.  J.  Preston. 


cinomatous  with  spread  into  the  peritoneum, 
over  the  spleen,  and  under  the  surfaces  of  the 


Fig.  7 — Case  4. 


Radiograph  showing  a gross  filling  defect  and 
irregularity  of  the  cardiac  end  of  the  stomach. 


Fig.  8 - — - Case  4. 


left  diaphragm  where  large  amounts  of  friable 
tumor  tissue  were  scooped  up  and  sent  for 
histological  study.  Tumor  nodules  were  also 
palpated  in  the  omentum  and  liver.  The  con- 
dition was  considered  inoperable  and  the  abdo- 
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men  was  closed.  Pathological  report  #47-9188 
revealed  whorls  of  interlacing  spindle  shaped 
cells  forming  Verocay  bodies  and  suggestive 
rosettes.  (Fig.  8).  Patient  subsequently  died 
at  home  in  July  1947. 

Summary 

The  incidence  and  the  etiology  of  neurile- 
momas are  reviewed. 

Roentgenological  findings  associated  with 
gastric  neurilemomas  are  presented. 

Four  cases  of  neurilemomas,  probably  of 
gastric  origin  are  presented  with  roentgeno- 
logical findings  demonstrating  gastric  lesions. 

Microscopic  pathology  appeared  typical  in 
all  four  cases. 

Characteristic  roentgenological  f i n d i n g s 
should  suggest  the  diagnosis  of  gastric  neurile- 
momas. 
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PERINEAL  AND  VAGINAL 
TOTAL  CYSTECTOMY 

Brice  S.  Vallett,  M.  D.* 
Wilmington,  Del. 

In  a consideration  of  the  operation  proposed 
by  the  title  of  this  report  the  indications  should 
first  of  all  be  set  forth.  Preliminary  trans- 
plantation of  the  ureters  simplifies  total  cystec- 
tomy. In  the  male  one  important  indication 
is  to  remove  an  adequate  amount  of  urethra, 
as  there  has  been  recurrence  in  the  urethra 
following  suprapubic  total  cystectomy.  In  per- 
ineal total  cystectomy  there  is  a lesser  degree 
of  shock,  and  drainage  is  more  dependent. 
There  is  also  less  likelihood  of  injuring  the 
rectum,  and  the  arteries  to  the  seminal  vesicles 
can  be  more  easily  controlled.  Previous  ab- 
dominal operations  with  or  without  complica- 
tions may  lead  one  to  select  the  perineal  route 
as  in  the  case  previously  reported.1 

In  the  female,  when  the  urethra  and  vagina, 
are  invaded  by  vesical  cancer,  the  vaginal  ap- 
proach is  then  better  and  easier.  Uterine  in- 
volvement may  demand  vaginal  hysterectomy 

*Urologist,  Delaware  Hospital. 


at  the  same  time.  The  same  indications  apply 
here  as  in  the  male. 

A recent  case,  B.  R.,  #147190,  will  exemp- 
lify some  of  these  points.  A female,  aged  58 
and  the  mother  of  five  children,  had  had 
dysuria  for  more  than  one  year  and  prior  to 
admission  to  the  hospital  on  June  17,  1947 
had  exhibited  gross  blood  in  the  urine.  Cys- 
toscopy revealed  a tumor  of  the  bladder  in- 
volving the  vesical  neck,  the  right  lateral  wall, 
and  the  urethra.  Bimanual  examination  un- 
der spinal  anesthesia  was  done  at  the  same 
time  and  definite  fixation  of  the  growth  1o 
perivesical  structures  was  not  found.  This 
maneuver  is  one  advocated  by  H.  J.  Jewett2 
of  Baltimore  to  determine  operability.  An 
excretory  urographic  study  showed  good  bi- 
lateral renal  function  despite  back  pressure 
from  the  tumor.  The  cystogram  showed  a 
gross  filling  defect  corresponding  to  the  same 
area  where  tumor  was  visualized  at  cystos- 
copy. 

This  composite  picture  indicated  total  cystec- 
tomy and  on  July  8,  1947  through  a low  left 
paramedian  abdominal  incision  the  ureters 
were  transplanted  into  the  sigmoid  by  the 
Coffey  #1  technique.  An  enlarged  retroperi- 
toneal lymph  node  adjacent  to  the  left  common 
iliac  vessels  was  removed  for  biopsy,  but  re- 
vealed no  metastasis  on  microscopic  section. 
Preoperative  ex-rays  of  the  chest  and  abdomen 
revealed  no  evidence  of  metastases.  The  post- 
operative course  was  uneventful,  aside  from  a 
mild  degree  of  abdominal  distension,  and  urine 
drained  satisfactorily  from  the  rectal  tube. 

Twenty  days  later  (July  28,  1947)  the  can- 
cer-bearing organ  wTas  removed  through  an 
anterior  vertical  vaginal  incision  which  ran 
from  just  in  front  of  the  cervix  up  to  and 
encircled  the  urethra.  A perineal  catheter 
drain  with  large  inflatable  bag  was  introduced 
through  the  urethra  into  the  bladder  to  act  as 
a tractor.  Grant  of  Louisville  has  described 
the  use  of  such  a bag  in  doing  perineal  pros- 
tatectomy as  it  is  less  traumatizing  than  the 
metal  prostatic  tractor.  Beginning  at  the 
urethra  and  working  backward,  all  the  while 
adhering  closely  to  the  bladder  wall,  the  dis- 
section is  surprisingly  simple.  In  this  case 
there  was  thickening  of  the  right  inferolateral 
ligament  and  a biopsy  was  taken  from  this  site, 
microscopic  section  revealing  no  malignancy. 
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After  removal  of  the  bladder  two  Penrose 
drains  were  placed  in  the  dead  space  and  the 
anterior  vaginal  wall  closed  around  them  using 
interrupted  sutures  of  medium  heavy  black 
silk.  The  operation  consumed  one  hour  and 
the  patient  was  returned  to  her  bed  in  good 
condition. 

Pathological  Report  S-47-9583  grossly  de- 
scribed the  removed  bladder  as  containing  a 
5 x (i  cm.  reddish  grey  fungating  mass  sur- 
rounding the  mucosal  neck  of  the  bladder  and 
extending  into  the  urethra  and  infiltrating  the 
bladder  wall.  Microscopic  examination  reveal- 
ed papillary  filaments  of  pleomorphic  transi- 
tional epithelial  cells  and  nests  of  poorly  dif- 
ferentiated epithelial  cells  which  have  invaded 
deep  into  the  stroma.  The  nuclei  of  these 
tumor  cells  are  hyperchromatic  and  exhibit 
numerous  mitotic  figures.  Necrotic  areas  are 
present  in  the  mucosa  and  stroma.  The  blood 
vessels  are  congested  and'  focal  inflammatory 
changes  are  in  evidence.  Diagnosis:  epider- 
moid carcinoma  of  the  bladder. 

The  patient  improved  gradually  following 
this  second  operation  and  in  four  days  was 
back  on  a full  diet.  Just  before  discharge 
from  the  hospital  (three  weeks  after  opera- 
tion) another  excretory  study  was  made.  Dye 
appeared  in  both  renal  pelves  in  the  5 minute 
films,  while  the  20  minute  films  showed  good 
concentration  on  both  sides.  Both  renal  pelves 
showed  a moderate  degree  of  hydronephrosis. 
At  the  time  of  discharge  (August  22,  1947) 
patient  had  good  urinary  control  and  was  able 
to  retain  the  urine  for  three  and  four  hours 
at  a time. 

Marshall  and  Schnittmair  recently  reported 
five  cases  of  vaginal  total  cystectomy  and  also 
describe  their  operative  technique.  They  state 
“this  operation  removes  a block  of  tissue  com- 
posing all  of  the  bladder  and  urethra  plus  the 
vestibule,  the  upper  wall  of  the  vagina,  all 
the  subvesical  tissues,  and  most  of  the  peri- 
vesical fat.  The  richly  lymphatic  tissue  be- 
tween the  trigone,  the  vagina,  the  cervix,  and 
the  lower  ends  of  the  ureters  is  removed  with 
the  specimen.  Particularly  notable  has  been 
the  patient’s  ability  to  withstand  the  proced- 
ure easily  and  their  post -operative  comfort  has 
been  most  impressive.”  Unless  there  is  gross 
evidence  of  tumor  infiltration  into  the  anterior 
vaginal  wall  or  periurethral  tissues  a less  ex- 


tensive incision  than  the  one  employed  by 
the  authors  mentioned  above  will  serve  the 
same  purpose.  Jewett  feels  that  it  is  impos- 
sible to  remove  the  necessary  amount  of  peri- 
vesical fascia  by  the  perineal  and  vaginal 
routes.  While  this  statement  is  theoretically 
noncontroversial,  in  practice  selected  cases 
may  do  better  by  these  routes. 

Finally,  only  by  judicious  use  of  blood 
transfusion,  penicillin,  streptomycin,  and  the 
sulfonamides  can  one  hope  to  achieve  success 
in  these  cases. 

REFERENCES: 
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KERNICTERUS: 

A Review  of  the  Literature,  with 
Report  of  Two  Cases" 

George  N.  Eriksen,  Jr,,  M.  It.  ** 
Wilmington,  Del. 

Recent  advances  in  hematology,  initiated 
by  Levine  in  1941/  after  discovery  of  Rli  by 
Landsteiner  and  Weiner  in  1940, 2 have  en- 
abled clinicians  to  recognize  the  entity  of 
erythroblastosis  and  its  importance  in  obstet- 
rics. Many  are  now  familiar  with  the  infant 
suffering  the  crisis  of  erythroblastosis,  the 
eminence  of  their  demise,  and  often  needed 
exsanguination  or  supplementary  transfu- 
sions. 

Because  there  undoubtedly  will  be  more 
survivors  of  erythroblastosis  in  the  next  de- 
cade, the  clinician  and  especially  the  pedia- 
trician will  be  confronted  by  survivors  of 
therapy.  The  incidence  of  kernicterus  in  sur- 
vivors of  erythroblastosis  varies  in  the  litera- 
ture. (Table  I). 

Kernicterus,  originally  called  nuclear  jaun- 
dice by  Orth3  in  1875,  was  established  as  a 
clinical  entity  in  1933  by  Zimmerman  and 
Yannet/  who  associated  erythroblastosis  and 
neonatal  jaundice  with  signs  of  central  ner- 
vous system  involvement.  Survivors  showed 
symptoms  of  mental  retardation  and  basal  cell 
ganglion  injury.  Nuclear  jaundice  wras  de- 
monstrated at  necropsy  of  these  cases.  Yannet4 5 
has  shown  that  the  incidence  of  mother-child 
Rh  blood  type  incompatibilities  were  signifi- 
cantly higher  in  a group  of  undifferentiated 

4From  the  Department  of  Pediatrics,  Delaware  Hospital. 

"“•Resident  in  Pediatrics,  Delaware  Hospital. 
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mental  defectives  than  in  a control  group  of 
mongols,  infantile  spastic  diplegias,  etc. 

Docter8  describes  kernicterus  as : “ pigmen- 
tation and  degeneration  of  nerve  cells  of  the 
brain,  particularly  the  basal  ganglion.”  Clinic- 
ally, manifestations  of  this  entity  are:  extra- 
pyramidal  spasticity,  convulsions,  delayed 
motor  functions,  incoordination,  athetosis, 
chorea,  lethargy,  moderate  opisthotonos  and 
mental  retardation  with  history  of  severe  neo- 
natal jaundice  and  anemia,  associated  with  in- 
compatibilities of  Rh  factor  between  mother 
and  infant.  Bluish  green  discoloration  of  de- 
ciduous incisors  is  common.  Lethargy  tends 
to  subside  with  recession  of  jaundice. 

Pathological  changes  are  not  usually  demon- 
strable in  stillborns,7  but  only  those  surviving 
several  days  or  more.  Grossly,  pale  yellow  to 
deep  orange  discolorations  of  localized  areas 
are  found  in  varied  areas  of  the  brain.  This  is 
conceded  by  most  authorities  to  be  bilirubin. 
Histologic  preparations  are  difficult,  but  gen- 
erally show  absence  of  Nissl  substance,  or 
groups  of  swollen  cells. 

Theories  of  pathogenesis  of  kernicterus  are 
variable.  No  cases  are  known  to  have  occurred 
following  obstructive  jaundice.5  Attempts  to 
reproduce  kernicterus  in  animals  by  injection 
of  bilirubin  are  unsuccessful,  unless  accom- 
plished in  conjunction  with  brain  injury  or 
exposure  to  x-ray.7  Leonard8  and  Stiller0 
feel  there  is  no  ratio  between  extent  of  nuclear 
jaundice  and  clinical  manifestations.  Weiner10 
suggests  agglutinated  erythrocytes  plug  brain 
capillaries  causing  anoxemia  with  death  of 
ganglion  cells  and  straining  by  bile  pigments 
in  the  circulation.  Vaughn11  feels  there  is 
sufficient  evidence  that  blood  destruction  is 
not  the  primary  determinant  of  nuclear  dam- 
age but  immaturity,  vascular  injury,  altered 
antigen  antibody  reactivity,  and  intrapartum 
transfer  of  antibody  may  play  possible  roles. 
Harrow  and  Chapin12  propose  kernicterus  is 
due  to  anoxia,  to  intoxication,  or  to  direct 
sensitization  of  unclear  neurons,  the  effected 
cells  showing  greater  avidity  for  circulating 
pigment  than  surrounding  brain  tissue.  They 
state  the  theory  of  bilirubinemia  producing 
selective  injury  to  the  brain  after  erythrocyte 
destruction  is  open  to  question. 


TABLE  I GROUP  CASES  OF  KERNICTERUS 


IN  ERYTHROBLASTOSIS 

Group  No.  Cases  Deaths  Survivors  Kernicterus 

Died  Alive 

Stiller  191  35  6 29  2 4 

Vaughn  (111  72  25  47  16  4 

Docter  1 6)  20  7 13  6 5 

Leonard  (8)  55  19  36  5 1 

Case  #1 


A.  S.  #148054  white  male  infant,  aged  8 
months,  was  admitted  to  Delaware  Hospital 
August  5,  1947  with  chief  complaint  of  fever 
of  one  week’s  duration.  It  had  received  sulf- 
adiazine and  penicillin  in  beeswax  and  oil 
without  response.  Anorexia  was  marked. 
P.  M.  H. : Second  sibling  born  spontaneously 
at  full  term  in  October  1946.  Birth  weight, 
6 lbs.  6 oz.  (4636  grams).  Severe  jaundice 
was  present  at  3 days  and  a poor  prognosis 
was  given.  The  child  would  never  nurse  from 
a bottle.  It  was  fed  liquids  by  a spoon.  Upper 
incisors  erupted  at  6 months.  The  head  could 
not  be  held  erect  nor  could  he  sit  at  8 months. 
The  diet  included  pureed  foods,  whole  milk 
and  adequate  supplementary  vitamins.  Family 
History : Father  and  older  brother  living  and 
well.  Mother  living  and  well.  She  had  no 
previous  transfusions  or  abortions. 

Physical  Examination  Dehydrated, 
slightly  dyspneac,  white  infant,  weight  12  lbs. 
8 oz.  (9090  grams)  Temperature  102°F.  rec- 
tally.  Skin : irregularly  distributed  macular 
rash  on  back ; blemishes  of  pin  point  size  on 
right  arm,  resembled  petechiae.  Anterior  fon- 
tanelle  was  soft,  not  bulging.  Alternating 
lateral  strabismus  was  noted.  Sight  was  ques- 
tioned. Pupils  were  round,  equal,  and  reacted 
slowly  to  light.  Four  upper  incisors  and  two 
lower  incisors  erupted,  blue  green  in  color. 
Nasopharynx  was  reddened.  Chest  was  dull 
over  right  base  with  bronchial  breath  sounds 
and  diffuse  coarse  rales.  Heart  was  normal. 

Neurological  Examination  Bilateral 
ehoreo-athetotic  movements  present  in  both  up- 
per extremities.  Mild  nuchal  rigidity  was 
present.  Tendon  reflexes  were  hypotonic  bi- 
laterally in  biceps,  triceps,  patella  and  Achilles 
tendon,  and  abdomen.  Koernig,  Gordon  signs 
were  positive. 

Laboratory  Hemoglobin  9.5  grams, 
(60%);  leukocytes  11,800;  polymorphonu- 
clear 42%  with  7 band  cells,  lymphocytes  35% 
and  monocytes  3%  with  moderate  hypo- 
chromia. Serum  calcium  was  11.6  mgm%  and 
phosphorus  3.4  mgm%.  Because  the  fever 
was  prolonged  and  was  present  with  evidence 
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of  pneumonia  and  neurological  signs,  menin- 
gitis was  considered  as  a possibility.  Lumbar 
puncture  revealed:  clear,  colorless  fluid  with 
175  mm.  H20  pressure.  There  were  less  than 
1 cell/cu  mm.  and  slight  trace  of  globulin 
with  Pandy  reagent.  Spinal  fluid  sugar  was 
84  mgm%  and  chlorides  680  mgm%.  It  was 
sterile  after  74  hours  culture. 

Normal  temperature  was  obtained  in  36 
hours  by  administration  of  50,000  units  of 
penicillin  every  3 hrs.  and  intravenous  glucose 
(5%  in  physiologic  saline  solution).  Neuro- 
logical signs  remained  as  described.  Feeding 
was  extremely  tedious.  Further  examination 
on  August  11,  1947,  ten  months  after  delivery, 
revealed  the  child  was  Rh  positive  and  its 
mother  was  Rh  negative  with  early  antibodies 
present  with  Rip  cells  in  dilution  of  1:64  and 
with  Rh2  cells  in  "dilution  of  1 :512.  Blocking 
substance  was  present  in  dilution  of  1 :256 
with  Rip  cells  and  1:512  with  Rip  cells.  The 
child  was  discharged  August  13,  1947  with 
final  diagnosis  of  broncho-pneumonia  and 
kernicterus. 

Case  2 

G.  S.  #144389.  The  patient  was  born  Feb- 
ruary 16,  1947  at  38  weeks  gestation  by 
breech  delivery  and  weighed  six  pounds  and 
six  ounces  (4.6  Kg.).  No  physical  abnormali- 
ties were  noted,  lie  was  the  second  living 
sibling.  No  previous  abortions  or  transfusions 
were  known.  Jaundice  became  prominent  on 
the  fourth  neonatal  day.  Splenomegaly  was 
absent. 

On  February  23,  1947,  the  infant  was  admit- 
ted to  the  Delaware  Hospital  with  the  diag- 
nosis of  erythroblastosis.  The  infant  was 
lethargic  and  dehydrated ; skin  and  sclera  were 
icteric.  Weight  on  admission  was  five  pounds, 
eleven  ounces.  (4.1  Kg.)  Posterior  fontanel le 
was  closed.  Anterior  fontanel  le  was  soft,  not 
bulging,  and  normal  size.  Pupils  were  round, 
equal  and  reacted  to  light.  No  spasticity  or 
paralysis  was  noted.  Splenomegaly  was 
absent.  Hemoglobin  was  17.6  gms.  with  5 
million  erythrocytes/cu.mm.  No  nucleated 
erythrocytes  were  noted  in  any  smears.  The 
baby  was  Rh  positive.  The  mother  was  Rh 
negative,  and  on  March  3,  1947,  seventeen  days 
postpartum,  early  antibodies  were  demon- 
strated with  Rip  cells  in  dilution  1 :2  and  with 
Rip  cells  in  dilution  1 :1.  Blocking  substance 


was  present  with  Rip  cells  in  dilution  1/256 
and  with  Rip  cells  in  dilution  1 :512. 

Nursing  from  a bottle  was  difficult.  A high 
pitched  cry  was  prominent.  Dehydration  was 
treated  with  intravenous  administration  of 
glucose  (5%  in  physiological  saline).  No  blood 
was  given.  On  February  25,  marked  retrac- 
tion of  the  head  toward  opisthotonos,  and 
clonic  movements  of  the  extremities  with 
moderate  spasticity  was  noted.  These,  and 
jaundice  decreased  spontaneously  by  March 
13,  1947.  Feeding  was  easier  and  the  infant 
was  discharged  March  19,  1947,  weighing  six 
pounds,  ten  ounces.  Erythrocyte  count  was 
4.8  million  with  15.3  gms.%  hemoglobin. 

On  April  21,  1947,  clonic  movements  return- 
ed in  the  left  arm  and  gradually  involved  the 
whole  left  side.  Convulsions  occurred  period- 
ically and  resembled  march  seizures  of  the  left 
side.  Opisthotonos,  irritability  and  almost 
continuous  crying  were  also  present.  The 
patient  was  readmitted  to  the  Delaware  Hospi- 
tal on  April  24,  1947  for  study  and  treatment 
of  its  feeding  problem.  There  were : bilateral 
clonic  movements,  more  marked  on  the  left 
side  and  moderate  spasticity  of  extremeties 
opisthotonos,  but  no  nuchal  rigidity.  Clonic 
movements  resembled  epileptiform  seizures 
without  incontinence.  These  could  be  relieved 
momentarily  by  forced  movement.  Phenobar- 
bital  gave  temporary  relief.  Weight  on  this 
admission  was  nine  pounds,  nine  ounces.  Blood 
count  was  within  normal  limits  for  his  age. 
The  infant  was  discharged  unimproved  on 
May  9,  1947  with  the  final  diagnosis  of  kernic- 
terus. 

At  the  age  of  five  months,  the  infant  was 
readmitted  to  Delaware  Hospital  because  of 
difficulties  at  home.  It  weighed  eleven  pounds, 
fifteen  ounces  (5.3  Kg)  Vision  was  questioned, 
but  corneal  reflexes  were  normal.  Clonic 
movements  with  spasticity  were  still  present. 
He  could  not  hold  his  head  erect  or  raise  the 
head  from  prone  position.  Erythrocytes  were 
4.8  million/  cu.mm,  with  12.9  gms.%  hemo- 
globin. 

Intermittent  febrile  attacks  occurred  be- 
tween July  and  October,  at  intervals  of  about 
fourteen  days  and  lasted  two  to  ten  days  with 
temperature  between  102°  and  107  "F.  At 
these  times,  convulsions  were  worse  and  more 
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frequent,  and  did  not  respond  to  phenobarbi- 
tal.  The  only  notable  finding  in  all  instances 
was  erythema  of  nasopharynx  and  coarse  in- 
spiratory rales  over  upper  hemithoraces.  Lum- 
bar puncture  during  one  such  febrile  attack 
revealed  clear  colorless  fluid  with  3 wbc/eu. 
mm.,  normal  globulin,  and  no  growth  on  cul- 
ture after  72  hours.  Urinalysis  and  urine  cul- 
tures were  sterile  during  these  attacks.  Con- 
vulsions and  spasticity  were  often  absent  for 
several  days  following  these  attacks. 

At  eight  months  a neurological  and  psycho- 
logical examination  was  done  to  institute  pro- 
ceedings for  admission  to  the  Delaware  Colony 
for  the  Feebleminded.  The  results  were  as 
follows 


TABLE  II 


Test  Chronological 

age 

Vineland  Social 

Mental 

age 

Quotient 

Normal 

Maturity  0-8  mos. 

0-2.1 

26 

80-120 

Cattell  Infant  Scale 

0-2.6 

32 

80-120 

Gesell  Schedules 

0-2.2 

27 

80-120 

Patient  remains  in  unvarying  bodily  posi- 
tion during  the  examination.  Range  of  move- 
ment is  distinctly  limited.  He  has  defective 
control  of  most  muscles  and  is  therefore  unable 
to  use  them  lor  adaptive  responses.  His  hands 
are  predominately  clenched.  Grasp  of  objects 
placed  into  his  hands  is  delayed  and  accom- 
panied by  twitching  of  the  small  muscles  of 
the  hands,  lie  extends  and  flexes  his  fingers 
from  time  to  time,  but  makes  no  attempt  to 
move  his  arms  or  to  play  with  them. 

While  stimulated  tactually,  visually,  and 
auditorily  he  stops  sucking  on  the  bottle,  indi- 
cating that  there  is  passive  response  to  simple 
and  intense  stimulation.  His  eyes  follow  the 
pencil  in  a horizontal  plane.  They  also  follow 
moving  people  and  stare  at  shiny  and  bulky 
objects  in  the  distance.  There  is  an  abortive 
response  to  bell  sounds.  Affective  responses 
are  elicited  by  active  bodily  manipulation.  As 
far  as  can  be  determined,  there  is  complete 
absence  of  emotional  expression  to  social  ap- 
proach or  to  anticipated  feedings.  He  is  fret- 
ful and  uncomfortable  when  held  up  or  carried 
Dy  the  nurse.  The  head  is  limp  and  droops 
as  soon  as  external  support  is  removed. 

The  general  mental  development  at  this  time 
is  seriously  retarded.  His  motor  functions 
are  among  the  most  backward.  His  adaptive 
responses  are  somewhat  higher  than  are  motor 

“•Courtesy  of  Dr.  M.  A.  Tarumianz,  Director,  Mental 
Hygiene  Clinic,  Delaware  State  Hospital,  Farnhurst. 


activities,  but  no  ability  is  better  than  an  im- 
becile and  he  is  classified  as  feebleminded. 

Neurological  Examination.  This  8 
months  old  infant  rests  almost  inertly  in  bed, 
unable  to  move  himself  or  even  turn  his  head. 
The  pupils  are  paradoxical,  varying  from  very 
small  to  medium -large,  responding  to  light 
and  immediately  expanding.  Tendon  reflexes 
are  enfeebled  and  all  extremeties  are  moder- 
ately spastic. 

Impression.  Marked  mental  deficiency  due 
to  organic  cause. 

The  patient’s  condition  is  approximately 
the  same  at  ten  months.  He  is  awaiting  ad- 
mission to  the  Delaware  Colony  for  the  Feeble- 
minded. He  weighs  twelve  pounds  (5.4  Kg.) 
is  able  to  eat  solid  food  and  makes  some  at- 
tempts at  movement. 

Summary  and  Conclusions 

1.  Kemicterus  will  undoubtedly  be  seen 
more  frequently  in  practices  of  pediatricians 
and  other  clinicians  due  to  greater  number  of 
survivors  of  erythroblastosis  fetalis. 

2.  Pathogenesis  of  kemicterus  is  arbitary, 
but  is  a definite  sequella  of  erythroblastosis, 
deposition  of  bilirubin  in  the  brain,  and  gang- 
lion cell  destruction. 

3.  Survivors  show  various  neurological 
findings,  particularly  extra-pyramidal  tract 
disorders  and  mental  retardation.  Those  au- 
topsied  show  patchy  areas  of  nuclear  pigmen- 
tation which,  however,  is  thought  to  have  no 
ratio  to  the  extent  of  neurological  disturbance. 

4.  Two  cases  of  kemicterus  are  reported. 
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RAT-BITE  FEVER  DUE  TO 
STREPTOBACILLUS  MONILIFORMIS 

C.  R.  Donoho,  M.  D.,  E.  G.  Scott,  M.  T.#* 
and  J.  F.  Flanders,  M.  D.*#* 
Wilmington,  Del. 

Rat-bite  fever,  after  a 1 to  10  day  incuba- 
tion period  is  characterized  by  a sudden  onset, 
beginning  with  fever,  chills,  and  severe  head- 
ache. A maculopapular  rash  on  the  hands, 
arms  and  feet  follows  in  several  days  along 
with  a recurrent  or  relapsing  type  of  fever, 
and  arthritis.  There  is  generally  an  absence 
of  ulceration  at  the  site  of  the  rat-bite. 

Sufficient  evidence  has  accumulated  to  indi- 
cate that  the  important  etiological  agent  is  an 
extremely  pleomorphic  micro-organism,  Strep- 
tobacillus  moniliformis,  first  adequately  de- 
scribed by  Schott muller  in  1914.  Much  con- 
fusion has  occurred  in  its  nomenclature,  at 
least  three  different  names  having  been  assign- 
ed to  similar,  if  not  identical,  micro-organisms 
since  its  original  description.  The  strepto- 
bacillus  (the  name  indicating  chains  of  bacilli 
interpersed  with  beaded  swellings)  is  appar- 
ently a normal  inhabitant  of  both  wild  and 
laboratory  rats,  and  can  be  isolated  with  some 
degree  of  consistency  from  the  blood  and  joint 
fluid  of  an  infected  human.  In  broth  cultures 
of  such  blood  the  organism  grows  in  small 
colonies,  described  as  “cotton”  or  “fluff 
balls,”  resting  upon  the  surface  of  the  sedi- 
mented red  blood  cells.  Smears  of  these  col- 
onies, as  well  as  of  those  growing  in  a solid 
infusion  agar  containing  20  to  30  per  cent 
serum  or  ascitic  fluid,  show  gram-negative 
rods  and  filaments  containing  globules  or 
swellings  and  granulations.  After  several  days 
incubation  of  the  agar  plate,  dense  areas,  ap- 
pear under  the  colonies,  which  are  visible  only 
by  low  power  (70-90x)  magnification.  By 
washing  off  the  earlier  growth  of  streptobacilli, 
these  dense  areas,  called  L,  forms  pass  through 
ordinary  bacterial  filters,  and  resemble  in  this 
respect  similar  forms  of  the  pleuropneumonia 
group.  Brown  and  Nunemaker,1  in  an  excel- 
lent summary  of  the  bacteriology  of  S.  monili- 
formis, are  of  the  opinion  that  the  Lt  com- 
ponents and  the  streptobacilli  are  both  stages 

'-'From  the  Departments  of  Medicine  and  Pathology, 
Delaware  Hospital. 

44 Associate  in  Medicine,  and  Bacteriologist,  respectively, 
Delaware  Hospital. 

4 4 “Resident  in  Medicine,  Delaware  Hospital. 


in  the  life  cycle  of  the  same  organism,  the 
L1  component  being  a survivor  of  moderately 
adverse  growth  conditions. 

There  have  been  approximately  40  bacterio- 
logically  proved  cases  of  rat-bite  fever  due  to 
8.  moniliformis  reported  in  the  American  liter- 
ature since  1916,  occurring  in  16  states  and 
the  District  of  Columbia.  It  is  believed  that 
this  is  the  first  case  to  be  reported  from  Del- 
aware. 

Case  Report 

The  patient,  W.  F.,  #143863,  a 31  year  old 
white  male,  who  was  employed  as  an  animal 
house  keeper  in  a nearby  research  laboratory, 
was  admitted  to  the  Delaware  Hospital  on 
July  11,  1947,  complaining  of  a severe  occipital 
headache,  chills,  fever,  and  anorexia.  These 
headaches  had  been  of  2 months  duration,  and 
several  days  before  admission  the  patient  had 
a ‘ ‘ cold.  ’ ’ He  had  lost  5 to  6 pounds  of  weight 
during  the  previous  week.  A past  history 
of  arthritis  and  possible  peptic  ulcer  was  elicit- 
ed. On  the  day  of  admission  the  patient  re- 
ported a lion-itchy  rash  on  the  feet,  hands  and 
fingers  and  stated  that  he  had  recently  been 
bitten  by  ticks. 

Physical  Examination:  On  physical  ex- 

amination slight  nuchal  rigidity  was  noted 
along  the  hyperactive  knee  reflexes.  Eyes,  ears, 
heart,  and  lungs  were  not  remarkable,  and 
the  liver  and  spleen  were  not  felt.  There  were 
numerous  maculopapular  eruptions  on  the 
ankles,  dorsa  and  soles  of  the  feet,  as  well  as 
some  petechiae,  none  of  which  faded  on  pres- 
sure. The  temperature  was  100.6  F.,  the  pulse 
82,  respirations  22,  and  blood  pressure  96/36. 
The  clinical  impression  was  Rocky  Mountain 
spotted  fever,  lymphocytic  choriomeningitis, 
central  nervous  system  lues,  or  purulent  men- 
ingitis. 

Laboratory  Studies:  Laboratory  studies 
showed  a hemoglobin  of  13  grams,  83  per  cent, 
white  blood  cells  7,600  with  78  per  cent  poly- 
morphonuclears  and  a slight  shift  to  the  left. 
The  admission  urinalysis  was  normal,  blood 
serology  negative,  and  no  agglutinins  could  be 
demonstrated  against  Proteus  OX19  antigen. 
A spinal  tap  resulted  in  a clear  fluid  under  no 
increased  pressure,  with  normal  chemical  find- 
ings and  cytology.  A 24  hour  sputum  speci- 
men showed  no  tubercle  bacilli  on  concentra- 
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tion,  and  rectal  and  urine  cultures  proved  non- 
contributory. The  finding's  of  an  admission 
blood  culture  will  be  discussed  later. 

Hospital  Courses:  Sodium  para-amino 

benzoic  acid,  2 grams  every  2 hours  by  mouth, 
was  started  on  admission.  A para-amino  ben- 
zoic acid  blood  level  the  following  morning 
showed  a concentration  of  8.7  mg.%.  Since 
previous  work  at  this  hospital2  indicated  the 
optimum  PABA  blood  concentration  to  be 


between  30  to  60  mg.%,  the  drug  was  increased 
to  4 grams  every  2 hours.  After  a 24  hour 
period  at  this  higher  dosage,  a blood  concen- 
tration of  40.2  mg.%  was  attained.  The  dosage 
was  thereafter  dropped  to  the  original  amount 
and  continued  for  4 days  until  July  16th,  and, 
as  the  chart  will  indicate,  without  apparent 
effect  on  the  temperature  course.  A total  of 
132  grams  of  Na  PABA  had  been  administered 
to  date,  more  than  enough  to  demonstrate  some 
clinical  response.  This  therapeutic  failure  en- 
couraged some  doubt  as  to  the  accuracy  of 
the  original  diagnosis. 

A repeat  Proteus  0X19  antigen  agglutina- 
tion performed  6 days  after'  the  first  test, 
again  gave  negative  results.  The  rash  had 
become  apparent  on  the  abdomen,  and  the 
macules  appeared  fewer  in  number.  The  head- 
ache had  diminished  somewhat  in  intensity, 
nuchal  rigidity  and  still  present,  and  the  pa- 
tient showed  little  symptomatic  improvement. 


On  July  16th  the  laboratory  reported  that 
an  organism  had  been  isolated  from  a blood 
culture  taken  on  admission,  which  had  been 
tentatively  identified  as  S.  moniliformis. 
Growth  occurred  only  in  BBL  thioglycollate 
broth  which  had  been  inoculated  with  2 c.e. 
of  citrated  blood,  and  was  apparent  micro- 
scopically (after  5 days  incubation)  as  typical 
“cotton  balls”  resting  upon  and  enmeshed  in 
the  sedimented  red  blood  cells. 


Fig.  2 

Culture  of  blood  in  thioglycollate  medium  show- 
ing "cotton  balls"  of  Streptobacillus  moniliformis  in 
sedimented  red  blood  cells. 

Smears  of  these  “fluff  balls”  revealed  the 
presence  of  extremely  pleomorphic  gram-nega- 
tive organisms,  with  globules  and  swellings  at 
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various  points  along  the  chains.  Segmented 
forms  were  observed,  which  appeared  to  con- 
sist of  dense  material  (swellings)  interspersed 
between  a clear  continuous  membrane.  Numer- 
ous unsuccessful  attempts  were  made  to  grow 
out  the  L1  components  on  20%  serum  agar 
and  ascitic  fluid  agar  plates  incubated  aero- 
bically, in  10%  COo  and  anaerobically.  Cul- 
tures of  doubtful  viability  were  finally  sent 
to  Dr.  Ruth  H.  Wichelhausen,  bacteriologist 
at  Veterans  Administration  Hospital,  Wash- 
ington, D.  C.,  along  with  several  blood  samples 
taken  at  various  days  of  the  disease  for  agglu- 
tination reactions  with  S.  moniliformis  anti- 
gen. Dr.  Wichelhausen  replied  that  “in  spite 
of  many  attempts  we  were  not  able  to  revive 
your  cultures”0,  and  that  any  information 
gained  from  agglutination  reactions  would  be 
reported  later.  Despite  this  reply,  and  the 
inability  to  grow  out  the  h1  forms,  it  was  felt 
that  from  morphology  and  growth  require- 
ments alone,  a positive  indictification  of  S. 
moniliformis  could  be  made. 

The  penicillin  was  administered  for  4 days 
(total  dosage  l.G  million  units).  By  the  2nd 
day  of  this  therapy  the  maculopapular  rash 
had  gradually  disappeared.  The  patient  was 
discharged  improved  on  July  22,  1947.  The 
petetchiae,  however,  persisted  for  10  days  af 
discharge.  Recovery  was  otherwise  unevent- 
ful. 

Summary 

1.  A case  of  rat-bite  fever  due  to  Strepto- 
bacillus  moniliformis  has  been  reported  in  the 
state  of  Delaware. 

2.  The  rash  of  this  disease  was  confused 
with  the  rash  of  Rocky  Mountain  spotted 
fever. 

3.  PABA  administration  was  of  no  thera- 
peutic value  in  this  disease. 

4.  A prompt  and  satisfactory  clinical  re- 
sponse was  obtained  with  penicillin. 

REFERENCES 

1.  Brown.  T.  McP.  and  Nunemaker,  J.  C.:  “Rat  Bite 

Fever,"  Bull.  J.  Hopkins  Hosp.  70:201  (March!  1942. 

2.  Flinn,  L.  B.  et  al  PABA  Treatment  of  Rockv  Mt.  Spotted 

Fever,  J.A.M.A.,  132:911  iDec.  141  1946. 

3.  Wichelhausen,  R.  H.:  Personal  communication. 


"Dr.  Wichelhausen':  suggests  a trial  method  of  preserv- 
ing such  cultures:  Culture  in  pancreatic  digest  broth  with 

20%  ascitic  fluid  and  store  in  deep  freeze  (-15°C).  She 
had  kept  one  culture  viable  for  at  least  1 week  without 
transfer. 


CONTRACT  NO.  VAm— 23104 

To  The  Administrator  of  Veterans  Affairs: 
The  Medical  Society  of  Delaware  and  the 
Veterans  Administration  for  the  purpose  of 
establishing  and  maintaining  a close  working 
relationship  in  order  to  establish  a well-inte- 
grated service  for  providing  medical  care  and 
treatment  for  veterans  of  the  State  of  Del- 
aware, beyond  those  services  available  to  the 
Veterans  Administration  in  existing  Veterans 
Administration  facilities  and  installations,  do 
hereby  mutually  agree  as  follows: 

(1)  The  Medical  Society  of  Delaware  will  re- 
quest all  of  its  members  to  participate  in 
a State-wide  program  whereby  physicians 
in  private  practice  in  the  State  of  Del- 
aware will  render  medical  services  (ex- 
aminations, treatments  and  counsel)  in 
such  cases  as  may  be  specifically  author- 
ized by  the  Veterans  Administration. 

(2)  The  Medical  Society  of  Delaware  will  sub- 
mit, to  the  Veterans  Administration  a list 
of  Jfs  members  who  desire  to  provide 
service  for  eligible  veterans  in  the  home 
communities  of  such  veterans.  This  list 
may  be  augmented  from  time  to  time  as 
additional  physicians  may  indicate  a de- 
sire to  participate  in  the  program.  The 
physicians  so  listed  will  be  fee  designated 
physicians  of  the  Veterans  Administra- 
tion. By  notice  in  writing  a physician 
may  at  any  time  request  that  his  name 
be  removed  from  the  list  of  fee  desig- 
nated physicians. 

(3)  The  Medical  Society  of  Delaware  will 
assist  the  Veterans  Administration  in 
establishing,  for  examinations  and  treat- 
ment, a list  of  competent  specialists  who 
meet  the  qualifications  of  specialist  of 
the  Veterans  Administration. 

(4)  Lists  of  physicians  submitted  by  the 
Medical  Society  of  Delaware  will  be 
broken  down  by  counties  or  districts  in 
order  that  the  veterans  for  whom  ser- 
vices are  authorized  may  select  a physi- 
cian practicing  in  his  home  community. 
The  choice  of  the  physician  by  the  vet- 
eran, provided  for  herein,  is  not  applic- 
able to  examinations  for  pension  or  com- 
pensation rating  purposes.  Such  examin- 
ations may  be  performed  only  by  a physi- 
cian specifically  designated  for  that  pur- 
pose by  the  Veterans  Administration. 

(5)  A Fees  for  medical  services  in  authorized 

cases  shall  be  paid  by  the  Veterans  Ad- 
ministration to  the  physician  rendering 
the  service  in  accordance  with  the  Fee 
Schedule  hereto  attached,  which  is  made 
a part  of  this  agreement.  The  Medical 
Society  of  Delaware  warrants  that  the 
rates  set  forth  herein  are  not  in  excess 
of  the  rate  of  fees  charged  other  persons 
who  are  not  Veterans  Administration 
beneficiaries  for  the  same  or  comparable 
services.  It  is  mutually  understood  that 
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the  fees  stated  in  the  Fee  Schedule  repre- 
sent the  maximum  amount  that  may  be 
charged,  and  do  not  represent  the  amount 
to  be  paid  in  every  case.  The  Veterans 
Administration  will  advise  each  physi- 
cian of  this  provision  and  will  require 
each  physician  to  certify  in  submitting 
his  statement  of  account  that  the  fees 
charged  are  not  in  excess  of  the  fees 
charged  by  him  for  comparable  service 
rendered  non-veterans.  It  is  understood 
that  unusually  involved  cases  and  ser- 
vices not  scheduled  will  be  subject  to  re- 
view and  recommendation  by  the  Medi- 
cal Society  of  Delaware  to  the  Veterans 
Administration  for  determination  of  the 
appropriate  fee. 

(5)  B It  is  further  understood  that  services  of 

physicians  hereunder  will  be  so  utilized 
that  fees  therefor  to  any  individual  physi- 
cian will  not  exceed  $6,000.00  per  annum 
without  the  prior  approval  of  the  Chief 
Medical  Director,  Veterans  Administra- 
tion, Washington,  D.  C. 

(6)  The  Veterans  Administration  will  handle 
administrative  and  clerical  details  in  con- 
nection with  the  authorization  of  examin- 
ations or  treatments  and  the  maintenance 
of  records;  and  will  arrange  for  trans- 
portation of  the  veteran  if  necessary. 

(7)  When  authorizing  treatment,  the  Vet- 
erans Administration  will  furnish  to  the 
veteran,  proof  of  such  authorization  and 
a list  of  fee  designated  physicians  in  the 
county  or  district  in  which  the  veteran 
is  located,  in  order  that  he  may  select 
his  own  physician  for  the  services  author- 
ized. 

(8)  The  Veterans  Administration  will  review 
reports  of  examinations  and  services  to 
determine  their  adequacy.  No  fees  will 
be  paid  by  the  Veterans  Administration 
for  reports  which  are  not  acceptable  to 
the  Veterans  Administration  or  for  ser- 
vices rendered  in  unauthorized  cases. 

(9)  The  Medical  Society  of  Delaware  will 
establish  one  or  more  boards  of  review 
composed  of  physicians.  It  shall  be  the 
duty  of  such  board  to  review  reports, 
which  are  deemed  by  the  Veterans  Ad- 
ministration to  be  inadequate  or  which 
do  not  meet  the  requirements  of  the 
Veterans  Administration;  to  recommend, 
at  its  discretion,  the  disqualification  of 
any  physician  for  further  work  with  the 
Veterans  Administration  whose  work  is 
found  by  the  board  to  be  incomplete  or 
unsatisfactory;  to  advise  and  assist  the 
Veterans  Administration  on  other  mat- 
ters within  the  scope  of  this  program. 

(10)  It  is  agreed  that  services  furnished  under 
the  agreement  will  be  performed  by  licen- 
sed physicians.  It  is  further  agreed  that 
physicians  rendering  services  hereunder 
will  be  citizens  of  the  United  States  who 
are  doctors  of  medicine  duly  licensed  to 
practice  medicine  and  surgery  in  the 
State  of  Delaware. 

This  agreement  shall  be  effective  from 


10/13/47  to  6/30/48,  and  may  be  termin- 
ated by  either  party  by  giving  (30)  days 
written  notice  to  that  effect. 

(12)  This  agreement,  if  mutually  satisfactory, 
may  be  renewed  indefinitely  for  a period 
of  one  (1)  year  each,  upon  notice  in 
writing  to  the  Medical  Society  of  Del- 
aware at  least  sixty  (60)  days  prior  to 
the  expiration  of  each  period  of  one  (1) 
year,  and  written  statement  from  the 
Medical  Society  of  Delaware  within 
thirty  (30)  days  after  such  notification 
agreeing  to  the  renewal. 

(13)  No  Member  of  or  Delegate  to  Congress, 
or  Resident  Commissioner,  shall  be  ad- 
mitted to  any  share  or  part  of  this  agree- 
ment or  to  any  benefit  that  may  arise 
therefrom  unless  it  be  made  with  a cor- 
poration for  its  general  benefit. 

(14)  The  Medical  Society  of  Delaware  agrees 
that  in  performing  this  agreement  it  will 
not  discriminate  against  any  employee 
or  applicant  for  employment  because  of 
race,  creed,  color  or  national  origin. 

(15)  The  Medical  Society  of  Delaware  does  not 
propose  to  make  any  charge  for  any 
service  rendered  to  the  Veterans  Admin- 
istration under  this  agreement. 

Approved  and  Accepted 

Veterans  Administration 

Medical  Society  of  Delaware 

A.  J.  Harrison 

Chief,  Procurement  Division 

By;  John  F.  Hynes 
Secretary 
(Title) 

(If  bidder  is  a corporation,  Form  1204  must 

be  filled  out  and  attached  to  the  contract) 


When  a physician  encounters  an  infant  or 
child  with  a positive  tuberculin  test,  he  has 
six  clear-cut  responsibilities:  he  must  classify 
or  describe  the  lesion,  judge  activity,  deter- 
mine communicability,  seek  the  source  of  in- 
fection, make  recommendations  for  therapy 
based  on  specific  objective  data  and,  last,  fol- 
low each  patient  carefully  at  frequent  inter- 
vals at  least  until  all  evidences  of  activity  have 
subsided  or  until  resolution  of  the  initial  les- 
ion is  completed.  R.  V.  Platon,  Am.  Rev.  of 
The.,  April,  1947. 
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More  Nurses  Needed 
Our  latest  information  is  that  about  42,000 
more  nurses  are  needed  in  this  country 
merely  to  meet  the  existing  shortage.  In 
addition,  some  60,000  will  be  needed  to  meet 
increasing  demands.  According  to  Hygeia:1 
A survey  made  by  the  American  Hospital 
Association  indicates  that  the  number  of  nurses 
necessary  to  supply  the  needs  of  the  hospitals 
and  the  people  of  the  United  States  is  360,000. 
Over  90,000  nurses  are  needed  for  private  duty 
nursing  in  which  one  nurse  takes  care  of  one 
patient.  At  present  almost  42,000  nurses  are 
needed  to  meet  the  shortage  that  prevails;  prob- 
ably at  least  60,000  are  needed  promptly  to  meet 
increasing  demands  that  will  come  with  new' 
hospitals  and  new  services  for  nurses. 

Various  reasons  have  been  alleged  to  be  re- 
sponsible for  the  existing  shortages.  Before  the 
war  nurses  worked  in  many  instances  a 12-hour 
day  for  six  days  a week.  Now  throughout  much 
of  the  United  States  they  work  eight  hours  a 
day  five  days  a week.  This  alone  would  mean 
almost  twice  .as  many  nurses  to  meet  the  same 
needs  . . . 

In  1945,  according  to  the  same  source,  some 
16  million  patients  entered  the  hospitals,  as 
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compared  with  10  million  in  1940.  New  hos- 
pital construction  is  under  way  now,  and  more 
is  anticipated.  Hospitalization  insurance  is 
spreading  rapidly  and  will  probably  increase 
the  demands  for  beds. 

Under  the  circumstances,  adequate  nursing 
care  becomes  more  and  more  a matter  of  con- 
cern, particularly  with  regard  to  bedside  nurs- 
ing. Whereas  this  nursing  shortage  is  of  vital 
interest  to  the  medical  profession,  it  should  be 
of  even  greater  concern  to  the  public.  In  the 
final  analysis,  nurses  must  be  recruited  from 
the  population  in  general ; the  medical  profes- 
sion cannot  supply  them  although  it  can  help 
instruct  them.  Why  is  there  not  a sufficient 
incentive  for  young  women  to  study  nursing? 

During  1945  a careful  survey  wTas  made  of 
medical  and  public  opinion  regarding  the  pro- 
fession of  nursing.  The  general  belief  seemed 
to  prevail  that  the  nursing  profession  is  desir- 
able but  that  it  offers  too  little  reward  to  those 
who  practice  it  and  too  high  a cost  to  those  who 
need  it.  This  is  like  the  situation  in  which  an 
irresistible  force  meets  an  immovable  object. 
How  to  reconcile  the  two  aspects  of  this  situa- 
tion is  an  exceedingly  difficult  problem. 

The  profession  of  nursing  today  includes  far 
more  than  just  taking  care  of  the  sick.  Nurses 
have  positions  involving  administrative  respon- 
sibilities. They  are  concerned  with  education. 
The  career  of  a nurse  is  considered  suitable 
preparation  for  specialized  training  in  physical 
therapy,  public  health,  and  such  fields  as  psy- 
chiatric, orthopedic,  surgical,  and  obstetric  nurs- 
ing. The  demand  for  properly  qualified  nurses 
is  so  great  that  a girl  who  completes  her  educa- 
tion in  nursing  need  never  be  without  work 
once  she  has  secured  a license  to  practice  . . . 

It  should  be  conceded  that  in  recent  years 
many  more  careers  in  business  and  industry 
have  become  possible  for  women.  Thus  the 
field  of  competition  has  been  enlarged  over 
the  time  when  nursing  and  teaching  were, 
generally  speaking,  about  the  only  careers 
acceptable. 

The  minimum  educational  requirements  of 
most  schools  of  nursing  is  graduation  from  high 
school.  Some  nursing  schools  require  one  or 
more  years  of  college  work.  In  general  stu- 
dents are  admitted  only  when  they  have  been 
in  the  upper  third  of  the  class.  The  preferred 
age  is  20  to  25  years  but  18  years  of  age  is  con- 
sidered acceptable  in  a good  many  schools. 
Thirty-five  is  considered  the  upper  limit.  Some 
schools  of  nursing  offer  a combination  four-  or 
five-year  program  which  includes  a diploma 
for  nursing  and  a college  degree.  These  schools 
will  admit  high  school  graduates  at  17  years 
of  age. 

The  great  number  of  nurses  who  get  married 
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soon  after  entering  the  profession  is  an  indica- 
tion that  this  is  one  profession  which  is  excel- 
lent preparation  for  marriage.  The  girl  who  is 
trained  as  a nurse  has  several  advantages  over 
girls  in  other  occupations  when  it  comes  to  con- 
tact with  the  susceptible  male.  . . 

It  would  seem  that  the  best  approach  to 
the  problem  of  getting  more  nurses  would  be 
an  intensive  campaign  by  the  nursing  profes- 
sion itself.  Unlike  the  weather,  about  which 
very  few  do  anything  but  talk,  something 
can  be  done,  but  it  will  take  hard  work.  First, 
the  nurses  themselves  will  have  to  “sell”  nurs- 
ing as  a career  to  many  more  young  women 
and  their  parents.  To  be  convincing,  this  will 
mean  personal  contact,  perhaps  in  the  hospital, 
often  in  the  home,  sometimes  by  personal  ap- 
pearance at  school  assemblies  in  cooperation 
with  local  school  authorities. 

Nursing  associations  will  have  to  initiate 
campaigns  of  public  education,  in  women’s 
magazines,  in  the  press,  at  meetings  of  wo- 
men’s clubs. 

The  national  and  the  several  state  medical 
societies  can  be  of  great  assistance.  Dr.  Ed- 
ward Bortz,  president  of  the  A.M.A.,  has  al- 
ready appointed  a committee  to  survey  the 
nursing  problem  in  the  United  States.  The 
state  medical  societies  through  the  coopera- 
lion  of  their  women’s  auxiliaries  can  and 
assuredly  will  assist. 

Says  Hygeia  further : 

Much  discussion  has  been  going  on  in  medi- 
cal and  nursing  circles  as  to  the  desirability  of 
educating  more  practical  nurses.  The  excel- 
lent work  the  nurses’  aides  did  during  the  war 
has  emphasized  this  possibility.  The  criticism 
is  made  that  professional  nurses  have  raised 
their  educational  standards  and  are  getting  far 
away  from  bedside  nursing.  In  Michigan  the 
State  Board  of  Education  in  cooperation  with 
medical  and  nursing  organizations  has  estab- 
lished six  practical  nurses’  training  centers  to 
educate  such  nurses.  For  a number  of  years 
Detroit  has  had  a similar  project.  These  prac- 
tical nurses  are  recruited  from  the  senior  stu- 
dents in  high  schools.  The  teachers  are  regis- 
tered nurses  on  high  school  faculties.  Prac- 
tical nursing  will  be  a part  of  the  vocational 
educational  system.  Standards  for  practical 
nursing  systems  will  be  established.  The  leaders 
who  are  developing  this  plan  assert  that  nurses 
of  this  type  will  be  able  to  do  from  80  to  90  per 
cent  of  the  ordinary  bedside  nursing  in  hos- 
pitals. This  may  be  the  answer  to  the  majoi 
portion  of  the  problem. 

While  more  practical  nurses  are  certainly 
to  be  desired,  the  primary  objective  should 
be  the  stimulation  of  young  women  by  all 
available  means  to  consider  the  full  training- 
course.  In  our  view  this  is  primarily  the  obli- 


gation of  the  nursing  profession  itself  with  all 
the  assistance  organized  medicine  and  its  in- 
dividual physicians  can  summon. 

Editorial,  N.  Y.  St.  J.  M.,  January  15,  1948. 


The  Voluntary  Hospital 
We  are  reprinting  herewith,  slightly 
abridged,  a statement  received  from  the 
president  of  the  Board  of  Trustees  of  one  of 
the  oldest  and  most  respected  voluntary  hos- 
pitals of  New'  York  City.  It  is  of  the  400- 
500  bed  class  and  probably  typical  of  the  situ- 
ation elsewhere  in  the  country.  Seriously,  it 
makes  our  blood  run  cold.  Is  there  one  among 
us  who  remembers  what  the  term  “voluntary” 
means?  “Done,  acting,  able  to  act,  of  one’s 
own  free  will,  not  constrained.” 

In  days  when  people  had  money  to  leave 
they  left  it  first  to  their  children,  then  to  some 
charity  of  their  own,  and  often  a final  sizable 
amount  to  a voluntary  hospital.  The  bequest 
to  the  hospital  was  a genuine  response  to  the 
feeling,  more  prevalent  in  those  days  than  the 
“liberals”  of  nowadays  would  have  us  think, 
that  money  carried  with  it  responsibility  and 
that  one  of  the  first  of  those  responsibilities 
was  the  decent  care  of  the  sick  poor. 

Now'  read 

The  voluntary  hospitals  are  in  a very  difficult 
position,  and  one  which  might  well  cause  many 
of  them  to  close  if  the  conditions  do  not  change. 

The  hospital  is  efficiently  run  and  has  a fine 
reputation.  In  spite  of  its  age  and  reputation 
it  has  only  approximately  $1,000,000  of  endow- 
ment and  reserve  working  funds  of  not  more 
than  $200,000. 

In  spite  of  the  fact  that  the  fund-raising 
campaign  has  resulted  in  twdce  as  much  money 
being  contributed  this  year,  rising  costs  have 
used  up  this  money  faster  than  it  could  be  ac- 
cumulated, with  the  result  that  the  meager 
working  capital  of  the  hospital  is  constantly 
being  eaten  into. 

There  are  only  three  or  four  hospitals  in  the 
city  that  will  lie  able  to  endure  such  a strain  for 
any  length  of  time,  and  the  demands  upon  all 
the  hospitals  are  growdnng. 

There  are  two  reasons  for  this  precarious 
position  that  wTe  find  our  voluntary  hospitals 
in  now.  One  is  the  rising  costs  of  food  and  serv- 
ices. For  example,  the  raise  in  the  price  of 
meat  two  weeks  ago  increased  the  cost  of  meat 
for  this  particular  hospital  some  $4,000  a 
month.  The  increase  of  a penny  in  the  price 
of  milk  increased  the  cost  $1,200  a month.  Sec- 
ond, the  loss  incurred  by  the  care  of  the  sick 
poor  of  the  city.  This  is  of  the  greatest  impor- 
tance. 

The  city  pays  the  voluntary  hospital  $G  a day 
for  city  patients.  The  most  efficient  hospitals 
run  a cost  of  between  $11  and  $12  a day  for  the 
care  of  such  patients,  creating  a deficit  of  $5  to 
$6  per  day.  This  strain  is  too  great.  It  cost 
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the  hospital  used  as  an  example  in  this  article, 
$189,000  out  of  pocket,  to  care  for  these  city 
patients  in  1946,  when  the  city  paid  $4.50  per 
day.  The  city  raised  the  rate  to  $6  in  1947,  but 
in  spite  of  that  it  will  cost  this  particular  hos- 
pital in  the  neighborhood  of  $150,000  in  1947  to 
take  care  of  city  patients.  The  city  administra- 
tion is  well  aware  of  the  difficulties.  They  are 
finding  it  in  their  own  hospitals  as  well  as  the 
voluntary  hospitals. 

The  total  amount  needed  to  bring  the  volun- 
tary hospitals  in  approximate  balance  is  not 
very  large  when  considered  in  relation  to  other 
things  and  would  not  amount  to  much  more 
than  $5,000,000.  The  danger  is  that  if  costs 
are  not  covered,  the  voluntary  hospitals  will 
cease  to  function,  in  which  case  it  will  cost  the 
citizens  a great  deal  more  to  take  care  of  the 
sick  in  public  institutions  than  it  does  through 
the  voluntary  hospital  system. 

We  have  already  discussed  the  rising  costs 
to  the  public  of  medical  services  and  surmise 
that  this  is  only  the  beginning,  not  the  end.1 

If  this  city,  like  many  another,  can’t  take 
care  of  its  own  ailing  let  it  say  so.  But  do 
not  let  it  keep  up  the  pretense  that  it  is  doing 
so  when  actually  it  is  asking  private  charity 
to  shoulder  half  its  burden  and  arrogating  the 
credit  to  itself. 

Do  not  let  the  average  citizen  be  gulled  into 
thinking  that  the  city  or  state  is  taking  care  of 
him  when  it  is  not.  Not  when  private  charity 
is  being  bled  white. 

If  there  ever  was  a matter  which  should  be- 
come one  for  public  discussion,  this  is  it.  If 
our  social  system  is  going  to  change,  very  well. 
If  the  fountains  of  private  charity  are  to  be 
exhausted,  perhaps  that  is  inevitable.  But  we 
can  at  least  put  our  cards  on  the  table. 

We  cannot  allow  our  system  of  voluntary 
hospitals  and  our  long  and  honorable  tradition 
of  the  best  care  for  the  sick  poor  by  the  best 
men  of  the  medical  profession,  unremunerated, 
to  be  dragged  down  by  the  inadequacy  of  any 
system  of  socialized  care  that  hasn’t  worked 
well,  doesn’t  work  well,  and  probably  won’t 
work  well. 

Are  we  to  be  forced  to  abandon  a voluntary 
hospital  system  which  is  one  of  the  proudest 
evidences  we  can  present  of  the  sense  of  obli- 
gation of  our  well-to-do  people  and  be  con- 
strained to  substitute  a municipal  or  state 
system  of  socialized  care  which  will  then  be 
pointed  out  as  one  of  the  most  recent  and  most 
glaring  evidences  of  the  failure  of  private 
enterprise  ? 

Editorial,  N.  Y.  St.  J.  At.,  January  15,  1948. 

1 New  York  State  J.  Med.  47:2407  (Nov.  151  1947;  47: 
2663  (Dec.  15)  1947. 


Cancer  and  Chemistry 

In  a recently  published  editorial,  Charles 
Huggins  expresses  the  opinion  that  at  long  last 
a beginning  has  been  made  in  the  treatment  oL' 
advanced  cancer  by  chemical  means.1  The  tre- 
mendous progress  in  other  departments  of  sci- 
ence, particularly  in  physics  and  chemistry, 
since  1941  has  contributed  heavily  to  advances 
made  in  the  medical  sciences.  Progress  in  the 
mastery  of  disease  must  go  hand  in  hand  with 
more  knowledge  of  the  structure  and  function 
of  normal  tissues  and  organs.  As  advances 
against  infectious  diseases  in  previous  decades 
were  made  step  by  step,  so  now  the  assault  on 
cancer  shows  benefits,  not  along  the  whole 
front  bnt  only  in  a few  specific  types  of  tu- 
mors. in  experimental  work,  the  use  of  crude 
extracts  and  laboratory  soups  result  in  doubt, 
inaccuracy,  and  confusion.  Investigators  find 
the  greatest  rewards  in  experiments  with  pure 
chemicals. 

The  treatment  of  cancer  is  greatly  handi- 
capped by  the  lack  of  reliable  clinical  tesls. 
Until  more  dependable  tests  for  cancer  are 
devised,  it  will  be  impossible  to  discern  the 
slight  or  minute  benefits  (or  harm)  following 
the  administration  of  any  given  therapeutic 
agent.  At  present  the  only  valuable  clinical 
tests  of  neoplastic  activity  are  those  for  tu- 
mors of  the  blood-forming  organs  and  for  can- 
cer of  the  prostate.  Rapid  and  reliable  infor- 
mation concerning  the  presence  and  extent  of 
cancer  is  available  from  an  examination  of  the 
circulating  cellular  elements  in  the  blood  in 
neoplasms  of  the  hemopoietic  tissues,  and  by 
determining  the  values  of  scrum  phosphatases 
in  cancer  of  the  prostate. 

Chemical  agents  that  seem  to  have  some 
inhibiting  effects  on  the  growth  of  cancer  may 
be  divided  into  three  groups:  necrotizing 
agents,  competitive  inhibition,  and  nuclear 
damage. 

Necrotizing  agents.  It  has  long  been  known 
that  the  products  of  certain  bacteria,  when  ad- 
ministered parenterally,  produce  severe  hem- 
orrhage in  the  tumors  within  a few  hours,  with 
subsequent  necrosis  of  malignant  neoplasms, 
hi  a brilliant  series  of  investigations,  Shear 
and  his  co-workers  have  succeeded  in  separat- 
ing the  hemorrhage-producing  agent  in  a cul- 

1 Huggins,  Charles:  Editorial,  Surg.,  Gynec.  and  Obst., 

Nov.,  1947. 


18 


Delaware  State  Medical  Journal 


January,  1948 


ture  of  Semitia  marcescens  (Bacillus  prodi- 
giosus ) from  the  toxic  and  inert  contaminants. 
Unfortunately,  the  necrosis  is  seldom  complete 
and  while  sonic  tumors  regress,  others  usually 
remain  viable.  Further  experiments  with  this 
more  purified  and  powerful  polysaccharide  are 
necessary  to  determine  its  usefulness,  if  any,  in 
the  treatment  of  cancer. 

Competitive  inhibition.  In  cancer  of  the 
prostate,  an  essential  for  the  nutrition  of  the 
malignant  cells  often  is  androgen.  With  and- 
rogen supplied  in  adequate  amounts,  the  tu- 
mor grows  vigorously.  Conversely,  the  cells 
lend  to  wither  when  androgen  is  withheld 
(orchiectomy),  or  when  estrogen  is  administer- 
ed. Aside  from  radioaetvie  chemicals,  the  first 
agent  ot'  known  chemical  composition  favor- 
ably to  influence  widespread  cancer  was  estro- 
gen. Also  it  was  the  first  substance  known  to 
exert  this  effort  when  given  by  mouth.  Both 
estrogen  and  orchiectomy  may  be  regarded  as 
nonspecific  chemotherapeutic  agents. 

In  male  and  female  mice,  compound  E of 
Kendall,  derived  from  the  adrenal  cortex, 
causes  massive  involution  of  lymphosarcomas. 
White  and  Dougherty  have  demonstrated  that 
adrenal  stimulation  decreases  the  activity  ot' 
lymphoid  tissue.  These  biochemical  observa- 
I ions  are  supported  by  the  fact  that  1 1-dehy- 
dro- 17-hydroxycorticosterone  has  damaging 
effects  on  lymphomas. 

Bara-aminobenzoic  acid  is  a substance  es- 
sential to  the  growth  of  certain  bacteria.  The 
ability  of  sulfonamides  (demonstrated  by 
Wood  and  Fildes)  to  neutralize  these  beneficial 
effects  of  para-aminobenzoic  acid  is  an  illustra- 
tion of  competitive  inhibition. 

Xnch'ur  damaye.  The  injurious  effects  of 
irradiation  on  tissue  cells,  including  the  fre- 
quently observed  mutations,  are  probably  the 
action  of  the  rays  on  the  nucleic  acids  of  the 
cell  nucleus.  Radioactive  isotopes  with  a short 
period  of  decay  may  be  used  to  apply  soluble 
radioactive  chemicals  to  tissues  throughout  the 
body.  Huggins  believes  that  “radio-active 
phosphorus  has  great  value  in  chronic  lympha- 
tic and  myelogenous  leukemias  and  is  prob- 
ably the  best  therapeutic  agent  available  for 
polycythemia  vera. 


Since  Lushbaugh  demonstrated  that  the 
lymphocyte  count  of  rabbits  was  reduced  by 
the  use  ot  nitrogen  mustards  (B-chloroethyl 
amines),  they  have  received  systematic  bio- 
chemical investigation.  In  some  cases  of 
Hodgkin's  disease,  regression  has  followed  the 
therapeutic  use  of  nitrogen  mustard.  Aside 
from  those  produced  by  radiant  energy,  the  ni- 
trogen mustards  are  the  only  agents  known  to 
produce  mutations  chemically. 

Another  drug  capable  of  producing  regres- 
sion in  cancer  growth  is  ethyl  carbamate  (ure- 
t ha  lie).  It  delays  cell  division  without  great 
interference  with  respiration.  Recently  it  has 
been  shown  that  urethane  reduces  the  growth 
of  prostate  cancer,  particularly  those  in  re- 
lapse after  treatment  with  hormones.  Since 
t his  toxic  drug  acts  by  pycnosis  and  is  not  anti- 
androgenic,  it  is  a new  weapon  involving  a 
new  principle  in  the  treatment  of  advanced 
cancer. 

We  suggest  restraint  of  undue  enthusiasm 
over  optimistic  reports  of  the  results  of  ehemi- 
therapy  in  cancer.  Aside  from  the  conserva- 
l ive  use  of  endocrines,  it  is  well  to  remain  criti- 
cal and  skeptical  of  results  claimed  for  drugs 
having  the  power  and  potential  dangers  of  ne- 
crotizing agents,  radio-active  isotopes,  the  ni- 
trogen mustards,  and  urethane.  Years  must 
pass  before  these  dangerous  drugs  can  safely 
be  used  except  in  experimental  laboratories 
and  in  clinics  under  strict  control. 

Editorial.  N.  Y.  St.  •/.  .1/.,  January  15.  1948. 


The  Directory  page  for  1948  is  presented 
in  this  issue.  Read  it  carefully,  note  just  what 
committees  you  yourself  are  on,  and  be  ready 
when  comes  the  call  for  service.  We  shall  thank 
you  to  point  out  the  errors  on  this  page — 
promptly. 


The  unusual  spectacle  of  reprinting  three 
editorials  from  one  journal  is  presented  here- 
with. Having  just  read  them  (we  hope),  we 
feel  sure  you  will  agree  that  this  unusual  ac- 
tion is  justified. 
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ARMY  TRAINING  FOR 
SPECIALTY  BOARDS 

1.  The  U.  S.  Army  Medical  Department  an- 
nounces the  availability  of  opportunities  for 
advanced  training  and  experience  in  the  var- 
ious special  fields  of  medicine  and  surgery  in 
overseas  Army  hospitals.  These  hospitals  are 
registered  with  the  American  Medical  Associa- 
tion, and  this  training  may  lie  acceptable  by 
the  specialty  board  as  part  of  the  period  usual- 
ly required  to  be  spent  in  limited  practice  and 
experience  prior  to  admission  for  examination. 
Interested  members  of  the  medical  profession 
who  have  completed  the  formal  training  re- 
quirements  for  certification  in  one  of  the  spec- 
ial fields  are  eligible  to  apply  for  these  posi- 
tions. On  1 January  1948  the  following  op- 
portunities will  be  available,  and  will  be  kept 


open  until  filled : 

SPECIALTY  NO.  OF  OPENINGS 

Eye,  Ear,  Nose  & Throat 7 

Obstetrics  & Gynecology  14 

Anesthesia  7 

Ophthalmology  3 

Otorhinolarynology  3 

Neurosurgery  1 

Orthopedic  Surgery  5 

Thoracic  Surgery 1 

Plastic  Surgery 1 

Radiology  11 

Internal  Medicine 24 

Dermatology  3 

Neuropsychiatry  15 

Pediatrics  10 

Cardiology  2 

Pathology  1 


There  are  also  21  positions  in  general  surgery 
and  5 positions  in  urology,  but  these  boards  spec- 
ify “supervised  practice”  and  it  has  not  yet  been 
determined  whether  or  not  the  hospitals  will  be 
approved  by  these  boards.  However,  full  approval 
of  these  specialties  is  being  sought  and  inquiries 
are  invited. 


Positions 

hospitals: 

offered 

will  be  in  the 

following 

NAME 

LOCATION 

BED  CAP. 

97th  Genera! 

Hospital 

Frankfurt,  Germany 

1000 

98th  General 

Hospital 

Munich.  Germany 

1000 

110th  Station 

Hospital 

Vienna.  Austria 

150 

120th 

Beyreuth,  Germany 

325 

124th 

Linz.  Austria 

150 

130th 

Heidelberg,  Germany 

250 

250th 

Regensburg,  Germany 

150 

279th 

Berlin,  Germany 

250 

317th 

Wersbaden,  Germany 

150 

319th 

Bremerhaven,  Germany 

600 

385th 

Nurnberg,  Germany 

350 

387th 

Stuttgart,  Germany 

453 

388th 

Giessen,  Germany 

250 

These  locations  provide  excellent  facilities 
and  equipment,  a wealth  of  clinical  material 
and  the  services  of  visiting  consultants  who  are 
outstanding  specialists  in  the  various  fields  of 
medical  practice.  In  addition,  opportunities 
will  be  afforded  to  observe  the  work  of  notable 
scientists  and  physicians  in  German  and  Aus- 
trian Universities. 

2.  The  applicant  may  avail  himself  of  this 
training  for  periods  of  one,  two  or  three  years. 
Those  applicants  who  are  selected,  and  who 
hold  reserve  commissions  in  the  Medical  Corps, 
will  usually  be  recalled  to  active  duty  in  the 
highest  grade  attained  prior  to  release  from 
previous  act  ivc  service.  Those  who  do  not  hold 
such  reserve  commissions  will  be  tendered  a re- 
serve commission  in  the  Medical  Corps  in  keep- 
ing with  their  age,  years  of  professional  exper- 
ience and  prior  service  in  any  branch  of  the 
Armed  Forces.  Prior  military  service  is  not 
required.  Individuals  who  are  members  of  the 
U.  S.  Naval  Reserve  must  transfer  to  the  Army 
Reserve  before  being  called  to  active  duty. 
Families  of  married  applicants  will  be  allowed 
to  accompany  them  to  the  place  of  duty.  Suit- 
able quarters  are  available.  Families  of  indi- 
viduals who  do  not  declare  their  desire  to  serve 
for  periods  to  exceed  one  year  cannot  be  trans- 
ported at  Government  expense. 

3.  Eligible  physicians  are  invited  to  com- 
municate with  The  Surgeon  General,  U.  S. 
Army,  Washington  25,  D.  C.,  for  further  in- 
formation. Inquiries  should  include  the  fol- 
lowing information:  Name,  address,  age,  na- 
tionality, marital  status,  dependents  with  age 
of  each,  medical  school  and  graduation  date, 
internship  and  date,  details  of  graduate  train- 
ing, specialty  and  geographic  location  desired, 
contemplated  length  of  service,  details  of  prim- 
military  service. 
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President,  Howard  S.  Riggin,  Seaford 

First  \ ice-President,  M A.  Tarumianz,  Farnhurst  Secretary,  G.  A.  Beatty,  Wilmington 

SECOND  V ice-1  resident,  Henry  \ ’P  Wilson,  Dover  Treasurer,  Winfield  W.  Lattomus,  Wilmington 

T T.  . _ Councilors 

larence  J.  Pnckett,  Smyrna  (1948)  Ervin  L.  Stambaugh,  Lewes  (1949)  Joseph  M.  Messick,  Wilmington  (1950) 

American  Medical  Association  Delegate:  James  Beebe,  Lewes  (1949).  Alternate:  C.  C.  Neese,  Wilmington  (1949) 
Representative  to  Delaware  Academy  of  Medicine,  W O.  LaMotte,  Wilmington 


STANDING  COMMITTEES 

Scientific  Work 

G.  A.  Beatty,  Wilmington 
Stanley  Worden,  Dover 

E.  L.  Stambaugh,  Lewes 

Public  Policy  and  Legislation 
J.  S.  McDaniel,  Dover 
J.  D.  Niles,  Townsend 
Bruce  Barnes,  Seaford 

Publication 
W.  E.  Bird,  Wilmington 
M.  A.  Tarumianz,  Farnhurst 

G.  A.  Beatty,  Wilmington 

Medical  Education 
W.  G.  Hume,  Selbyville 
R.  S.  Layton,  Dover 
J.  W.  Howard,  Wilmington 
Necrology 

Wm.  Marshall  Jr.,  Milford 

G.  W.  K.  Forrest,  Wilmington 

U.  W.  Hocker,  Lewes 

SPECIAL  COMMITTEES 

Advisory,  Woman’s  Auxiliary 

H.  G.  Buckmaster,  Wilmington 

C.  C.  Neese,  Wilmington 

J.  B.  Waples,  Georgetown 
Verna  Stevens-Young,  Wilmington 

C.  C.  Fooks,  Milford 

Cancer 

V.  D.  Washburn,  Wilmington 

D.  M.  Gay,  Wilmington 
J.  F.  Hynes,  Wilmington 
J.  D.  Niles,  Middletown 

J.  W.  Howard,  Wilmington 
J.  W.  Spies,  Dover 

C.  J.  Prickett,  Smyrna 
-James  Beebe,  Lewes 
Bruce  Barnes,  Seaford 

Social  Hygiene 

D.  I).  Burch,  Wilmington 
M.  B.  Thompson,  Rehoboth 

W.  H.  Smith,  Harrington 


SPECIAL  COMMITTEES 

Tuberculosis 
L.  D.  Phillips,  Marshallton 

G.  A.  Beatty,  Wilmington 
J.  M.  Barsky,  Wilmington 
L.  B.  Flinn,  Wilmington 
J.  M.  Messick,  Wilmington 
J.  S.  McDaniel,  Jr.,  Dover 
W.  C.  Deakyne,  Smyrna 

H.  G.  Hume,  Selbyville 
O.  S.  Daisey,  Rehoboth 

Maternal  and  Infant  Mortality 

A.  H.  Williams,  Laurel 

C.  H.  Davis,  Wilmington 
Margaret  I.  Handy,  Wilmington 

Mental  He  \lth 
Persis  F.  Elfeld,  Wilmington 
C.  B.  Scull,  Dover 

0.  V.  James,  Milford 

Criminologic  Institutes 

E.  R.  Mayerberg,  Wilmington 

I.  J.  MacCollum,  Wyoming 
U.  W.  Hocker,  Lewes 

Med.  Econ.  and  Public  Relations 
G.  W.  K.  Forrest,  Wilmington 

B.  M.  Allen,  Wilmington 

1.  L.  Chipman,  Wilmington 
Wm.  H.  Speer,  Wilmington 
W.  O.  LaMotte,  Wilmington 

J.  S.  McDaniel,  Dover 

F.  R.  Everett,  Dover 

G.  M.  YanValkenburgh,  Georgetown 

H.  M.  Manning,  Seaford 

Revision  of  By-Laws 
W.  E.  Bird,  Wilmington 

E.  R.  Miller,  Wilmington 

C.  E.  Wagner,  Wilmington 

J.  S.  McDaniel,  Dover 

R.  C.  Beebe,  Lewes 

Vocational  Rehabilitation 
James  Beebe,  Lewes 

I.  M.  Flinn,  Wilmington 
E.  L.  Stambaugh,  Lewes 
A.  P.  Hitchens,  Wilmington 

D.  J.  Preston,  Wilmington 


SPECIAL  COMMITTEES 
Postwar  Plans 
M.  A.  Tarumianz,  Wilmington 
W.  E.  Bird,  Wilmington 
W.  O.  LaMotte,  Wilmington 
W.  H.  Speer,  Wilmington 

J.  S.  McDaniel,  Dover 
William  Marshall,  Jr.,  Milford 
J.  R.  Elliott,  Laurel 
J.  B.  Waples,  Georgetown 
R.  C.  Beebe,  Lewes 

Budget 

M.  A.  Tarumianz,  Wilmington 

C.  E.  Wagner,  Wilmington 
J.  D.  Niles,  Middletown 

J.  S.  McDaniel,  Dover 
James  Beebe,  Lewes 

Cheff  Memorial 
W.  W.  Lattomus,  Wilmington 

E.  R.  Miller,  Wilmington 
A.  J.  Heather,  Wilmington 
Advisory,  Delaware  State  Health 
and  Welfare  Center 
L.  J.  Jones,  Wilmington 
L.  B.  Flinn,  Wilmington 
A.  R.  Cruchley,  Middletown 

I.  J.  MacCollum,  Wyoming 
E.  L.  Stambaugh,  Lewes 

Rural  Medical  Service 

J.  R.  Downes,  Newark 
T.  H.  Baker,  Elsmere 
J.  D.  Niles,  Middletown 
W.  C.  Deakyne,  Smyrna 

H.  W.  Smith,  Harrington 
Bruce  Barnes,  Seaford 
W.  G.  Hume,  Selbyville 

Industrial  Health 
H.  L.  Springer,  Wilmington 
J.  M.  Kimmick,  Wilmington 
L.  C.  McGee,  Wilmington 
H.  V’P.  Wilson,  Dover 
J.  B.  Baker,  Milford 
E.  L.  Stambaugh,  Lewes 

D.  L.  Bice,  Seaford 


WOMAN’S  AUXILIARY 

Mrs.  George  C.  McElfatrick,  President,  Wilmington 

Mrs.  J.  H.  Mullin,  First  Vice-President,  Wilmington  Mrs.  S.  W.  Rennie,  Recording  Secretary,  Wilmington 

Mrs.  W.  C.  Deakyne,  Second  Vice-President,  Smyrna  Mrs.  A.  M.  Gehret,  Corresponding  Secretary,  Wilmington 

Mrs.  G.  W.  M.  VanValkenburgh,  Third  Vice-President,  Georgetown  Mrs.  C.  M.  Bancroft,  Treasurer,  Wilmington 


NEW  CASTLE  COUNTY  MEDICAL 
SOCIETY 

Meets  Third  Tuesday 
A.  Leon  Heck,  President 

C.  L.  Munson,  P resident-elect 

L.  W.  Anderson,  Vice-President 

D.  D.  Burch,  Secretary 
Charles  Levy,  Treasurer 

Board  of  Directors  and  Nominating 
Committee:  L.  B.  Flinn  1948,  Ira 

Burns  1949,  Roger  Murray  1950. 

Board  of  Censors:  N.  W.  Voss  1948, 

C.  L.  Hudiburg  1949,  C.  L.  Munson 
1950,  J.  M.  Messick  1951,  1.  M.  Flinn, 
Jr.  1952. 

Program  Committee:  C.  L.  Munson, 

A.  L.  Heck,  L.  W.  Anderson. 

Legislative  Committee : L.  C.  McGee, 

F.  A.  Bowdle,  J.  R.  Durham,  Jr.,  J. 
A.  Giles,  J.  C.  Pierson. 

Public  Relations  Committee:  V.  D. 

Washburn,  C.  T.  Lawrence,  Jr.,  M.  B. 
Pennington,  O.  N.  Stern,  C.  E.  Wagner. 
Medical  Economics  Committee:  W. 

M.  Pierson,  G.  A.  Beatty,  W.  E.  Bird, 

E.  M.  Bohan,  E.  T.  O’Donnell. 

Necrology  Committee:  Charles  Ma- 

roney,  I.  Charamella,  S.  W.  Rennie. 

Auditing  Committee:  F.  S.  Skura, 

A.  G.  Gluckman,  E.  G.  Laird. 

Delegates  (1948):  D.  D.  Burch, 

Ira  Burns,  N.  L.  Cutler,  J.  R.  Durham, 
-Jr.,  J.  A.  Giles,  A.  L.  Heck,  J.  C.  Pier- 
son, W.  F.  Preston,  M.  A.  Tarumianz, 
R.  0.  Y.  Warren. 

Alternates  (1948):  G.  M.  Boines, 

Italo  Charamella.  I).  M.  Gay,  L.  S. 
Hayes,  A.  J.  Heather,  A.  D.  King, 

E.  T.  O’Donnell,  M.  B.  Pennington, 

F.  P.  Rovitti,  O.  N.  Stern. 

Delegates  (1949)  : L.  W.  Anderson, 

W.  E.  Bird,  L.  B.  Flinn,  G.  W.  K. 
Forrest,  J.  F.  Hynes,  L.  J.  Jones,  E.  G. 
Laird,  L.  C.  McGee,  Roger  Murray, 
J.  D.  Niles,  V.  D.  Washburn. 

Alternates  (1949):  E.  M.  Bohan, 

I.  M.  Flinn,  Jr.,  A.  D.  King,  C.  E. 
Maroney,  E.  T.  O’Donnell,  W.  M.  Pier- 
son, 1).  J.  Preston,  W.  T.  Reardon, 
-J.  A.  Shapiro,  O.  N.  Stern,  J.  W. 
Urie. 


KENT  COUNTY  MEDICAL 
SOCIETY 

Meets  First  Wednesday 

Benjamin  F.  Burton,  President,  Do- 
ver. 

John  P.  Martin,  Vice  President , 
Camden. 

Stanley  Worden,  Secretary-Treas- 
urer, Dover. 

Delegates : J.  S.  McDaniel,  H.  W. 
Smith. 

Alternates'.  I.  J.  MacCollum,  John 
Martin. 

Censor : W.  C.  Deakyne. 

DELAWARE  ACADEMY  OF 
MEDICINE 

Open  10  A.  M.  to  1 P.  M. 

Edgar  R.  Miller,  President. 

Gerald  A.  Beatty,  First  Vice-Presi- 
dent. 

Douglas  T.  Davidson,  Sr.,  Second 
Vice-President. 

Robert  R.  Wier,  Secretary. 

Irvin  M.  Flinn,  Treasurer. 

DELAWARE  PHARMACEUTICAL 
SOCIETY 

Thomas  N.  Davis,  President,  Wilming- 
ton. 

[rvin  Waller,  First  Vice-President, 
Bridgeville. 

J.  G.  McNaughton,  Second  Vice-Presi- 
dent, Middletown. 

H.  C.  Helm,  Third  Vice-President, 
Dover. 

Wallace  Watson,  Secretary , Wilming- 
ton. 

Albert  Dougherty,  Treasurer,  Wil- 
min  gton. 

MEDICAL  COUNCIL  OF  DELAWARE 

Hon.  Charles  S.  Richards,  President; 
Joseph  S.  McDaniel,  M.  D.,  Secretary ; 
Wallace  M.  Johnson. 


SUSSEX  COUNTY  MEDICAL 
SOCIETY 

Meets  Fourth  Thursday 

Virgil  A.  Hudson,  President,  Mills- 
boro. 

Leslie  M.  Dobson,  Secretary-Treas- 
urer, Millsboro. 

Delegates’.  Bruce  Barnes,  R.  S. 
Long,  James  Beebe,  H.  S.  Riggin. 

Alternates:  L.  M.  Dobson,  C.  M. 
Moyer,  E.  L.  Stambaugh,  G.  W.  M. 
Van  Valkenburgli. 

Censors:  O.  A.  James,  R.  C.  Beebe, 
A.  C.  S-moot. 

DELAWARE  STATE  DENTAL 
SOCIETY 

James  Krygier,  President,  Dover. 

R.  R.  Wier,  First  T\  P.,  Wilmington. 

C.  W.  Johnson,  Second  V.  P.,  Wil- 
mington. 

G.  A.  Zurkow,  Secretary , Wilmington. 

H.  H.  McAllister,  Treasurer,  Wil- 
mington. 

P.  A.  Traynor,  Delegate  A.D.A.,  Wilm. 

DELAWARE  STATE  BOARD  OF 
HEALTH 

J.  D.  Niles,  M.  D.,  President,  Mid- 
dletown ; Mrs.  F.  G.  Tallman,  Vice 
Pres.,  Wilmington;  W.  B.  Atkins, 

D.  D.  S.,  Secretary,  Millsboro;  Bruce 

Barnes,  M.  D.,  Seaford;  Mrs.  C.  M. 
Dillon,  Wilmington;  J.  B.  Baker,  M.  D., 
Milford : Mrs.  Alden  Keane,  Middle- 

town ; E.  R.  Mayerberg,  M.  D.,  Wil- 
mington; Edwin  Cameron,  M.  D., 
Executive  Secretary , Dover. 

BOARD  OF  MEDICAL  EXAMINERS 

J.  S.  McDaniel,  President- Secretary ; 
Wm.  Marshall.  Assistant  Secretary ; W. 

E.  Bird,  J.  E.  Marvil,  L.  J.  Jones. 
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was  well  ahead  of  his  time,  for  physicians  of  his  day 
knew  little  of  the  function  of  the  heart  or  the 
treatment  of  its  diseases,  although  da  Vinci’s 
knowledge  of  such  anatomy  was  extensive. 

Physicians  of  today  prescribe 


SEARLE  AM  I NO  PH  YLL  IN* 


— a modern  treatment  for  congestive  heart  failure, 
bronchial  asthma,  paroxysmal  dyspnea  and 
Cheyne-Stokes  respiration. 

Supplied  for  oral,  parenteral  and  rectal  use. 

G.  D.  Searle  & Co.,  Chicago  80,  Illinois. 


SEARLE 


RESEARCH 
IN  THE  SERVICE 


I 


’"Searle  Aminophyllin  contains 
at  least  80%  of  anhydrous  theophylline. 
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A 

mprehensive 
protection 
with  a 

SINGLE 

IJECTION 

r 

The  use  of  Diphtheria  and  Tetanus  Toxoids,  Alum  Precipitated, 
and  Pertussis  Vaccine  Combined,  has  largely  replaced 
the  practice  of  repeated  injections  for  immunization  against 
specific  infections.  These  combined  antigens  produce  an 
immune  titer  equal  to  or  greater  than  that  effected  by  the  antigen 
injected  individually.  The  simultaneous  triple  defense  provided 
by  this  comprehensive  treatment  greatly  reduces  the  incidence 
of  contagion  in  a community  and  makes  possible 
a reduction  of  infant  mortality  rate. 

Recommended  for  infants  and  pre-school  age  children, 
immunization  consists  of  three  0.5  cc.  subcutaneous  injections 
at  intervals  of  from  four  to  six  weeks. 


Antigenic  content  of  H.  pertussis  increased  to  45,000  million, 
organisms  per  immunizing  treatment. 


SUPPLIED: 


Single  Immunization  package  contains  three  ^4  cc.  Vials 
Five  Immunizations  package  contains  three  2%  cc.  Vials. 


THE  NATIONAL  DRUG  COMPANY 
Philadelphia  44,  Pa. 


PHARMACEUTICALS.  BIOLOGICAIS,  BIOCHEMICALS  FOR  THE  MEDICAL  PROFESSION 


DIPHTHERIA  and  TETANUS  TOXOIDS, 
ALUM  PRECIPITATED, 
and  PERTUSSIS  VACCINE  COMBINED 
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EXCELLENT  SUPPORT  for  the 

PENDULOUS  ABDOMEN 


Patient  with  pendulous  abdomen  Same  patient  after  application  of 

(skeleton  indrawn).  support  (skeleton  indrawn). 


c/yyvp 


Clinicians  are  calling  attention  to  the  ill  effects 
of  the  pendulous  abdomen  more  frequently  than 
formerly. 

Research  discloses  that  the  increased  weight  of  the 
abdomen,  carrying  the  center  of  gravity  forward,  puts 
strain  on  muscles  of  back  and  feet ; that  ultimately  round 
shoulders  and  increased  cervical  and  lumbar  curves  de- 
velop; that  the  diaphragm  and  abdominal  viscera  lie  on  a 
lower  plane  than  normally;  that  eventually  respiratory  and 
circulatory  symptoms  appear. 

S.  H.  Camp  & Company,  recognizing  this  proportionate  irregu- 
larity and  the  frequency  of  its  occurrence,  has  made  supports  for 
many  years  for  these  obese  persons  and  for  those  in  whom  the  obes- 
ity is  largely  confined  to  the  abdomen. 

Camp  surgical  fitters  are  taught  to  fit  patients  with  pendulous  abdomen 
in  the  reclining  position;  thus  the  intestines  are  redistributed  to  the 
sides  and  back  of  the  abdomen  and  the  support  will  hold  them  there. 

The  Camp  Support  illustrated  is  especially  efficient  in  holding  the  viscera  in 
their  redistributed  position  by  reason  of  the  support  given  to  the  pelvis. 

S.  H.  CAMP  AND  COMPANY  . JACKSON,  MICHIGAN 

World's  Largest  Manufacturers  t j Scientific  Supports 
Offices  in  New  York  * Chicago  • Windsor,  Ontario  • London.  England 
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Matlack  Building 

the  Marshall  Square  sanitarium 

WEST  CHESTER,  PENNA. 


FOR  CHRONIC 
DISEASES 
AND 

PSYCHIATRIC 

PATIENTS 


Everett  Sperry  Barr,  M.D. 

Director 


I.  M.  Waggoner,  M.D. 

Medical  Director 


A recognized  hospital  of  110  beds 


/ HE  housing  facilities  provide  for  group- 
ing of  different  types  of  patients.  12  build- 
ings and  6 acres  ground  in  West  Chester, 
farms  of  400  acres  with  appropriate  build-  , 
ings  four  miles  from  West  Chester. 

Physiotherapy,  occupational  and  recrea- 
tional therapy,  shock  therapy  when  indi- 
cated, medical  and  nursing  supervision  are 
included  in  the  weekly  rates. 

Resident  psychiatrist.  Medical  Director. 
Adequate  medical  staff.  Clinical  labor- 
atory. 
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CARE . . . 

in  Compounding 

The  moment  a patient  places  your  prescription 
in  the  hands  of  a pharmacist,  that  pharmacist 
becomes  the  guardian  of  your  professional  repu- 
tation. Thus  it  is  imperative  to  you,  Doctor, 
to  know  that  your  prescriptions  are  compounded 
with  skill  and  care. 

Because  many  of  your  colleagues  know  that  our 
prescription  departments  employ  only  conscien- 
tious, skilled,  registered  pharmacists  — stock 
the  more  dependable  drugs,  chemicals  and 
pharmaceutical  specialties  — use  the  latest  and 
most  exquisitely  accurate  equipment  — and 
dispense  precisely  compounded,  double-checked 
prescriptions,  they  often  direct  their  patients 
to  us.  You're  invited  to  join  this  group. 

We  welcome  all  recommendations  and  assure 
the  medical  profession  that  their  patients  are 
served  promptly,  courteously,  at  fair  prices  and 
with  professionally  precise  prescriptions. 

ECKERD'S 

DRUG  STORES 

723  Market  Street — 513  Market  Street 
900  Orange  Street 
Wilmington,  Delaware 


ACCIDENT  • HOSPITAL  • SICKNESS 

INSURANCE 


For  Physicians,  Surgeons,  Dentists  Exclusively 


$5,000.00  accidental  death  $8.00 

$25.00  weekly  indemnity,  accident  and  sickness  Quarterly 


$10,000.00  accidental  death  $16.00 

$50.00  weekly  indemnity,  accident  and  sickness  Quarterly 

$15,000.00  accidental  death  $24.00 

$75.00  weekly  indemnity,  accident  and  sickness  Quarterly 

$20,000.00  accidental  death  $32.00 

$100.00  weekly  indemnity,  accident  and  sick-  Quarterly 

ness 

ALSO  HOSPITAL  EXPENSE  FOR  MEMBERS, 
WIVES  AND  CHILDREN 


86c  out  of  each  $1.00  gross  income  used  for 
members’  benefit 


$3,000,000.00  $14,000,000.00 

INVESTED  ASSETS  PAID  FOR  CLAIMS 

5200,(100.00  deposited  with  State  of  Nebraska  for  protection 
of  our  members. 

Disability  need  not  be  incurred  in  line  of  duty — benefits 
from  the  beginning  day  of  disability 

PHYSICIANS  CASUALTY  ASSOCIATION 
PHYSICIANS  HEALTH  ASSOCIATION 

45  years  under  the  same  management 
400  First  National  Bank  Building  • Omaha  2,  Nebraska 


comes 

first” 

for 


The  smooth,  rich,  wonderful  taste  of  Seal- 
test  Homogenized  Vitamin  D Milk  makes 
it  a favorite  from  the  very  first  sip.  Because 
the  children,  and  grown-ups,  just  naturally 
come  back  for  more,  it’s  ideal  to  recommend 
when  extra  milk  is  needed  in  the  diet.  What’s 
more  it’s  easier  to  digest,  and  400  U.S.P. 
units  of  vitamin  D have  been  added  to  aid 
in  the  assimilation  of  its  precious  calcium 
and  phosphorus.  It’s  the  milk  that  stays 
fresh  longer,  too,  because  it  has  been  pas- 
teurized at  higher  temperatures. 
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VALBNTIHB'I 

\/ALSPAR 

V HOUSE  PAINT 

Flowers  . . . 

WHOLESALE  DISTRIBUTORS 

Geo.  Carson  Boyd 

VALSPAR  PRODUCTS 

at  216  West  10th  Street 

ALSO  EVERYTHING  THE  HOSPITAL 
MAY  NEED  IN: 

HARDWARE 
JANITOR  SUPPLIES 

Phone:  4388 

FRAIM'S  DAIRIES 

CHINA  WARE 

ENAMEL  WARE,  ETC. 

Delaware  Hardware 

Distributors  of  rich  Grade  "A"  pas- 
teurized Guernsey  and  Jersey  milk 
testing  about  4.80  butter  fat,  and 
rich  Grade  "A"  Raw  Guernsey  milk 
testing  about  4.80.  This  milk  comes 
from  cows  which  are  tuberculin  and 

Company 

HARDWARE  SINCE  1822 

Try  our  Sunshine  Vitamin  "D"  milk, 
testing  about  4 per  cent,  Cream 
Buttermilk,  and  other  high  grade 
dairy  products. 

2nd  & Shipley  Sts.  Wilmington,  Del. 

VANDEVER  AVE.  & LAMOTTE  ST. 

Wilmington,  Delaware 

w[\  n 

NEWSPAPER 

w 

and 

lil/e  maintain 

PERIODICAL 

prompt  city-wide 

PRINTING 

delivery  service 

A 

for  prescriptions. 

■si 

*■ 

An  important  branch 
of  our  business  is  the 
printing  of  all  kinds 
of  weekly  and  monthly 

CAPPEAU’S 

papers  and  magazines 

Drug  Stores  of  Service 

A 

DELAWARE  AVE.  at  DUPONT  ST. 

The  Sunday  Star 

Dial  8537 

30TH  & MARKET  STREETS 

Printing  Department* 

Dial  2-0952 

Established  1881 
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Service 

Preparations  by  Luzier  are  selected  to  suit  the  individual's  cosmetic 
requirements  and  preferences  as  determined  by  the  answers  to  a 
Selection  Questionnaire.  They  are  made  available  to  the  public 
by  Cosmetic  Consultants  who  assist  with  the  selection  of  suitable 
types,  shades,  and  variations  of  Luzier  preparations  and  suggest 
the  manner  of  application  to  obtain  the  best  results,  the  most  desirable 
cosmetic  effect. 

Formulas  may  be  had  on  written  request  and  in  specific  cases,  when  there 
is  a history  or  suspicion  of  allergy,  materials  are  available  for  testing. 

Luzier's  Fine  Cosmetics  and  Perfumes  are  distributed  in  Delaware  by: 

META  MITCHELL 
701  Wesl  10th  Street 
Wilmington  16,  Delaware 

Phone:  2-2502 


USED  BY  OVER 

50,000 

WEARERS 

These  thousands  are 
proof  of  the  satisfaction  given  by  Hanger  Artificial 
Limbs.  Produced  by  long-established  companies,  the 
limb  is  a well-tried  product,  and  the  wearer  is  assured 
of  proper  service  after  purchase. 

High  quality  materials,  sturdy  construction,  and  ex- 
perienced workmanship  make  a dependable  limb  nat- 
ural in  appearance,  graceful  in  action,  and  general 
in  utility.  Proper  fit  by  an  experienced  Hanger  man 
ensures  the  utmost  comfort. 

The  reputation  and  prestige  of  Hanger  Limbs  have 
been  established  in  daily  use  for  over  85  years.  Today 
more  people  wear  Hanger  Artificial  Limbs  than  those 
of  eny  other  make. 


HANGERS 


ARTIFICIAL 
LIMBS 


334-336  N.  13th  Street 
Philadelphia  7,  Penn 


These  important- 
Rh  SERVICES 
are  now  available 

1.  Rh  testing,  including  Rh  typing, 
tests  for  Rh  antibodies,  and  ti- 
trations. 

( Blood  specimens  can  be  submitted 
by  mail.) 

2.  Anti-Rh  serum  for  rapid  slide 
testing. 

3.  High  titer  anti-A  and  anti-B 
blood  typing  sera. 

4.  Rh  negative  blood  of  all  types, 
distributed  under  U.  S.  Govern- 
ment License  No.  139. 

For  complete  information  write  to: 

THE  PHILADELPHIA 
SERUM  EXCHANGE 

^ non-profit  organization 

1740  Bainbridge  Street 
Philadelphia  46,  Pa. 
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Freihofer's 

Enriched 
Perfect  Bread 

Vitamins 

Iron 

Minerals 

e 

Fresh  from  the  oven 

made  in  Wilmington 

A Wilson  Home  Freezer 

for  healthful,  luxurious  living 

• • O 

Models  from  6 cu.  ft.  to  60  cu.  ft. 
on  display  at 

Diamond  Ice  & Coal  Co. 
827  Market  Street 

Blankets  — Sheets  — Spreads  — 
Linens  — Cotton  Goods 

Rhoads  &.  Company 

Hospital  Textile  Specialists  Since  1891 
Manufacturers  — Converters 
Direct  Mill  Agents 
Imports  — Distributors 
MAIN  OFFICE 

401  North  Broad  Street,  Philadelphia,  Pa. 
FACTORY 

Philadelphia,  Penna. 

PARKE 

Baynard  Optical 
Company 

Institutional  Supplier 

Of  Fine  Foods 

Prescription  Opticians 

• 

We  Specialize  in  Making 

COFFEE  TEAS 

Spectacles  and  Lenses 
According  to  Eye  Physicians’ 

SPICES  CANNED  FOODS 

Prescriptions 

FLAVORING  EXTRACTS 

jui 

C 

IgF 

L.  H.  Parke  Company 

5th  and  Market  Sts. 

Philadelphia  - Pittsburgh 

Wilmington,  Delaware 
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Enjoy  instant,  plentiful  hot  water 


For  downright  conven- 
ience, comfort  and  health 
of  your  family  - — you 
should  have  an  ample, 
reliable  supply  of  hot 
water  ! With  an  Auto 
matic  Gas  Water  Heat 
er  in  your  Home,  you're 
sure  of  all  the  hot  water 
you  want,  when  you  want 
it.  For  lightening  house- 
hold tasks,  bathing, 
ing,  laundering  and  many 
other  uses.  Besides,  you  save  time  and  worry, 
for  you're  sure  of  constant  water  tempera- 
tures at  low  cost.  Arrange  for  the  installation 
of  an  Automatic  Gas  Water  Heater  in  your 
home  now.  Ask  your  Plumber,  or  stop  in  to 
see  us. 


DELAWARE  POWER  E LIGHT  CO. 


With  an  Automatic  Gas 

WATER  HEATER 


Garrett,  Miller  & 
Company 

Electrical  Supplies 
Heating  and  Cooking  Appliances 
G.  E.  Motors 

N.  E.  Cor.  4th  and  Orange  Sts. 
Wilmington  - - - - Delaware 


A Store  for  . . . 

Quality  Minded  Folk 
Who  are  Thrift  Conscious 

LEIBOWITZ'S 

224-226  MARKET  STREET 
Wilmington,  Delaware 


When  does  a man  start  slipping  ? 


The  moment  comes  to  every  man. 

The  moment  when  he  realizes  that  he  isn’t  the  man 
he  used  to  be  . . . 

That  the  days  of  his  peak  earning  power  are  over  . . . 

That  some  day  not  so  very  far  away  some  younger  man 
will  step  into  his  shoes. 

When  does  this  time  come? 

It  varies  with  many  things. 

But  of  one  thing  you  can  be  sure.  It  will  come  to  you 
as  surely  as  green  apples  get  ripe—  and  fall  off  the  tree. 

Is  this  something  to  worry  about?  Well,  yes.  But . . . 
constructively.  For  that  kind  of  worrying  can  lead  you 
to  save  money  systematically. 


What’s  the  best  way  to  do  this?  By  buying  U.  S.  Sav- 
ings Bonds  . . . automatically.  Through  the  Payroll 
Savings  Plan.  Or  through  the  Bond-A-Month  Plan  at 
your  checking  account  bank. 

Either  method  is  an  almost  foolproof  system  of 
saving.  It’s  automatic.  You  don’t  put  it  off.  There’s 
no  “I’ll  start  saving  next  month” — no  “Let’s  bust  the 
piggy  bank.” 

And  you  get  back  four  dollars,  at  maturity,  for  every 
three  invested. 

So  why  not  take  this  one  step  now  that  will  make  your 
future  so  much  brighter? 

Get  on  the  Payroll  Savings  Plan — or  the  Bond-A- 
Month  Plan — today. 


Sure  saving  because  it’s  automatic- U.S.  Savings  Bonds 


' Contributed  by  this  magazine  in  co-operation  with  the  Magazine  Publishers  of  America  as  a public  service. 
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IT  IS 


GOOD  PRACTICE 


. . . in  judging  the  irritant  properties  of  cigarette 
smoke ...  to  base  your  evaluation  on  scientific  research. 
In  judging  research,  you  must  consider  its  source *. 

Philip  Morris  claims  of  superiority  are  based  not 
on  anonymous  studies,  but  on  research  conducted  only 
by  competent  and  reliable  authorities,  research  re- 
ported in  leading  journals  in  the  medical  field. 

Clinical  as  well  as  laboratory  tests  have  shown 
Philip  Morris  to  be  definitely  and  measurably  less 
irritating  to  the  sensitive  tissues  of  the  nose  and  throat. 
May  we  send  you  reprints  of  the  studies? 


Philip  Morris 


TO  THE  PHYSICIAN  WHO  SMOKES  A PIPE:  We  suggest  an  unusually  fine  new  blend— Country 
Doctor  Pipe  Mixture.  Made  by  the  same  process  as  used  in  the  manufacture  of  Philip  Morris  Cigarettes. 


Philip  Morris  & Co.,  Ltd.,  Inc. 
119  Fifth  Avenue,  N.  Y. 


'Laryngoirope,  Feb.  1 935,  Vol.  XIV.  No.  2,  149-154 
Laryngoscope,  Jan.  1937,  Vol.  XLVIl,  No.  1,  58-60 


Proc.  Soc.  Exp.  Biol,  and  Med.,  1934,  32,  24! 

N.  V'.  State  Journ.  Med..  Vol.  35,  6-1-35,  No.  11,  590-592. 


SHOULD  VITAMIN  D BE 

GIVEN  ONLY  TO  INFANTS? 


IT  AMIN  D has  been  so  successful  in  preventing  rickets  during  in- 
fancy that  there  has  been  little  emphasis  on  continuing  its  use  after 
the  second  year. 

But  now  a careful  histologic  study  has  been  made  which  reveals 
a startlingly  high  incidence  of  rickets  in  children  2 to  14  years  old. 
Follis,  Jackson,  Eliot,  and  Park*  report  that  postmortem  examina- 
tion of  230  children  of  this  age  group  showed  the  total  prevalence 
of  rickets  to  be  46.5  % . 

Rachitic  changes  were  present  as  late  as  the  fourteenth  year,  and 
the  incidence  was  higher  among  children  dying  from  acute  disease 
than  in  those  dying  of  chronic  disease. 

The  authors  conclude,  “We  doubt  if  slight  degrees  of  rickets, 
such  as  we  found  in  many  of  our  children,  interfere  with  health 
and  development,  but  our  studies  as  a whole  afford  reason  to  pro- 
long administration  of  vitamin  D to  the  age  limit  of  our  study,  the 
fourteenth  year,  and  especially  indicate  the  necessity  to  suspect  and 
to  take  the  necessary  measures  to  guard  against  rickets  in  sick 
children.” 

*P.  H.  Follis,  D.  Jackson,  M.  M.  Eliot,  and  E.  A.  Park:  Prevalence  of  rickets  in  children 
between  two  and  fourteen  years  of  age,  Am.  J.  Dis.  Child.  66:1-11,  July  1943. 


MEAD'S  Oleum  Percomorphum  With  Other  Fish-Liver  Oils  and  Yiosterol  is  a 
potent  source  of  vitamins  A and  D,  which  is  well  taken  by  older  children  be- 
cause it  can  be  given  in  small  dosage  or  capsule  form.  This  ease  of  adminis- 
tration favors  continued  year-round  use,  including  periods  of  illness. 

MEAD'S  Oleum  Percomorphum  furnishes  60,000  vitamin  A units  and  8,500 
vitamin  D units  per  gram.  Supplied  in  10-  and  50-cc  bottles  and  bottles 
of  50  and  250  capsules.  Ethically  marketed. 

MEAD  JOHNSON  & COMPANY,  Evansville  21,  Ind.,  U.S.A. 
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BACKGROUND 


Th  ree  Decades  of  Clinical  Experience 

THE  use  of  cow’s  milk,  water  and  carbohydrate  mix- 
tures represents  the  one  system  of  infant  feeding  that 
consistently,  for  over  three  decades,  has  received  universal 
pediatric  recognition.  No  carbohydrate  employed  in  this 
system  of  infant  feeding  enjoys  so  rich  and  enduring  a 
background  of  authoritative  clinical  experience  as  Dextri- 
Maltose. 

DEXTRI-MALTOSE  No.  1 (with  2%  sodium  chloride),  for  normal  babies. 

DEXTRI-MALTOSE  No.  2 (plain,  salt  free),  permits  salt  modifications  by  the  physician. 
DEXTRI-MALTOSE  No.  3 (with  3%  potassium  bicarbonate),  for  constipated  babies. 

These  products  are  hypo-allergenic. 

DEXTRI-MALTOSE 


Please  enclose  professional  card  when  requesting  samples  of  Mead  Johnson  products  to  cooperate  in  preventing  their 

reaching  unauthorized  persons 

Mead  Johnson  & Company,  Evansville,  Ind.,  U.  S.  A. 
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This  rather  startling  statement  comes  from  recognized  authorities  in 
the  vitamin  field.  There  is  no  doubt  of  its  validity,  since  it  is  based 
upon  competent  investigators’  prolonged  observation  of  all  types  of 
patients,  including  detailed  study  of  their  diets. 

It  seems  that  a great  part  of  our  population  has  not  learned  what  and 
how  to  eat  in  spite  of  the  extensive  educational  efforts  of  the  medical 
profession.  The  “sandwich  and  pie  diet,”  the  “quick  lunch”  and  over- 
indulgence  in  refined  carbohydrates  not  only  fail  to  contribute  ribo- 
flavin and  other  B complex  vitamins,  but  also  increase  the  need  for 
these  accessory  factors. 

Where  such  dietary  habits  are  firmly  entrenched  and  cannot  or  will 
not  be  changed,  the  realities  of  the  situation  necessitate  vitamin  sup- 
plementation for  protection. 


For  more  than  thirty-one  years  Parke-Davis  has  pioneered  in  the  dis- 
covery, standardization  and  development  of  vitamin  products.  From 
among  the  many  Parke-Davis  vitamin  preparations— supplementary 
and  therapeutic— one  or  more  can  be  readily  chosen  to  fit  every  pa- 
tient’s need. 

"Spies,  T.  D.,  and  Butt,  H.  R.,  in  Duncan,  G G.:  Diseases  of  Metabolism,  W.  B.  Saunders 

Co.,  Phila.,  1942,  p.  453.  \ 

h] 

PARKE,  DAVIS  & COMPANY  • DETROIT  32,  MICH  I CAN 


Patency  of  the  normal  drainage  exits  of  the 
nasal  accessory  sinuses  is  of  great  im- 
portance in  the  care  of  upper  respiratory 
infections. 

Neo-Synephrine  hydrochloride,  applied 
by  any  of  the  common  methods — dropper, 
spray,  tampon,  displacement — constricts 
the  engorged  mucosa  surrounding  the  ostia, 
promoting  free  drainage  and  aeration. 


NEO-SYNEPHRINE®  Hydrochloride 

Brand  of  PHENYLEPHRINE  HYDROCHLORIDE 


Solution  0.25%  (plain  or  with  aromatics) 
and  1%  — 1 oz.  bottles. 

Emulsion  1%  and  10% — 1 oz.  bottles. 

Jelly  0.5%  — 5/&  oz.  tubes. 


INC. 


New  York  13,  N.  Y.  Windsor,  Ont. 


NEO-SYNEPHRINE,  trademark  reg.  U.  S.  & Canada 


The  businesses  formerly  conducted  by  Winthrop  Chemicai  Company,  Inc. 
and  Frederick  Stearns  & Company  are  now  owned  by  Winthrop-Stearns  Inc. 
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The  use  of  multiple  antigens,  particularly 
combinations  of  diphtheria  and  tetanus  toxoids, 
alum  precipitated,  and  pertussis  vaccine,  is  part 
of  the  changing  practice  in  immunization. 

Recommended  for  infants  and  pre-school  age  children, 
immunization  consists  of  three  0.5  cc.  subcutaneous 
injections  at  intervals  of  from  four  to  six  weeks. 


“Council-Accepted"’  Diphtheria  and 
Tetanus  Toxoids,  Alum  Precipitated, 
and  Pertussis  Vaccine  Combined, 
with  antigenic  content  of  H.  pertussis 
increased  to  45,000  million  organisms 
per  immunizing  treatment,  affords 
you  and  your  patient 


1 Fewer  Injections 

2 Simultaneous  Immunization 

3 More  Rapid  Protection 

4 Time  Saved 

5 Economy 


SUPPLIED: 


Single  Immunization  package  contains  three  V2  cc.  Vials 
Five  Immunizations  package  contains  three  2V>  cc.  Vials 


THE  NATIONAL  DRUG  COMPANY 
Philadelphia  44,  Pa. 

PHARMACEUTICALS,  BI0L0GICALS,  BIOCHEMICALS 
FOR  THE  MEDICAL  PROFESSION 


DIPHTHERIA  and  TETANUS  TOXOIDS, 
ALUM  PRECIPITATED, 
and  PERTUSSIS  VACCINE  COMBINED 
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best  teacher 


It’s  true  in  cigarettes  too! 

MORE  PEOPLE  ARE  SMOKING  CAMELS  THAN  EVER  BEFORE 


TURKISH  & DOMESTIC 

Hi m blend  mm 

"CIGARETTES  '-"=4 


R.  J.  Reynolds  Tobacco  Co. 
Winston-Salem,  N.  C. 


Y es,  experience  is  the  best  teacher  in  choosing  a 
cigarette.  And  with  millions  of  smokers  who  have 
tried  and  compared  different  brands  of  cigarettes. 
Camels  are  the  “choice  of  experience.” 

Try  Camels  yourself.  See  how  the  full,  rich  flavor 
of  Camel’s  choice,  properly  aged  and  blended 
tobaccos  pleases  your  taste.  See  if  Camel’s  cool,  cool 
mildness  isn’t  mighty  welcome  to  your  throat. 

Let  your  own  experience  tell  you  why  more  people 
are  smoking  Camels  than  ever  before. 


Delaware  State  Medical  Journal 


February.  1948 


vm 


.... 


DrycO 


ijt'owincj  infant , 
mac  ft  a6  one  third  of  tf\e  protevw 
fc^cC  maij  6e  retamecC for  (nuCcUnxj  new 


• Nutritional  authorities  warn  that  ' the  possibility  of 
protein  deficiency  in  the  diets  of  children  has  received  some, 
hut  insufficient,  attention"  . . . and  that  children  "with 
normal  values  are  the  exception  rather  than  the  rule.”** 

• Many  progressive  pediatricians,  in  prescribing  formulas, 
standardize  on  the  high-protein  infant  food,  DRYCO  — 
since  it  represents  such  a rich  source  of  all  the  essential 
amino  acids.  DRYCO  is  also  characterized  by  a high-mineral, 
low-fat  and  intermediate  carbohydrate  content  — with 
more  than  adequate  vitamins  A,  Bi,  B_>  and  D. 

It  is  quickly  soluble  in  cold  or  warm  water, 

and  may  be  used  with  or  without  added  carbohydrates. 

Special  processing  facilitates  digestion  by 

assuring  soft  curd  formation  in  the  stomach. 

‘BOGERT,  L.  J.:  Nutrition  and  Physical  Fitness.  4th  edition,  1943, 

Chapter  IX,  p.  22. 

**A.M.A.:  Handbook  of  Nutrition,  1943,  p.  360. 

BORDEN’S  PRESCRIPTION  PRODUCTS  DIVISION 

350  MADISON  AVENUE,  NEW  YORK  17,  N.  Y. 

DRYCO  is  made  from  spray-dried,  pasteurized,  superior  quality  whole  milk 
and  skim  milk.  Provides  2 500  U.  S.  P.  units  Vitamin  A and  400  U.  S.  P. 
units  Vitamin  D per  reconstituted  quart.  Supplies  31  Vi  calories 
per  tablespoon.  Available  at  all  drug  stores  in  1 and  2 Vi  lb.  cans. 


t&e  'CtMfom  3br>nu£t  fwjh Jfnrf&ut.  infant faxwC 
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of  well-being 


A gratifying  "sense  of  well-being" 
is  the  experience  most  often  reported  to  clinical  inves- 
tigators by  menopausal  patients  receiving 
" Premarin  " This  is  the  "plus"  usually  afforded 
by  this  naturally  occurring,  orally  active  estrogen. 

Flexibility  of  dosage  for  adaptation  of  oral  estrogenic 
therapy  to  the  particular  needs  of  the  patient  is  possible 
with  the  three  potencies  of  "Premarin." 

Tablets  are  available  in  2.5  mg.,  1 .25  mg.  and  0.625  mg.; 
also  liquid  containing  0.625  mg.  in  each  4 cc.  ( 1 teaspoonful) . 

While  sodium  estrone  sulfate  is  the  principal  estrogen  in 
" Premarin /'  other  equine  estrogens . . . estradiol, 
equilin,  equilenin,  hippulin  . . . are  probably 
also  present  in  varying  amounts  as 
water  soluble  conjugates. 


CONJUGATED  ESTROGENS  (equine) 


Ayers#,  McKenna  & Harrison 
Limited 


22  East  40th  St.,  New  York  1 6,  N.  Y. 
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CONTAMINATION  TEST  of  penicillin 
broth — one  of  the  138  separate  tests 
carried  out  by  Abbott  in  the  production 
cf  dependable  penicillin.  Tubes  of  sterile 
nutrient  ore  inoculated  with  samples  of 
broth  from  the  fermentation  tanks  and 
then  incubated.  Broth  contaminated  by 
bacteria  turns  cloudy;  noncontaminated 
broth  remains  clear.  Besides  bacteria, 
other  invaders  to  guard  against  are 
yeasts  and  wild  molds.  Some  contami- 
nants merely  use  up  nutrients  and  re- 
duce penicillin  yield;  others — such  as 
the  gram  negative  bacteria  of  the  con- 
form group  — produce  penicillinase, 
which  destroys  the  penicillin  in  the  broth. 


Penicillin  mold,  new  growth. 


Clear,  sterile  broth. 


"all  clear 

for  better 


penicillin 


jj 


Tests  and  more  tests — 138  in  all — make  Penicillin  Abbott  a product 
you  can  use  with  confidence.  These  138  separate  Abbott  tests — 
exclusive  of  those  made  by  the  Food  and  Drug  Administration — 
guard  the  product  through  tanks,  filters,  dryers,  filling  machines 
and  other  stages.  Besides  checking  on  contamination,  the  138 
tests  cover  potency,  sterility,  pyrogens,  toxicity,  G content,  heat 
stability,  pH,  moisture,  weight,  solubility  and  crystallinity. 

They  are  your  assurance  that  Penicillin  Abbott — whether  in 
cartridges,  vials,  tablets,  troches  or  ointments — is  absolutely 
dependable.  Your  pharmacist  has  Abbott  Penicillin  Products  in  stock 
and  will  be  pleased  to  fill  your  needs.  For  descriptive  literature, 
just  send  a card  to  ABBOTT  LABORATORIES,  North  Chicago,  Illinois. 

Qfccrej/y  abbott 

PENICILLIN  PRODUCTS 


DISTINCTIVE 


Estinyl*  (ethinyl  estradiol)  is  distinctive 
among  oral  estrogens. 

Ethinyl  estradiol  is  a derivative  of  the  true 
follicular  hormone,  alpha-estradiol.  It  is  more 
potent,  milligram  for  milligram,  than  any  other 
oral  estrogen,  natural  or  synthetic,  in  clinical 
use  today. 

It  induces  that  therapeutically  important  “sense 
of  well-being”  characteristic  of  the  natural 
estrogens.  Its  cost  is  low,  making  it  available 
to  all  women. 


It  offers  the  convenience  of  estrogen  therapy 
by  mouth;  and  provides  relief  with  a rapidity 
almost  equal  to  parenteral  hormone  treatment. 


ESTINYL 

(ethinyl  estradiol) 


DOSAGE:  One  Estinyl  Tablet  of  0.05  mg.  daily.  In 
severe  cases  two  to  three  tablets  may  be  prescribed  daily 
and  dosage  reduced  as  symptoms  are  alleviated. 

Estinyl  (ethinyl  estradiol)  Tablets  of  0.05  mg.  (pink)  and 
0.02  mg.  (buff),  in  bottles  of  100.  250  and  1,000.  Estinyl 
Liquid,  0.03  mg.  per  4 cc.,  in  bottles  of  4 and  16  oz. 


CORPORATION  . BLOOMFIELD,  N.  J. 
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PRIVINE  hydrochloride,  0 .05  per  cent,  is  sufficiently  potent 
to  produce  long-lasting  relief  in  the  average  case  of 
nasal  congestion  in  patients  of  all  ages.  It  is  therefore  the 
Privine  preparation  of  choice  for  regular  prescription  purposes. 


Privine  hydrochloride,  0.1  per  cent,  fills  the  need  for  an 
agent  which  will  produce  the  intense  vasoconstriction 
frequently  necessary  for  adequate  visualization  and 
for  pre-  and  post-operative  shrinkage.  It  is  therefore 
the  Privine  preparation  of  choice  for  direct  use  in  the 
office  or  hospital. 

When  properly  administered,  Privine  hydrochloride 
induces  prolonged  vasoconstriction  with  relative  freedom 
from  local  or  general  side  effects.  Three  drops  will 
usually  produce  nasal  decongestion  lasting  3-6  hours. 
Overdosage  should  be  avoided. 


Issued  :0.05%,  bottles  of  1 fl.  oz.  and  16  fl.  ozs.  • Jelly,  0.05%,  tubes  of  20  Gm. 
0.1%,  bottles  of  16  fl.  ozs.  only 


PH  A 


R M A C E U T I 


C A L 


PRODUCTS,  INC.,  SUMMIT,  NEW  JERSEY 


2/J32JM 


PRIVINE  I brand  of  napba^olint)  • Trado-mark  Rtg.  U.  S.  Pat.  Off. 
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A reproduct, on  m ff  ‘°  Detroi,  32,  Mich,gan. 

Write  Parke,  Davis  & Company, 


Some  things  you  should  know  about  the  common  cold 

No.  209  in  o teriet  of  meuaget  from  Parke,  Davit  4 Co. 
on  Ike  importance  of  prompt  and  proper  medical  care. 


__  _ 

fc/f  ost  people  in  the  United  States  and  Canada  have 
L two  or  more  colds  a year,  each  lasting  about  two 
weeks  and  causing  a considerable  amount  of  stuffy  dis- 
comfort. 

The  danger  of  the  common  cold  lies  mainly  in  the 
other  infections  that  may  follow  after  it.  For  a cold  lessens 
your  resistance,  and  is  likely  to  pave  the  way  for  other, 
more  serious,  respiratory  ailments. 

Sinusitus,  ear  infections,  bronchitis,  and  the  various 
forms  of  pneumonia  are  frequently  ushered  in  by  a cold. 
Pneumonia,  particularly,  is  likely  to  attack  a person  who 
is  overtired,  or  run-down  because  of  a severe  cold. 

True,  many  of  these  respiratory  diseases  are  not  as 
dangerous  as  they  used  to  be.  (Modern  infection-fighting 
drugs — such  as  penicillin  and  the  sulpha  drugs— offer 
highly  effective  treatment  for  many  cases.) 

But,  of  course,  it  is  always  better  to  prevent  a serious 
illness  whenever  possible. 

If  you  have  a cold,  it’s  just  good  sense  to  stay  away 


from  people,  to  avoid  spreading  the  infection:  and  to  get 
plenty  of  rest — in  bed  if  possible. 

If  your  cold  is  accompanied  by  fever,  a persistent  cough, 
or  a pain  in  the  chest,  face,  or  ear,  call  your  doctor  at  once. 

The  sooner  you  seek  his  help,  the  more  he  can  do 
to  help  you  avoid  a long  and  serious  illness. 

And,  in  the  case  of  children,  an  early  examination  may 
disclose  that  what  appears  to  be  onlv  a cold  may  instead 
be  a starting  symptom  of  an  entirely  different  disease,  such 
as  measles  or  scarlet  fever. 

SEE  YOUR  Doctor.  Never  try  the  foolhardy  experiment 
of  dosing  yourself.  Your  doctor's  treatment  of  one 
illness  may  be  quite  different  from  his  treatment  of  another 
illness  which  appears  the  same  to  you. 

Let  your  doctor  diagnose  your  ailments.  Let  him  decide 
what  treatment  is  best  for  your  particular  case.  Then 
follow  his  instructions  to  the  letter.  His  advice  is  the  only 
advice  you  should  take  on  any  question  that  concerns 
your  health. 


Makers  of  medicines  prescribed  by  physicians 

COPYRIGHT  IMS.  PARKE.  DAVIS  ft  CO. 


PARKE,  DAVIS  & CO. 


kaiaarch  and  Manufacturing 
Laboratoriei,  Detroit  32,  Mich. 
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The  observation  that  nutritional  de- 
ficiencies rarely  occur  singly,  and  the 
fact  that  individual  nutrients  are  not 
metabolized  by  themselves  but  in 
conjunction  with  others,  are  both 
well  established.  Hence  dietary  sup- 
plementation— in  order  to  be  effec- 
tive-must provide  more  than  merely 
isolated  nutrients. 

The  dietary  supplement  of  Ovaltine 
and  milk  presents  a rational  mixture 
of  essential  nutrients  of  wide  clinical 
applicability.  It  supplies  not  only  B 


complex  vitamins,  but  also  ascorbic 
acid,  the  fat  soluble  vitamins  A and 
D,  biologically  complete  protein,  and 
readily  utilizable  caloric  food  energy 
in  the  form  of  fat  and  carbohydrate. 

This  dietary  supplement  is  espe- 
cially useful  to  compensate  for  the 
inadequacies  of  a deficient  diet,  and 
is  valuable  when  given  in  conjunction 
with  specific  nutrients  when  specific 
deficiencies  are  detected.  Easily 
digested  and  of  low  curd  tension,  it 
presents  no  undue  digestive  burden. 


THE  WANDER  COMPANY,  360  N.  MICHIGAN  AVE.,  CHICAGO  1,  ILL. 


Three  servings  daily  of  Ovaltine,  each  made  of 
Vz  oz.  of  Ovaltine  and  8 oz.  of  whole  milk,*  provide: 


PROTEIN 32.1  Gm. 

FAT 31  5 Gm. 

CARBOHYDRATE 64  8 Gm. 

CALCIUM 1.12  Gm 

PHOSPHORUS 0.94  Gm. 

IRON 12.0  mg. 

*Based  on  average  reported  values  for  milk. 


VITAMIN  Bi 1.16  mg. 

RIBOFLAVIN 2.00  mg. 

NIACIN 6.8  mg. 

VITAMIN  C 30.0  mg. 

VITAMIN  D 417  I.U. 

COPPER  0.50  mg. 
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/aboratory  studies  on  sperm- 
immobilizing  power  and  clinical  studies  on  occlusive  action 
and  safety  establish  that  "RAMSES”*  Vaginal  Jelly  affords  the 
optimum  protection  that  a jelly  alone  can  provide.  For  example. 
‘T*-?  It  will  immobilize  sperm  in  the  fastest  time  recognizable 
under  the  Brown  and  Gamble  method. 

It  will  occlude  the  cervix  for  as  long  as  10  hours  after  coitus. 
It  will  not  liquefy  or  run  at  body  temperature. 

It  does  not  separate. 

***  It  is  nonirritating  and  nontoxic. 

For  optimum  protection  when  dependence  must  be  placed  on 
jelly  alone,  specify  "RAMSES”  Vaginal  Jelly. 

Active  Ingredients:  Dodecaethyleneglycol  Monolaurate  5%;  Boric  Acid  1%; 
Alcohol  5%. 

JULIUS  SCHMID , Inc. 

423  West  53th  Street,  NewYork  19,  N.Y. 
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’The  word  "RAMSES”  is  a registered 
trademark  of  Julius  Schmid,  Inc. 
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Convenient 
Dosage  Strengths 


The  consensus  of  clinicians  who 
have  had  considerable  experience 
with  aurotherapy  is  that  gold , 
despite  its  recognized  toxicity , 
appears  to  be  the  most  effective 
single  agent  available  for  the 
treatment  of  active  rheumatoid 
arthritis. 


Solution  of  Mvochrvsine  is  supplied  in  I cc.  ampuls  con- 
taining io,  25,  50,  and  100  mg.  of  gold  sodium  thiomalate, 
equivalent  to  5,  12.5,  25,  and  50  mg.  of  gold. 

The  content  of  gold  sodium  thiomalate  is  indicated  in 
large  numerals  on  the  label  of  each  ampul,  in  order  that 
the  physician  may  readily  distinguish  the  desired  dosage 
strength. 


SOLUTION  OF 

Council  MYOCHRYSINE  Accepted 

(SOLUTION 

GOLD  SODIUM  THIOMALATE  MERCK) 

for  the  treatment  of  active  rheumatoid  arthritis 
MERCK  & CO.,  Inc.  RAHWAY,  N.J. 


ANESTHESIA.... 

Intense  nnd Sustained 


The  surgeon  has  come  to  rely  upon  the  prompt,  in- 
tense, and  sustained  anesthesia  produced  by  ‘Metycaine’ 
(Gamma-[2-methyl-piperidino]-propyl  Benzoate  Hy- 
drochloride, Lilly).  For  spinal,  regional,  and  infiltra- 
tional  anesthesia,  ‘Metycaine’  is  easily  controlled,  always 
reliable. 

‘Metycaine’  products  for  use  in  surgery,  urology,  rhi- 
nology,  obstetrics,  ophthalmology,  and  proctology  are 
available  through  your  regular  source  of  medical 
supplies. 


ELI  LILLY  AND  COMPANY.  INDIANAPOLIS  6,  INDIANA,  U.  S.  A. 


mr.  john  Morgan  Richards,  a chemist  in  Lon- 
don, England,  was  the  first  overseas  customer  of 
Eli  Lilly  and  Company.  The  transaction  occurred 
in  1884.  Over  the  years  the  demand  for  Lilly 
products  from  English  physicians  and  pharma- 
cists has  gradually  increased.  In  1934  the  branch 
office  was  opened  on  Dean  Street,  London,  and 
regular  calls  upon  members  of  the  medical  and 
pharmaceutical  professions  were  instituted. 

The  specifications  of  English  physicians,  to- 
gether with  the  growing  demand  from  the  Euro- 
pean and  Middle  Eastern  markets,  led  to  the 
construction  of  a modem  pharmaceutical  manu- 


facturing plant  at  Basingstoke  in  1939.  During 
the  war,  large  quantities  of  medicinals  were  sup- 
plied to  the  British  army  through  this  unit.  The 
friendly  relations  established  with  the  medical 
profession  in  this  area,  as  well  as  in  other  parts 
of  the  world,  have  facilitated  the  interchange  of 
mutually  helpful  scientific  information. 


A 15  x 12  reproduction  of  this  Edward  Wilson  illustration , suitable  for  framing,  is  available  upon  request. 
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THE  PRESENT  STATUS  OF 
DIABETES  MELLITUS— 1947 

Lewis  B.  Flinn,  M.  D. 

Wilmington,  Del. 

Twenty-five  years  ago  Banting  and  Best 
made  insulin  available  for  the  treatment  of 
diabetics.  What  is  the  present  status  of  dia- 
betes mellitus?  To  what  extent  have  the 
initial  hopes  as  to  the  control  or  cure  of  the 
disease  been  realized?  What  is  the  proper 
course  to  follow'  to  insure  the  best  care  from 
now  on? 

Certainly  diabetics  live  longer  than  they 
did  25  years  ago.  Their  life  expectancy  is 
approaching  that  of  the  population  at  large. 
In  1914  (Chart  1)  the  average  age  at  death 
was  44  years,  in  1944  it  was  64  years.  Recent 


TREAT  DIABETICS  TODAY, 
TOMORROW  AND  TWENTY  YEARS  HENCE 


ADVANCING  AVERAGE  AGE  AT  DEATH 


era 

NUMBER  OF 

AVERAGE  AGE 
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EXPECTATION  of  LITE  for  the  GENERAL 
POPULATION  AND  TOR  DIABETICS 
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8 

CHART  I 

figures  by  the  Metropolitan  Life  Insurance 
Company  given  at  the  annual  meeting  of  the 
American  Diabetic  Association  in  Atlantic 
City  in  June  1947  by  LI.  H.  Marks  indicate 
that  the  trend  is  still  up.  This  increase  in  the 
average  length  of  life  of  the  diabetic  is  mainly 
due  to  the  increase  in  life  span  of  the  young 
diabetic  and  the  decline  in  death  rate  from 
coma.  Before  insulin  (1922)  the  average  dia- 
betic child  lived  about  two  years  (Chart  2). 
Today  such  children  live  perhaps  15,  20  or 
more  years.  Up  to  1914  65%  of  patients  in 
diabetic  coma  died  (Chart  3),  from  1914  to 

“Read  before  the  Medical  Society  of  Delaware,  Wil- 
mington, October  15,  1948. 

""Director  of  Medicine,  Delaware  & Memorial  Hospitals. 


1922  50%  died;  from  1922  to  1929  20%  and 
now  in  most  clinics  still  less — Joslin’s  latest 
figures  being  under  2%.  Prompt  treatment, 
insulin  given  early,  frequently  and  generous- 
ly; fluids  especially  physiologic  saline  and  glu- 
cose given  in  adequate  amounts  are  the  main 
reasons  for  this  great  improvement.  However 
too  many  patients  still  die  in  coma  throughout 
the  country.  This  is  in  great  part  due  to  the 

UlABtllU  8IAI I8I1U8 

GEORGE  f BAKER  CLINIC 


INCREASING  DURATION  OF  LIFE  AFTER 
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fact  that  treatment  is  delayed  and  that  in- 
sufficient insulin  and  fluid  are  given.  Insulin 
resistance  is  increased  every  hour  the  patient 
remains  in  acidosis.  The  metabolic  clinic  at 
Duke  University  has  a coma  death  rate  of  18%. 
This  high  rate  is  undoubtedly  due  to  the  fact 
that  in  such  a rural  area  most  of  the  patients 
have  been  in  acidosis  a long  time  before  ad- 


21 


22 


Delaware  State  Medical  Journal 


February,  1948 


mission  to  the  hospital.  Also  as  Nicholson  and 
Branning1  have  pointed  out  some  patients  at 
first  respond  to  treatment,  regain  conscious- 
ness, the  C02  combining  power  returns  to  nor- 
mal, the  blood  sugar  drops  to  a reasonable 
level,  and  yet  they  suddenly  become  dyspneic 
and  die  in  collapse  from  potassium  deficiency. 
It  is  probably  important  therefore,  especially 
in  cases  of  diabetic  acidosis  of  long  standing, 
to  administer  potassium  carefully  in  addition 
to  sodium  chloride  and  glucose. 

Diabetics  are  now  able  to  undergo  major 
surgical  procedures  and  to  withstand  acute 
infections  with  comparative  ease.  Chemother- 
apy of  course  is  of  tremendous  help,  but  in- 
sulin in  suitable  amounts  at  the  right  time  is 
what  has  given  the  diabetic  almost  as  good  a 
chance  as  the  non-diabetic  in  such  emergencies. 

The  number  of  diabetics  in  the  country  is 
steadily  increasing.  This  is,  in  part,  due  to 
better  diagnosis.  However,  statistics  from  the 
Public  Health  Service,  life  insurance  com- 
panies and  several  large  diabetic  clinics  all 
indicate  that  there  is  a real  increase.  About 
55,000  new  cases  of  diabetes2  are  recognized 
annually  in  the  United  States;  40,000  die  each 
year.  Estimates  as  to  the  number  of  diabetic 
individuals  in  the  country  range  from  1 to  2 
million.  Perhaps  500,000  are  at  present  re- 
ceiving insulin,  and  yet  in  spite  of  insulin 
diabetes  is  now  eighth  as  a cause  of  death 
(Table  I).  This  figure  does  not  include  many 
ol'  the  patients  whose  degenerative  vascular 
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disease  of  which  they  died  was  caused  or  preci- 
pitated by  diabetes.  It  has  become  very  clear 
that  although  insulin  may  have  prolonged  life 


it  has  not  yet  prevented  premature  degenera- 
tive vascular  disease.  Arteriosclerosis,  coro- 
nary artery  disease  and  nephritis  are  now  the 
major  causes  of  death  in  diabetes  instead  of 
coma.  Even  in  1935  Joslin’s  figures  (Chart  4) 
indicated  that  deaths  from  coma  had  dropped 


CHART  IV 


from  64%  in  1914  to  8%  but  that  deaths  due 
to  arteriosclerosis  had  increased  from  18%  to 
56%.  Hoot3  called  attention  to  the  fact  that 
coronary  occlusion  occurs  in  32%  of  diabetics 
and  in  6%  of  non-diabetics  and  that  in  the 
diabetics  it  was  equally  divided  between  males 
and  females  where  as  in  non-diabetics  the  ratio 
is  about  five  males  to  one  female.  Sindoni4 
reported  that  of  1579  diabetic  deaths  at  the 
Philadelphia  General  Hospital  44.8%  were  due 
to  arteriosclerosis.  On  Welfare  Island5  it  was 
found  in  193  diabetic  autopsies  over  40  years  of 
age  that  arteriosclerosis  was  more  severe  and 
occurred  ten  years  earlier  than  in  nondiabetics. 
Other  degenerative  diabetic  abnormalities  such 
as  neuritis  and  neuropathy  are  of  common 
knowledge6.  In  a survey  of  100  diabetic  pa- 
tients who  had  had  diabetes  10  years  or  a little 
over  at  the  metabolic  clinic  of  the  University 
of  Pennsylvania7  a rather  low  incidence  of 
heart  disease  was  found.  In  the  same  group 
however  Leopold8  found  that  superficial  reti- 
nal hemorrhages  increased  with  duration  of 
the  diabetes  even  under  what  wras  considered 
well-controlled  treatment.  By  this  wTas  meant 
diets  containing  not  more  than  80  gms.  of  fat 
and  when  only  occasional  hyperglycemia  or 
glycosuria  was  found.  In  this  same  group9 
46%  of  the  women  and  22%  of  the  men  had 
arteriosclerosis  of  the  lower  extremities.  Laip- 
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ply10  among  others  indicated  that  the  condi- 
tion known  as  inter  cap  illary  glomerular  sclero- 
sis (Kimmelstiel- Wilson  syndrome)  is  the  one 
almost  pathognomic  pathological  finding  in 
diabetes.  It  was  present  in  63.7%  of  diabetic 
autopsies.  Hyalinization  of  the  islet  cells  was 
found  in  63.1%.  However  in  non-diabetics 
glomerular  sclerosis  is  found  only  in  2.4%, 
islet  hyalinization  in  13%. 

The  development  of  degenerative  vascular 
disease  in  the  juvenile  diabetic  is  particularly 
striking.  Eisele11  reported  a study  of  73  cases 
in  1942  all  of  whom  had  had  diabetes  in  March 
1922  when  insulin  was  first  available.  No  men- 
tion of  the  diet  was  made.  35%  had  large 
livers,  30%  had  arteriosclerosis  by  x-ray  of 
extremities,  55%  hau  retinopathy  and  70% 
had  either  retinal  or  peripheral  vascular  dam- 
age. How  much  the  pre-insulin  therapy  and 
the  high  fat  diet  in  the  early  insulin  era  were 
responsible  for  the  results  in  this  series  can 
only  be  conjectured.  O’Brien  and  Allen12 
found  that  4%  of  diabetics  under  31  had  the 
same  type  of  ocular  changes  as  old  diabetics. 
Wagener13  found  that  duration  of  the  diabetes 
is  a much  more  important  factor  than  is  the 
age  of  the  patient  as  indicated  by  his  findings 
that  among  patients  less  than  thirty  years  of 
age  who  had  had  diabetes  for  more  than  10 
years,  76  per  cent  had  retinopathy  while 
among  patients  more  than  thirty  years  of  age 
who  had  had  diabetes  for  more  than  10  years, 
only  64  per  cent  had  retinopathy.  In  a recent 
article  Dolger14  has  given  an  account  of  a series 
of  juvenile  patients  apparently  carefully  fol- 
lowed for  20  years.  As  indicated  in  Table  II 
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the  onset  of  punctate  retinal  hemorrhages  oc- 
curred on  an  average  at  almost  the  same  dura- 
tion of  the  disease  (10-13  years)  in  the  three 
groups  studied — (1)  termed  excellent  diabetic 


control,  (2)  fair  control,  and  (3)  poor  control. 
Five  patients  became  totally  blind.  By  ex- 
cellent control  was  meant  the  following  of  a 
moderately  high  protein  diet,  moderately  high 
carbohydrate  diet  with  fat  about  70  or  80  gms. 
Only  occasional  glycosuria  occurred.  No  men- 
tion was  made  of  the  blood  sugar.  27  of  200 
diabetic  patients  of  all  ages  became  blind, 
many  within  a year  after  the  appearance  of 
retinal  hemorrhage.  Not  1 of  200  patients, 
followed  25  years,  escaped  retinal  hemorrhage. 
55%  of  these  first  showing  retinal  hemorrhage 
also  had  hypertension  and  albuminuria. 

If  this  report  should  represent  a correct 
state  of  affairs,  we  must  conclude  either  that 
the  diabetic  control  called  excellent  is  not  good 
enough  or  that  there  is  some  fundamental  fac- 
tor in  diabetic  degeneration  other  than  hyper- 
glycemia. Other  investigators  and  clinicians 
still  feel  that  good  diabetic  control  postpones 
or  retards  the  onset  of  degenerative  vascular 
disease.  Ricketts15  has  marshalled  many  facts 
to  show  that  constant  hyperglycemia  hastens 
degeneration.  He  mentions  that  in  dogs  it 
causes  irreversible  diabetes.  After  several  days 
of  continuous  intravenous  glucose  hemorrhages 
occur  in  the  anterior  pituitary,  pancreas  and 
adrenal  cortex.  Cats  became  permanently  dia- 
betic from  intraperitoneal  injections  of  glu- 
cose. Anterior  pituitary  extract  induces  ca- 
nine diabetes  when  the  animals  are  well  fed. 
The  more  carbohydrate  in  the  diet  the  more 
damage  to  the  islet  cells.  Lukens  and  Dohan16 
produced  diabetes  in  partially  depancreatized 
cats  by  injection  of  anterior  pituitary  extract 
and  demonstrated  recovery  following  insulin 
or  following  a low  carbohydrate  diet.  How- 
ever continued  pituitary  injections  caused  per- 
manent irreversible  islet  beta  cell  damage. 
Boyd,  Jackson  and  Allen17  reported  that  69 
out  of  250  diabetic  children  showed  certain 
abnormalities.  Twelve  were  dwarfs,  eleven 
were  retarded  in  reaching  maturity,  six  had 
retinal  hemorrhage,  six  cataracts  and  twenty 
had  minor  subcapsular  capacities,  six  had  large 
livers,  and  a goodly  number  had  persistently 
carious  teeth.  These  findings  did  not  occur 
to  any  significant  degree  in  cases  under  good 
control.  Jackson  and  Kelly18  in  reviewing  rec- 
ords of  134  diabetic  children  showed  very  defi- 
nitely that  those  under  good  control  had  prac- 
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tically  normal  growth  curves  as  contrasted 
with  poor  growth  in  those  under  poor  control. 

Palmer19  stated  that  if  a sufficiently  large 
group  of  diabetic  patients  are  observed  over 
a sufficiently  long  period,  those  under  so-called 
adequate  control  will  be  found  to  suffer  less 
degenerative  change. 

Recently  we  have  re-examined  seventeen 
patients  whose  diabetes  began  before  the  age 
of  twenty  years.  Two  of  them  were  not  under 
our  care  and  had  severe  very  poorly  controlled 
diabetes  of  five  years  duration.  One  had  glo- 
merular nephritis  and  the  other  bilaterial  cata- 
racts. The  remaining  15  cases  all  moderately 
severe  and  some  very  severe  have  been  follow- 
ed for  nearly  the  entire  duration  of  their  dis- 
ease, four  to  twenty-two  years  (Table  III). 
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STABLE  III 

'"Ophthalmoscopic  examinations  were  made  by  Dr. 
N.  Cutler,  Director  of  Ophthalmology  and  Vascular 
X-rays  by  Dr.  W.  W.  Lattomus,  Director  of  Roent- 
genology at  the  Delaware  Hospital. 

Only  four  have  so  far  developed  signs  of  de- 
generative disease.  Case  4,  a boy  of  15  with  an 
eight-year  duration  who  has  been  only  fairly 
well  controlled  on  80  units  of  insulin  a day, 
shows  very  slight  x-ray  signs  of  sclerosis  of  the 
posterior  tibial  arteries.  Case  8,  a 27-year-old 
negro  with  a twelve-year  duration,  has  never 
followed  a prescribed  diet,  takes  80  units  of 
insulin  a day  and  has  always  been  under  very 
poor  control  except  when  hospitalized.  He 
shows  superficial  retinal  hemorrhages.  The 
two  other  cases,  No.  14  and  No.  15,  are  females 
whose  disease  is  of  20  to  22  years’  duration. 
The  former  has  definitely  sclerosed  posterior 


tibial  arteries  by  x-ray  (Plate  I),  has  had  an 
occasional  punctate  retinal  hemorrhage,  has 
pyelonephritis  and  has  had  two  normal  babies. 
She  was  never  well  controlled.  Case  No.  15 
has  been  under  fairly  good  control,  but  at 
present  has  symptomless  but  typical  diabetic 
retinitis.  The  average  duration  of  the  dis- 
ease of  the  four  patients  who  have  developed 
signs  of  degenerative  disease  is  16  years.  This 
is  a more  encouraging  figure  than  most  of  those 
found  in  the  literature. 

A brief  summary  of  the  four  main  theories 
of  the  pathogenesis  of  diabetes  may  be  of  in- 
terest. They  are  (1)  Primary  pancreatic  in- 
sufficiency, (2)  Soskin’s  Homeostatic  Liver 
Theory,  (3)  Himsworth’s  tissue  utilization 
theory  and  (4)  Cori  and  Stetten’s  Hexokinase 


PLATE  I 

X-ray  showing  sclerosed  arteries  of 
lower  leg  in  case  No.  14. 


theory.  The  oldest  and  at  least  until  recently 
the  most  widely  accepted  theory  of  the  cause 
of  diabetes  was  primary  pancreatic  islet  cell 
insufficiency.  Mirsky20  has  concluded  that  this 
must  be  merely  a secondary  factor.  He  point- 
ed out  that  Whipple  and  others  have  shown 
that  resection  of  the  entire  pancreas  in  man 
produces  only  a relatively  mild  form  of  dia- 
betes which  is  usually  controlled  with  small 
dosage  of  insulin.  Soskin21  demonstrated  that 
additional  insulin  from  the  islet  cells  is  not 
needed  to  produce  a normal  glucose  tolerance 
curve  in  depancreatized  dogs  in  normal  bal- 
ance on  a constant  insulin  dosage.  When  this 
experiment  was  reversed,  the  pancreas  left  in- 
tact and  a maintenance  dose  of  sugar  given,  a 
glucose  tolerance  test  gave  a typical  diabetic 
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curve.  Soskin  then  developed  the  liver  home- 
ostatic theory  of  carbohydrate  regulation. 
Each  individual  has  his  own  thermostatic  glu- 
cose level.  Sugar  is  released  or  stored  by  the 
liver  according  to  whether  the  blood  sugar 
rises  above  or  falls  below  the  individual’s  own 
thermostatic  level.  Hormone  affects  may  play 
a part  especially  those  of  the  anterior  pituitary 
and  adrenal  cortex.  The  actual  cause  of  dia- 
betes by  this  theory  remains  unanswered,  but 
it  is  suggested  that  there  may  lie  more  than 
one  type  such  as  pituitary,  adrenal  cortical, 
thyroid  and  pancreatic.  In  all  there  is  insulin 
deficiency.  In  all  hyperglycemia  prevails. 
Himsworth22  argues  that  the  liver  releases  or 
stores  sugar,  not  because  of  its  own  thermo- 
static mechanism,  but  because  of  the  utiliza- 
tion factor  of  carbohydrate  in  the  body  tissues. 
He  feels  that  this  is  a fine  trigger  mechanism 
and  is  based  upon  a head  of  pressure  repre- 
sented by  the  blood  sugar.  When  the  tissues 
need  sugar  the  liver  immediately  releases  su- 
gar. Insulin  enables  the  tissues  to  utilize  the 
sugar.  If  there  is  insufficient  insulin  due  to 
primary  or  secondary  pancreatic  insufficiency, 
more  sugar  is  released  to  increase  the  head  of 
pressure  in  an  attempt  to  compensate.  To 
some  degree  this  compensation  may  succeed 
in  diabetics  and  diabetics  may  be  better  off 
with  a blood  sugar  a little  higher  than  normal. 
The  object  of  this  sensitive  mechanism  may  be 
to  insure  an  adequate  sugar  supply  to  the  cen- 
tral nervous  system.  The  anterior  pituitary 
plays  an  active  role  in  release  of  sugar  and  may 
act  directly  on  the  liver.  Cori23  has  indicated 
that  there  is  an  enzyme,  hexokinase,  which 
hydrolyzes  glycogen  in  the  liver  and  that  this 
enzyme  is  influenced  by  insulin,  epinephrine, 
adrenal  cortical  hormone  and  anterior  pituit- 
ary hormone.  Steffen24  with  further  experi- 
mentation has  suggested  that  this  enzyme, 
hexokinase,  may  be  the  common  denominator 
in  solving  the  confusing  problem  of  carbohy- 
drate metabolism.  He  has  indicated  the  sev- 
eral steps  of  glucose  metabolism.  Glucose  is 
converted  to  glucose-6-phosphate  by  hexoki- 
nase present  in  the  liver  and  all  tissue  cells. 
This  process  is  activated  by  insulin,  apparently 
by  neutralizing  the  inhibiting  effect  of  the  an- 
terior pituitary  and  adreno-cortical  hormones. 
Insufficient  insulin  produces  the  condition 
knowm  as  diabetes.  The  main  objection  to  this 


theory  as  being  the  only  method  of  carbohy- 
drate regulation  is  the  Houssay  phenomenon. 
Here  the  pituitary  is  removed  in  a depancrea- 
tized  animal,  and  there  is  no  pituitary  hor- 
mone for  insulin  to  neutralize.  It  must  there- 
fore be  assumed  but  not  yet  proved  that  insulin 
acts  or  may  act  directly  on  the  hexokinase. 

At  present  from  a practical  point  of  view 
it  should  be  kept  in  mind  that  several  endo- 
crine glands  play  a part  in  the  diabetic  state 
and  that  eventually  we  may  be  able  to  recog- 
nize a pituitary  diabetes,  a thyroid  diabetes, 
an  adreno-cortical,  pancreatic  and  possibly  a 
liver  diabetes.  The  evidence  to  date  points  to 
the  fact  that  sooner  or  later  there  will  be  islet 
beta  cell  damage  if  the  disease  lasts  long 
enough,  is  severe  enough  and  if  hyperglycemia 
persists.  Whether  this  prolonged  hypergly- 
cemia is  the  cause  of  degenerative  vascular  dis- 
ease is  not  yet  proven,  but  the  evidence  sug- 
gests it.  It  will  take  perhaps  another  ten  years 
to  determine  whether  the  advocates  23  of  un- 
restricted diet  short  of  acidosis  and  discomfort 
are  right  in  their  hypothesis  that  elevated 
blood  sugar  is  of  no  consequence  in  the  treat- 
ment of  diabetes.  Therefore  it  may  not  be 
too  dogmatic  to  say  that  a patient,  especially 
a child,  if  treated  adequately  in  the  early  stage 
of  the  disease  will  have  less  hyperglycemia, 
will  sustain  less  islet  cell  damage  and  will  have 
less  severe  diabetes  in  the  future  than  if  such 
treatment  is  delayed.  Allow  the  hypergly- 
cemia to  continue  even  in  the  absence  of  symp- 
toms and  the  onset  of  degenerative  disease  may 
be  hastened!  The  majority  of  diabetic  spe- 
cialists feel  that  the  diet  of  choice  is  moder- 
ately high  protein  and  carbohydrate,  low  fat 
and  total  calories  sufficient  to  maintain  appro- 
priate weight.  This  diet  was  not  possible  be- 
fore insulin  and  only  slowly  was  adopted  after 
insulin.  Whether  high  fat  diets  play  a part 
in  causing  arteriosclerosis  in  the  diabetic  is 
not  yet  clear.  Wilder20  feels  that  the  evidence 
is  not  convincing.  Joslin27  and  his  co-workers, 
Sansom  and  others,  feel  that  dietary  fat  does 
play  a significant  part.  There  are  no  statistics 
available  for  a 20-year  survey  of  low  fat  diets. 
The  juvenile  eases  referred  to  above  even  in 
the  last  five  or  ten  years  ate  diets  containing 
perhaps  as  much  as  80  gms.  of  fat. 

In  an  attempt  to  keep  the  blood  sugar  level 
as  nearly  normal  as  constantly  as  possible  real 
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harm  may  be  done  because  of  hypoglycemia. 
Severe  hypoglycemia  attacks,  many  of  them 
bizarre  in  their  symptomatology,  not  only  tend 
to  frighten  the  patient  and  discourage  careful 
control  of  the  disease,  but  may  lie  dangerous. 
Occasionally  such  reactions  are  irreversible  in 
their  effect  on  the  brain.  Deaths  following 
insulin  shock  therapy  have  been  reported. 
Automobile  and  other  traffic  accidents  may 
be  due  to  insulin  reactions.  A sudden  drop  in 
the  blood  sugar  may  cause  coronary  accidents. 
Gilbert  and  Goldzieher28  have  demonstrated 
this  danger  in  electrocardiographic  experi- 
ments on  patients.  As  a result  of  30  units  of 
insulin  given  intravenously  there  developed 
moderate  elevation  of  the  S-T  segment  and  T 
wave  changes.  Adrenalin  produced  identical 
results.  Prostigmin  given  with  insulin  jiro- 
duced  no  change  and  glucose  given  with  insu- 
lin produced  no  change.  It  is  important  there- 
fore to  avoid  hypoglycemic  reactions.  Re- 
actions from  protamin  zinc  insulin  last  longer, 
are  more  insidious  in  onset,  and  may  be  more 
serious  than  those  due  to  the  quicker  acting 
insulins.  It  may  be  safer,  patients  may  feel 
better,  to  allow  the  blood  sugar  to  rise  to  170 
to  200  mg.%  after  meals.  According  to  Hims- 
worth22  this  may  be  a desirable  compensating 


cular  disease.  It  will  take  time,  perhaps  20 
years,  to  prove  this  concept,  but  what  a boon 
to  humanity  if  true!  The  advocates  of  un- 
restricted diet  and  unrestricted  hyperglycemia 
have  also  a case  to  prove.  No  treatment  pre- 


Tabi.f.  VII 


104  Cases 


Blood  Sugar  Lei  els  mg/ 100  cc.  / 
Before  meal  (fasting)  and  2 houA  dfter 


( post- prandial) 


meal 


Fast.  2 hrs. 
250 
216 
174- 
192 
226 
192 
204 
198 
290 
360 
224 
183 
230 
190 
224 
220 
195 
250 
169 
260 
224 
272 
308 
204 
262 
195 


190 

123 

60 

136 

114 

122 

130 

160 

157 

178 

103 

103 
120 
127 
77 
102 
140 
1 57 
74 
176 
166 
170 
169 
100 
131 
135 


Fait. 

122 

m 

91 
1 26 
11 2 
104 
157 
153 
98 
122 
98 
176 
122 
150 
94 
170 
104 
153 

157 

153 
166 

154 
93 

158 
126 
166 


2 hrs. 
244 

192 
186 
244 

193 
250 
300 
248 
204 
210 
204 
222 
210 
240 
270 
270 
250 
197 
300 
248 
220 
280 
240 
192 
244 
280 


Fast.  2 hrs. 


112 

115 

in 

135 

114 

184 

117 
157 
155 

116 

118 
129 
131 
100 
140 
135 

55 
122 

91 

166 

163 

178 

171 

56 
180 
131 


193 

183 

183 

195 

170 

340 

200 

183 

240 

192 
284 
190 
262 
204 
210 
188 
264 
210 
186 

193 
230 
266 
220 
172 
236 
180 


Fast.  2 hrs. 


116 

188 

150 

113 

139 

162 

82 

112 

150 

182 

173 

96 

107 

123 

105 

120 

60 

66 

118 

142 

122 

130 

130 

120 

127 

102 


200 

232 

190 

238 

236 

232 

158 

210 

300 

376 

310 

230 

220 

196 

360 

206 

270 

188 

192 

200 

244 

256 

210 

230 

190 

224 


TABLE  IV  — SINDONI 

vents  blindness  when  diabetic  retinitis  once 


hyperglycemia.  Unfortunately  for  the  ma- 
jority of  patients  this  postprandial  rise  is  not 
accurately  checked  and  is  allowed  to  rise  far 
above  200  mg.%  and  may  be  a major  factor  in 
precipitating  degenerative  disease. 

Many  mild  diabetics  have  normal  fasting 
blood  sugars.  It  is  suggested  therefore  that 
routine  blood  sugar  determinations  be  made 
1J/2  to  2 hours  after  a meal.  A clinical  ex- 
periment by  Sin  don  i4  as  seen  in  Table  IV  ex- 
emplifies this  point.  Recently  Wilkerson28  re- 
ported an  interesting  survey  in  a small  New 
England  community.  The  local  medical  so- 
ciety co-operated  with  the  U.  S.  Public  Health 
Service.  60%  of  the  population  volunteered. 
Blood  sugar  determination  and  urinalyses 
were  made  1%  hours  after  the  noon  meal.  The 
result  of  the  experiment  revealed  just  twice 
as  many  diabetics  as  were  previously  known. 
By  analogy  there  may  be  twice  as  many  dia- 
betics in  Delaware  and  in  the  United  States 
than  are  now  known.  Early  adequate  treat- 
ment may  change  the  present  statistics  in  that 
fewer  patients  may  develop  degenerative  vas- 


starts.  Why  not  try  harder  to  prevent  the 

retinitis? 

Ten  Diabetic  Aphorisms 

1.  Take  post-prandial  blood  sugars  to  fa- 
cilitate early  diagnosis  of  diabetes. 

2.  Endeavor  to  overcome  the  stigma  of  dia- 
betes and  try  to  make  the  diabetic  a hap- 
py and  useful  citizen. 

3.  Prescribe  a low  fat,  moderately  high  pro- 
tein and  moderately  high  carbohydrate 
diet  with  total  calories  limited  to  the  re- 
quirements of  the  individual  patient. 

4.  Keep  the  patient  as  free  as  possible  from 
glycosuria  and  keep  the  blood  sugar  as 
nearly  normal  as  possible  with  perhaps 
a post-prandial  rise  between  150  and 
200  mgs.% 

5.  Avoid  unnecessary  blood  sugar  determi- 
nations. They  are  seldom  necessary  when 
there  is  glycosuria.  They  are  important 
when  the  urine  shows  little  or  no  sugar. 

6.  Remember  that  diabetic  acidosis  is  an 
extreme  hospital  emergency. 

7.  Avoid  insulin  reactions. 
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8.  Be  constantly  on  the  watch  for  evidence 
of  degenerative  vascular  disease  of  which 
65%  of  present-day  diabetics  die  and 
which  the  procedures  mentioned  above 
may  retard  but  probably  not  prevent. 

9.  Be  encouraged  by  the  fact  that  the  aver- 
age length  of  life  of  the  diabetic  is  still 
increasing  each  year. 

10.  Although  recent  research  and  investiga- 
tions now  under  way  suggest  that  there 
may  be  more  than  one  type  of  diabetes 
and  that  perhaps  there  may  be  some 
other  as  yet  unidentified  fundamental 
disturbance  causing  degenerative  changes 
— remember  that  at  present  in  treating 
diabetes  control  of  the  hyperglycemia  is 
paramount — give  insulin  properly  and 
too  early  rather  than  too  late. 
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Diabetes  in  a New  England  Town,  J.  A.  M A 135- 
209-216,  1947. 

Discussion 

Dr.  J.  M.  Barsky  (Wilmington)  : First  I 
want  to  congratulate  Dr.  Flinn  on  his  very 
interesting  paper  on  which  lie  has  undoubtedly 
spent  a great  deal  of  time. 

The  remarks  he  made  can  only  be  reiterated 
time  and  time  again.  It  was  of  particular 
interest  to  note  that  he  said  in  twenty  years 
we  will  probably  get  the  result  of  what  we  are 
doing  today  with  a change  in  our  diet.  When 
insulin  was  first  discovered  in  the  ’20's  you 
may  remember  they  had  low  carbohydrates 
and  low  fat  diet.  There  is  a possible  chance 
twenty  years  later  we  are  getting  the  result 
of  that  high  fat  diet  in  the  vascular  degenera- 
tion we  are  having  today. 

In  the  experiment  which  he  mentioned  in 
the  New  England  town  the  result  showed  that 
two  per  cent  of  the  population  of  the  United 
States  is  afflicted  with  diabetes.  That  again 
is  another  revision  upward  of  incidence  of 
diabetes  in  the  United  States.  We  have  in- 
creased, it  is  true,  the  life  span  in  the  diabetic. 
Possibly,  therefore,  we  are  now  seeing  vascular 
changes  which  we  were  not  aware  of  in  pre- 
vious decades.  However,  the  increase  in  the 
life  span  is  mainly  due  to  the  increase  in  the 
life  span  of  the  child,  which  was  formerly 
doomed  to  death. 

I would  like  to  emphasize  again  that  most 
authorities  agree  that  the  length  of  time  of 
the  duration  of  diabetes  is  the  predominating 
factor,  not  the  severity  of  it,  in  the  amount  of 
insulin  required  to  control.  Proper  care, 
proper  diet,  proper  administration  of  insulin 
are  still  of  paramount  importance.  What  the 
end  result  is,  we  cannot  tell.  Is  there  a fer- 
ment in  the  pancreas  that  is  affected  and  is 
not  thrown  into  the  blood  stream?  Is  the  pan- 
creatic concept  a result  and  not  a cause  of 
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diabetes?  All  these  things  are  now  being  in- 
vestigated to  try  to  answer  in  the  future  the 
whys  and  wherefores  of  this  disease  which  is 
becoming  one  of  the  main  killers,  not  through 
itself  but  through  the  complications,  to  reach 
the  point  Dr.  Flinn  has  shown  you,  that  it 
ranks  eighth  in  the  killers  of  this  country. 

I wish  to  again  congratulate  Dr.  Flinn  on 
a most  excellent  paper. 

Dr.  H.  S.  Riggin  (Seaford)  : I would  like 
to  ask  Dr.  Flinn  if  nervous  strain  and  severe 
nervous  shock  causes  any  condition  that  in 
turn  causes  diabetes? 

Dr.  Flinn  : I doubt  very  much  if  it  causes 
diabetes,  but  it  certainly  can  aggravate  a case 
of  diabetes  to  cause  hyperglykemia  and  a bor- 
derline control  may  throw  the  patient  out  of 
control. 


RE:  POLIOMYELITIS 
IN  DELAWARE,  1947 

A.  Parker  Hitchens,  M.  DA 
Wilmington,  Del. 

The  preventive  aspects  of  a communicable 
disease  far  outweigh  its  clinical  implications 
especially  when  there  is  no  rapid  laboratory 
test  for  diagnosis  and  no  dependable  thera- 
peutic measure  available  for  treatment  of  the 
malady  in  question. 

Argument  upon  this  basic  fact  is  futile 
when,  in  addition,  we  know  little  about  the 
etiologic  agent  and  its  vectors  or  its  modes  of 
transmission. 

This  is  the  important  lesson  which,  surpris- 
ingly enough,  needs  “to  be  learned”  and  “put 
down  in  the  book  and  memorized. 

The  “epidemic”  of  infantile  paralysis  which 
began  “raging”  in  our  community  on  July 
twenty-third  illustrates  this  lesson.  When  the 
family  doctor,  upon  examination  of  the  first 
two  patients  found  enough  evidence  to  make 
him  suspect  he  was  dealing  with  poliomyelitis, 
he  called  in  the  chief  of  service  at  the  local 
communicable  diseases  hospital.  The  diagnosis 
was  confirmed,  necessarily  upon  clinical  evi- 
dence alone.  The  management  and  treatment 
of  these  patients,  in  the  hospital,  would  scarce- 
ly have  been  different  even  if  no  name  at  all 
had  been  used  as  the  admitting  diagnosis. 

’Health  Commissioner,  City  of  Wilmington,  Chief,  De- 
partment of  Epidemiology,  Wilmington  General  Hospital. 
rtCf.  Editorial,  The  Journal,  September,  1947] 


Careful,  unbiased,  study  of  every  patient  ad- 
mitted— up  to  the  present — subject  to  admis- 
sion, in  consultation  and  on  the  basis  of  labora- 
tory tests  for  other  possible  infections,  re- 
vealed, in  a few  cases,  a different,  and  specific 
etiologic  agent.  This  was  accepted  as  elimi- 
nating the  possible  participation  of  poliomye- 
litis virus.  With  regard  to  one  fatal  case,  final- 
ly called  meningococcus  meningitis,  laboratory 
studies  are  being  continued  to  determine 
whether  or  not  there  was  actually  an  initial 
or  participating  virus  infection. 

One  difference  between  this  and  previous 
local  outbreaks  soon  became  conspicuous.  Here- 
tofore it  had  been  unusual  to  find  more  than 
one  case  in  a family ; this  year,  two  or  more 
cases  in  one  household  were  being  reported  in 
greater  proportion.  This  difference  might  be 
significant ; its  actual  basis  could  be  discovered 
only  through  laboratory  studies  such  as  could 
not  be  made  locally.  In  the  language  of  “to- 
bacco mosaic”  or  that  of  influenza,  for  illus- 
tration, we  might  be  dealing  this  year  with  a 
“Strain  B, ” whereas,  in  previous  years,  the 
“Strain  A”  had  been  more  common.  In  any 
case,  we  needed  scienitfic  aid  and  on  August 
14,  1947,  a long-distance  call  was  made  to  the 
headquarters  of  the  National  Foundation  for 
Infantile  Paralysis.  Of  course,  they  respond- 
ed immediately  and  in  due  time  the  results  of 
Dr.  Robert  Ward’s  studies  will  be  revealed 
to  us. 

Not  many  days  later,  (on  August  19,  1947), 
the  privilege  was  offered  to  the  Board  of 
Health,  of  having  this  area  used  by  a tech- 
nical unit  of  the  United  States  Public  Health 
Service  to  study  the  practical  importance  of 
flies  in  the  transmission  of  poliomyelitis.  The 
offer  was  accepted  without  hesitation  by  the 
President  of  the  Board  of  Health  and  the  unit 
arrived  here  the  following  morning. 

An  essential  factor  in  any  such  study  is  the 
exact  nature  and  identity  of  the  causative 
agent  for  which  the  flies  might  be  the  vector. 
Therefore,  a medical  officer  of  the  service  and 
member  of  the  unit,  Dr.  Ralph  Paffenbarger, 
skilled  in  the  clinical  study  of  virus  infections, 
took  up  quarters  in  the  Doris  Memorial  Hos- 
pital. From  the  time  of  his  arrival  he  exam- 
ined, thoroughly  and  without  delay,  every  pa- 
tient admitted.  He  sent  to  the  virus  labora- 
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tory  in  Montgomery,  Alabama,  for  the  careful 
study  and  eventual  report,  the  following  spec- 


imens : 

Sera : 

Acute  cases 39 

Convalescent  cases 33 

Stools : 

Acute  cases 31 

Convalescent  cases 7 

Nasopharyngeal  washings 45 

Spinal  fluids 26 

Whole  blood  from  possible  cases  of 

lymphocytic  choriomeningitis  . . 3 

Autopsy  specimens  from  meningitis 

patient 1 


On  August  27,  Dr.  Joseph  L.  Melnick  of  the 
Virus  Laboratory,  Yale  University  Medical 
School,  visited  Wilmington,  chiefly  to  obtain 
specimens  of  feces  from  poliomyelitis  patients. 
This  material  he  intended  to  use  as  a source 
of  virus  needed  for  a current  research  prob- 
lem. He  notified  us  on  September  18,  that 
the  pooled  fecal  specimens  from  3 patients  had 
caused  poliomyelitis  in  one  of  his  monkeys. 
The  following  had  been  sent  to  Dr.  Melnick 
for  study : 

Approximately — 50  birds. 

Pooled  stool  specimens  from  approximately 
35  patients. 

Pooled  spinal  fluids  from  approximately 
12  patients. 

It  was  through  the  kindness  of  Dr.  Paffen- 
barger  that  the  pooled  fecal  specimens  were 
prepared  and  shipped  to  Dr.  Melnick. 

Furthermore,  Superintendent  of  Public 
Safety  Andrew  J.  Kavanaugh  very  kindly  ar- 
ranged to  have  Sergeant  Leonard  Hamilton 
procure  50  birds  of  various  kinds  for  shipment 
to  Dr.  Melnick.  It  is  well  known  that  certain 
birds  are  carriers  of  diseases  very  fatal  to  man, 
e.  g.,  psittacosis.  It  is  also  known  that  certain 
birds  are  eaters  of  flies;  now,  if  they  should 
eat  infected  flies  they  might  be  a means  of 
spreading  infectious  material.  Birds  are  also 
infected  with  mites  and  other  insect  pests. 
Species  of  mites  are  known  to  be  carriers  of 
scrub-typhus  (tsutsugamushi)  and  rickettsial 
pox.  The  latter  disease  has  only  recently  been 
discovered.  It  is  safe  to  predict  that  our 
knowledge  of  the  number  and  identity  of  virus 
and  rickettsial  diseases  is  by  no  means  com- 
plete. 


As  a result  of  the  visit  to  Doris  Memorial 
Hospital,  of  Dr.  Joseph  Stokes,  Jr.,  Professor 
of  Pediatrics  at  the  University  of  Pennsyl- 
vania School  of  Medicine  and  Director  of  the 
Children’s  Hospital,  of  Philadelphia,  we  learn- 
ed that  certain  of  the  leading  virus  experts 
of  the  country  are  suspecting  that  there  are 
two  causative  agents,  and  not  one  only,  in- 
volved in  this  year’s  outbreak  of  infantile 
paralysis.  Research  upon  this  point  is  being 
carried  on,  especially  in  connection  with  the 
Akron,  Ohio,  epidemic.  Possibly  there  are 
more  than  two;  laboratory  research,  only,  can 
give  us  the  answer. 

At  one  time,  we  thought  typhoid  fever  was 
a single  clinical  entity.  As  a result  of  labora- 
tory studies,  paratyphoid  A,  and  paratyphoid 
B were  identified.  There  are  at  least  3 species 
of  the  brucella  or  undulant  fever  bacillus; 
there  are  more  than  50  types  of  the  pneumo- 
coccus. Virus  studies  have  revealed  the  ex- 
istence of  types  or  strains  differing  among 
themselves  as  members  of  a group. 

Last  year,  a disease,  not  heretofore  identi- 
fied, which  had  some  of  the  early  symptoms 
common  to  infantile  paralysis  and  several 
other  diseases,  was  discovered  in  a rural  county 
of  Tennessee.  So  far,  it  has  been  given  no 
other  name  than  Giles  County  malady. 

Contemplation  of  these  developments  and 
additions  to  our  knowledge  of  the  etiology 
and  epidemiology  of  communicable  diseases 
can  scarcely  justify  disagreements  with  re- 
gard to  diagnosis  upon  the  basis  of  clinical 
study  alone.  The  opinion  of  one  alert  physi- 
cian, devoted  to  the  welfare  of  his  patients  and 
to  the  community,  supported  by  consultants 
of  his  own  choosing,  is  likely  to  be,  at  least, 
equal  to  that  of  a committee. 

Furthermore,  when  all  the  scientific  facts, 
resulting  from  the  management  of  this  out- 
break, of  whatever  it  may  prove  to  have  been, 
have  been  assembled  and  assimilated,  the  con- 
clusion will  be  plain : that  no  previous  sum- 
mer and  fall  epidemic  disease  resembling  in- 
fantile paralysis,  and  occurring  here,  has  been 
studied  with  equal  care. 

The  statement  that  “the  initial  branding” 
— as  “actual  polio  every  suspicious  case” — 
“created  a hysteroid  atmosphere  here  at  home, 
and  one  of  great  apprehension  abroad”  is  a 
deduction  almost  certainly  in  error.  The 
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“liysteroid  atmosphere”  is  much  more  likely 
to  have  been  created  by  the  very  first  recog- 
nition, by  local  residents  of  the  actual  state  of 
environmental  sanitation  in  their  city.  Get- 
ting the  people  to  look  and  see — and  not  mere- 
ly look — is  one  of  the  stereotyped  techniques 
of  public  health  education. 

There  seems  to  be  scientific  evidence  to  sup- 
port the  hypothesis  that  the  virus  of  infantile 
paralysis  is  harbored  in  the  intestinal  waste 
of  cases  and  carriers.  This  would  mean  that 
open  privies  and  sewers  might  be  centers  from 
which  the  virus  could  be  disseminated  to  sus- 
ceptible persons  by  direct  contact,  by  flies, 
by  polluated  hands  and  vessels,  on  dust  or  fly 
contaminated  food,  and  by  innumerable  ways. 

With  these  matters  the  people  of  Wilming- 
ton are  now  acquainted  and  they  will  not  for- 
get. They  will  be  satisfied  only  by  remedial 
sanitary  engineering.  They  know  “there  will 
be  another  year  and  perhaps  another  epi- 
demic!”— unless  and  until  — ? 

This  is  the  lesson,  it  has  been  learned — 
here  is  the  achievement  in  public  health  edu- 
cation. Only  those  persons  who  are  seriously 
working  for  the  advancement  of  preventive 
medicine  locally  will  realize  to  how  great  an 
extent  our  misfortune  of  1947  has  been  trans- 
muted into  an  achievement. 


THE  WILMINGTON  BOARD  OF 

HEALTH  AND  THE  RAPID  TREAT- 
MENT CENTERS  FOR  SYPHILIS 

George  J.  Boines,  M.  D.* 
Wilmington,  Del. 

The  Wilmington  Board  of  Health  received 
its  powers  as  an  organized  Health  Board  on 
May  26,  1945,  when  the  City  Council  adopted 
the  City  Sanitary  Code.  The  sanitary  code 
powers  were  further  augmented  by  the  Dela- 
ware State  Legislature,  at  its  1947  session, 
when  it  enacted  House  Bill  No.  335,  (amend- 
ing Chapter  25,  as  amended,  Revised  Code 
of  Delaware  1935),  which  provides  that  “mu- 
nicipalities and  local  public  health  officials 
shall  have  the  power  and  authority,  with  the 
consent  and  approval  of  the  State  Board  of 
Health,  to  adopt  such  ordinances  or  regulations 
in  addition  to  such  regulations  of  the  State 
Board  of  Health  as  shall  be  consistent  with 
the  law  and  the  purposes  set  forth  in  this  sec- 

“President,  Wilmington  City  Board  of  Health. 


tion.”  The  State  Board  of  Health  gave  its 
“consent  and  approval”  to  the  sanitary  code 
of  Wilmington  at  its  regular  meeting  on  June 
22,  1947.  Thus  the  Wilmington  City  Board 
of  Health  was  given  power  to  enact  and  en- 
force regulations  which,  for  practical  pur- 
poses, may  in  some  ways  differ  from  the  State 
regulations. 

The  foregoing  provide,  briefly,  the  founda- 
tion for  and  the  history  of  the  Wilmington 
Department  of  Health  and  the  authority  un- 
der which  the  Board  and  its  appointed  officials 
function. 

The  duties  of  the  Board  of  Health  are  out- 
lined under  two  broad  headings: 

1.  To  prevent  and  control  the  spread  of 
all  diseases  that  are  dangerous  to  the 
public  health ; and 

2.  To  protect  and  promote  the  public 
health  generally  and  to  enforce  all  of 
the  laws  and  ordinances  pertaining  to 
the  public  health. 

In  carrying  out  its  duties  the  City  Board  of 
Health  has  established  a policy  of  cooperation 
with  the  medical,  dental,  and  nursing  profes- 
sions. The  Board  has  repeatedly  stated  that 
its  policy  has  been  to  work  in  cooperation  with 
and  not  in  competition  with  any  health  or 
medical  agency. 

The  Department  of  Health  is  one  of  the  im- 
portant. units  in  the  city  government.  The 
medical  profession  is  not  only  vitally  concem- 
ed  in  its  activities  but  is  also  very  eager  to 
cooperate  in  its  efforts  to  apply  the  science 
of  preventive  medicine  to  every  member  of  our 
community.  The  present  structure  of  the  lo- 
cal Health  Board  is  made  up  of  the  following 
personnel:  The  “Board”  consists  of  four 

citizens  appointed  by  the  Mayor  and  Council 
of  Wilmington — two  physicians,  a business 
man,  and  a master  plumber.  A health  com- 
missioner who  is  a qualified  public  health  phy- 
sician working  on  a fulltime  basis  is  respon- 
sible to  the  Board.  An  executive  secretary, 
a lay  business  man,  is  in  charge  of  the  office, 
of  vital  statistics,  and  of  the  collection  of  gar- 
bage. The  other  personnel  consists  of  one 
bacteriologist,  one  laboratory  technician  in 
charge  of  milk,  cream,  and  other  examinations, 
one  laboratory  assistant ; one  supervising 
nurse  and  three  staff  nurses,  one  dairy  inspec- 
tor, one  milk  inspector,  one  meat  inspector, 
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six  sanitary  inspectors,  one  chief  clerk,  one 
secretary  to  the  commissioner,  one  stenogra- 
pher, and  two  clerk  typists.  The  Board  has 
funds  available  to  employ  physicians  to  carry 
out  vaccinations  and  immunizations  in  schools 
or  in  emergencies  for  the  general  population. 
Three  city  physicians  are  on  the  payroll  for 
the  care  of  the  medically  indigent.  When  ad- 
ditional public  health  nursing  services  are 
needed,  the  experienced  local  Visiting  Nurse 
Association  is  available  and  employed.  As  the 
local  Board  takes  over  more  responsibility  its 
personnel  will  be  gradually  increased  to  the 
number  necessary  for  a modern,  local,  full- 
time health  department. 

Before  the  adoption  of  the  Sanitary  Code 
and  the  employment  of  a City  Health  Com- 
missioner, practically  all  of  the  health  activi- 
ties for  the  city  of  Wilmington  were  being 
carried  out  by  the  State  Board  of  Health. 
Some  of  the  activities  are  still  under  the  juris- 
diction of  the  State,  but  the  city  is  gradually 
taking  over  all  health  services  so  that,  with 
the  cooperation  of  the  State  Board  of  Health, 
the  city  will  assume  full  responsibility  for  all 
health  activities  within  the  city. 

Two  of  the  most  important  principles  that 
the  local  health  board  strives  to  promote  are, 
first,  Health  Education,  and  second,  Disease 
Prevention.  Dr.  Wilson  G.  Smillie,  in  his 
excellent  text  book  on  Preventive  Medicine 
and  Public  Health  (pp.  364,  492),  gives  us 
two  quotations  from  Lemuel  Shattuck  which 
outline  the  modem  concept  of  public  health : 

“The  great  object  of  sanitary  science  is  to 
teach  people  the  causes  of  disease, — how  to 
remove  or  avoid  these  causes, — how  to  prevent 
disease, — how  to  live  without  being  sick, — how 
to  increase  the  vital  force, — how  to  avoid  pre- 
mature decay.  And  one  of  the  most  useful 
reforms  which  could  be  introduced  into  the 
present  constitution  of  society  would  be,  that 
the  advice  of  the  physician  should  be  sought 
for  and  paid  for  while  in  health,  to  keep  the 
patient  well ; and  not,  as  now,  while  in  sick- 
ness, to  cure  disease,  which  might  in  most  cases 
have  been  avoided  or  prevented.” 

“It  is  the  duty  of  the  State  to  extend  over 
the  people  its  guardian  care,  that  those  who 
cannot  or  will  not  protect  themselves,  may 
nevertheless  be  protected ; and  that  those  who 
can  and  desire  to  do  it,  may  have  the  means 


of  doing  it  more  easily.  This  right  and  au- 
thority should  be  exercised  by  wise  laws,  wise- 
ly administered  ; and  when  this  is  neglected  the 
State  should  be  held  answerable  for  the  con- 
sequences of  this  neglect.” 

The  present  city  health  program  includes 
the  following  phases:  1.  Sanitation;  2.  Vital 

statistics;  3.  Communicable  disease  control; 
4.  Tuberculosis  control;  and  5.  Venereal  dis- 
ease control. 

In  sanitation,  the  program  of  sewer  survey 
started  last  summer  in  an  effort  to  control  the 
poliomyelitis  epidemic  should  be  remembered. 
A general  survey  in  the  city  revealed  that 
there  were  437  homes  with  outside  open  pit 
privies.  Of  these,  258  properties  had  sewers 
adjacent.  Since  April  1,  1947,  200  have  con- 
nected witli  the  sewers  and  the  others  are  in 
process  of  doing  so.  There  are  179  properties 
which  have  no  adjacent  sewers,  and  for  these 
homes,  arrangements  are  being  made  by  the 
Street  and  Sewer  Department  to  have  adja- 
cent sewers  installed  before  next  summer  ar- 
rives. The  sewer  survey  also  emphasized  the 
existence  of  a large  number  of  open  sewers 
which  empty  into  the  Brandywine  and  the 
Christina  rivers  which  How  thru  the  city.  As 
a result  of  these  unsanitary  sewer  conditions, 
the  city  has  taken  active  steps  to  build  sewage 
disposal  and  treatment  plants.  Thus  far  the 
epidemiological  studies  tend  to  show  that  the 
poliomyelitis  outbreak  of  1947  had  its  begin- 
nings with  children  who  were  playing  in  one 
of  the  open  sewers,  and  a small  typhoid  fever 
outbreak  was  traced  to  a child  swimming  in 
water  where  a sewer  which  was  draining  the 
home  of  a typhoid  carrier,  was  emptying. 

Among  other  duties  of  sanitation,  the  local 
health  board  takes  care  of  collections  and  dis- 
posal of  garbage ; has  prohibited  the  dumping 
within  the  city  limits,  and  arrangements  have 
been  made  to  carry  all  burnable  material  to 
the  city  incinerator.  Inspectors  make  syste- 
matic inspections  and  enforce  sanitation  in 
(1)  eating  establishments,  (2)  grocery  stores, 
(3)  dairy  farms,  (4)  housing,  (5)  theatres, 
(6)  comfort  stations,  (7)  nursing  homes,  (8) 
alleys  and  yards,  (9)  curbstone  markets, 
(10)  dairies,  (11)  ice  cream  and  soft  drink 
establishments,  (12)  swimming  pools,  (13) 
eradication  of  weeds,  and  arrange  that  (14) 
outside  water  supply  shall  be  gradually  elim- 
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mated  at  homes.  Rat  control  is  done  in  the 
city  dumps,  and,  when  requested  by  the  ten- 
ants, in  homes.  A large  variety  of  health  nuis- 
ance complaints  are  investigated  and  cor- 
rected. 

The  city  health  board  nurses  perform  a va- 
riety of  duties  such  as  health  education,  follow 
contacts  of  reported  communicable  disease  pa- 
tients, do  physical  examinations  in  the  colored 
schools,  take  blood  tests  from  all  food  handlers 
before  they  are  given  a health  card,  follow'  up 
venereal  disease  contacts  and  delinquents,  et 
cetera. 

The  laboratory  does  Mazzini  and  Kahn  sero- 
logic tests  on  blood  taken  from  prospective 
food  handlers  and  many  preemployment  in- 
dustry workers,  tests  sputum  for  sanatoria  and 
private  physicians,  tests  all  the  milk  for  the 
city,  and  performs  a variety  of  other  labora- 
tory examinations  for  indigent  patients. 

Vital  statistics  are  kept,  analyzed,  and  filed 
by  the  local  board. 

Tn  communicable  disease  control,  the  Board 
attempts  to  enforce  the  quarantine  regulations 
whenever  a physician  reports  a communicable 
disease.  Immunization  clinics  have  been  es- 
tablished, and  immunization  in  the  public  and 
parochial  schools  is  being  done.  In  1947,  about 
3,000  public  school  and  1,500  parochial  school 
children  were  immunized  against  diphtheria 
and  pertussis.  About  10,000  school  children 
were  vaccinated  for  small  pox  in  1947.  Im- 
munization material  is  being  supplied  to  the 
hospitals  and  physicians  gratis,  through  the 
cooperation  of  the  State  Board  of  Health 
which  made  the  material  available  to  the  local 
board. 

The  progress  in  tuberculosis  control  is  very 
encouraging.  The  State  sanatoria  have  been 
very  cooperative  in  making  room  for  all  active 
cases  as  they  are  discovered.  Plans  are  in 
progress  to  conduct  a mass  x-ray  survey  by 
the  United  States  Public  Health  Service. 
Every  year  all  food  handlers  are  requested  to 
have  a chest  x-ray  before  they  are  given  a 
health  card.  This  survey  is  conducted  by  the 
State  Board  of  Health  Mobile  Unit  with  the 
cooperation  of  the  Delaware  Anti-Tuberculosis 
Society.  A number  of  new  cases  are  discov- 
ered each  year;  positive  findings  are  revealed 
exclusively  to  the  family  doctor.  This  year 
the  Delaware  Anti-Tuberculosis  Society  has 


completed  the  installation  of  x-ray  equipment 
in  its  building  on  Delaware  Avenue.  This 
machine  will  be  used  all  the  year  for  the  pre- 
employment x-ray  of  food  handlers  and  other 
cases  referred  by  physicians.  Tuberculosis 
still  causes  more  deaths  between  the  ages  of 
15  and  45  than  any  other  disease.  In  1946 
there  were  125  deaths  from  tuberculosis  in  the 
State  of  Delaware ; 62  of  these  were  in  Wil- 
mington ; 36  persons  w'ere  white  and  26  color- 
ed. Generally  speaking,  the  T.  B.  death  rate  for 
Delaware  has  been  increasing  since  1943, 
whereas  the  national  death  rate  has  been  de- 
creasing. The  Delaware  death  rate  for  1946 
was  higher  than  the  national  rate.  It  is  thus 
evident  that  a great  deal  of  work  has  to  be 
done  by  the  local  health  board  in  cooperation 
with  the  physicians  and  all  health  agencies  to 
see  that  every  effort  is  put  forth  to  find  and 
report  every  case  as  soon  as  possible.  Accord- 
ing to  authorities  on  tuberculosis  there  are  nine 
active  and  nine  arrested  cases  of  tuberculosis 
for  every  annual  death  in  a community  where 
active  search  for  cases  is  made.  Here  is  a chal- 
lenge to  the  health  agencies  to  discover  at  least 
600  active  cases  of  tuberculosis  in  Wilming- 
ton. 

The  venereal  disease  program  is  one  of  ma- 
jor importance.  Details  have  not  yet  been 
worked  out  for  the  assumption  of  full  respon- 
sibility by  the  City  Board  of  Health.  The 
city  began  with  the  establishment  of  rapid 
treatment  centers  for  the  treatment  of  syphilis 
with  penicillin.  The  first  center  was  started 
in  the  New'  Castle  County  Workhouse  for  the 
treatment  of  syphilitic  inmates.  The  program 
started  with  fifty-five  patients  and  later  ex- 
tended to  68.  Although  we  are  not  prepared 
to  make  a complete  report  at  this  time,  it  can 
be  stated  that  the  method  was  found  practical 
and  efficient  in  rendering  the  patients  non- 
infectious  and  in  giving  them  complete  courses 
of  therapy  without  interruption.  The  Health 
Commissioner  is  empowered  by  law  to  keep 
an  inmate  in  the  workhouse  as  long  as  is  neces- 
sary for  treatment,  especially  in  individuals 
who  are  transients  or  who  are  habitually  de- 
linquents. The  second  rapid  treatment  center 
was  initiated  by  the  City  Board  of  Health  at 
the  Wilmington  General  Hospital  for  out- 
patient cases  who  are  treated  daily  with  peni- 
(Concluded  on  Page  37) 
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Worth  Watching 

Socialized  medicine  goes  into  effect  in  Great 
Britain  on  Monday,  July  5,  1948.  The  Ameri- 
can profession  is  grateful  that  the  enslavement 
of  their  British  confreres  does  not  begin  on 
July  the  Fourth,  our  anniversary  of  freedom. 
Britain’s  Labor  Government  embarks  non- 
chalantly on  this  enormously  expensive  ex- 
periment at  the  very  time  it  is  on  its  knees 
begging  Uncle  Sam  to  lend  more  billions  to 
fend  off  its  impending  bankruptcy.  We  be- 
lieve that,  if  the  British  people  were  fully  in- 
formed of  the  full  implications  of  this  medical 
socialization,  along  with  that  of  the  banks, 
railroads,  etc.,  they  would  overthrow  this  gov- 
ernment by  a good  majority. 

Despite  the  shortcomings  of  the  medical 
practice  of  today  laymen  who  think  are  not 
too  sure  that  Britain  is  stepping  out  on  the 
right  foot.  The  following  editorial  from  the 


Baltimore  Bun  of  February  20th,  is  a case  in 
point : 

TROUBLE  AHEAD  FOR 

THE  BRITISH  MEDICAL  SCHEME 

It  is  not  for  us  in  this  country  to  pass  judgment 
on  how  the  British  people  look  out  for  their  health. 
But,  since  similar  schemes  for  socialized  medicine 
have  been  proposed  for  the  LTnited  States,  it  is 
altogether  proper  that  we  study  the  tangle  into 
which  the  British  Government  and  the  British 
doctors  have  got  themselves  over  the  National 
Health  Service  Act. 

The  act,  which  is  due  to  come  into  operation  in 
July,  virtually  puts  the  Government  in  control  of 
the  medical  profession,  the  hospitals  and  other 
health  facilities.  Under  the  act  the  Government 
will  determine  medical  fees  and  pay  the  doctors. 
The  Government  will  decide  what  doctors  are 
qualified  to  practice  and  will  discharge  those  it 
judges  unfit.  In  such  case  the  offending  doctor 
will  have  no  recourse  to  the  courts.  In  areas  where 
the  Government  believes  there  are  already  enough 
doctors  it  will  forbid  others  to  come  in. 

The  term  “free  medical  service"  is  something 
of  a misnomer.  It  is  an  expensive  undertaking  in 
which  72  per  cent  of  the  cost  will  come  out  of  the 
Government  Treasury,  4 per  cent  from  local  taxes 
and  the  remaining  24  per  cent  from  payroll  de- 
ductions. In  fact,  it  is  so  costly  that  some  of  its 
critics  have  charged  the  Labor  party  with  a lack 
of  sense  of  reality  in  pushing  such  an  ambitious 
social  program  when  the  nation  is  struggling  to 
stave  off  bankruptcy. 

The  act  reserves  one  right  for  the  doctors.  That 
is  the  right  not  to  participate.  Now  the  results  of 
a plebiscite  of  the  British  Medical  Association  re- 
veal that  86  per  cent  of  Britain’s  doctors  favor 
the  exercise  of  that  right.  They  have  voted  not 
to  participate.  If  they  abide  by  their  vote,  the 
Government  will  have  only  a handful  of  general 
practitioners  and  specialists  to  care  for  a popula- 
tion of  47,000,000. 

Mr.  Aneurin  Bevan,  Health  Minister,  is  assuming 
that  economic  compulsion  will  force  the  doctors 
to  come  in,  since  they  will  not  be  able  to  make  a 
living  in  private  practice  once  the  new  plan  is 
in  operation.  The  object  of  the  act  is  to  improve 
medical  care.  There  may  be  some  question  as 
to  how  much  improvement  there  will  be  if  the 
Health  Minister  and  the  professional  men  whom 
he  compels  by  economic  pressure  to  work  for  him 
are  in  open  warfare.  Yet,  so  far,  Mr.  Bevan  has 
shown  no  indication  of  appeasing  the  doctors  by 
seeking  alterations  in  the  law  to  meet  their  strong- 
est objections.  His  recent  utterances  have  been 
those  of  an  angry  man  determined  to  make  full  use 
of  his  powerful  position  to  win  his  way. 

In  all  of  this  there  is  food  for  thought  for  the 
American  public  and,  in  particular,  for  our  medi- 
cal profession.  For  all  its  great  accomplishments, 
our  traditional  medical  system,  which  is  based  on 
private  practice,  has  obvious  weaknesses.  Such 
weaknesses,  if  ignored,  are  an  invitation  to  just 
such  experiments  in  socialized  medicine  as  the 
one  now  confronting  the  British  doctors. 

In  this  country,  and  especially  here  in  Mary- 
land, a program  for  improved  medical  care  based 
upon  the  existing  system  of  private  practice  is 
well  under  way.  Members  of  the  general  public 
and  of  the  medical  profession  who  are  inclined  to 
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obstruct  this  new  program  would  do  well  to  reflect 
on  what  is  happening  in  Britain. 

The  second  editorial,  re  California,  shows 
how  medical  bureaucracy  acts,  even  in  Amer- 
ica, whenever  it  gets  the  chance.  Read  it  and 
remember ! 


Compulsory  Quake  in  San  Francisco 

While  we  deplore  being  smug  and  hate  to 
cluck  our  tongues,  there  are  times  when  the 
temptation  to  say,  “I  told  you  so,”  becomes 
more  than  all  too  frail  flesh  can  resist.  This 
is  such  a time. 

With  the  resignation  of  900-odd  physicians 
from  the  professional  staff  of  1,000  of  San 
Francisco’s  Health  Service  System,  the  only 
governmental  compulsory  health  insurance 
system  in  force  in  the  United  States  ground  to 
a virtual  halt  on  November  10,  1947.  The 
plan,  covering  the  city’s  17,000  municipal  em- 
ployees and  their  families,  was  installed  ten 
years  ago  by  the  voters  over  the  protests  of 
organized  medicine.  It  has,  throughout  its  un- 
distinguished career,  been  subject  to  all  of 
the  evils  inherent  in  a compulsory  socialized 
medical  scheme.  To  thwart  its  original  op- 
ponents, it  began  by  promising  too  much  for 
too  little.  When  financial  clouds  appeared, 
funds  needed  for  medical  service  were  first 
allocated  to  bureaucratic  overhead.  Even 
when,  in  desperation,  rates  were  increased,  the 
participating  physicians  contributed  hundreds 
of  thousands  of  dollars  in  unpaid  medical  ser- 
vices in  an  attempt  to  bolster  the  system. 

In  appreciation  of  the  aid  that  medicine 
freely  gave,  Dr.  Alexander  A.  Keenan,  medical 
director  of  the  plan,  recently  issued  a letter  to 
the  doctors  on  the  panel  citing  the  plan’s  finan- 
cial difficulties,  and  calling  for  a lowering  of 
the  quality  of  medical  care  to  insured  mem- 
bers. This  indefensible  directive  called  for 
staff  doctors  to: 

1.  Limit  and  restrict  the  use  of  laboratory 
tests,  X-ray  examinations,  and  normal  diag- 
nostic procedures  ■ — and  to  substitute  “rou- 
tine examinations”  for  careful,  scientific  diag- 
nosis. The  diagnostic  procedures  thus  re- 
stricted are  essential  safeguards  for  the  early 
detection  of  cancer,  tuberculosis,  pneumonia, 
and  other  serious  diseases. 

2.  Discourage  patients  with  “minor  ail- 


ments” from  seeking  medical  treatment  and 
advise  them  to  use  “home  remedies.” 

3.  Deny  hospitalization  to  HSS  members, 
except  in  emergency  cases,  without  specific  au- 
thorization of  the  medical  director  of  HSS. 

Of  particular  interest  to  the  radiologist  is 
the  statement  in  the  letter  that  the  medical  di- 
rector believed  “between  50  and  60  per  cent” 
of  the  X-ray  examinations  he  inspected  were 
unnecessary.  It  follows,  therefore,  that  be- 
tween 40  and  50  per  cent  were  necessary.  It’s 
a poor  school  of  medical  practice  which  in  the 
name  of  economy  advocates  risking  improper 
diagnosis  in  40  to  50  per  cent  of  the  casq^.  It’s 
a school  that  can  exist  only  under  a compulsory 
system  of  enforced  participation. 

The  response  elicited  by  this  abomination 
was  fore-ordained.  To  ‘ ‘ turn  the  other  cheek  ’ ’ 
is  Godly  admonition,  but  “to  thine  own  self 
be  true”  is  the  primary  ethic  of  the  man  of 
good  will.  The  Board  of  Directors  of  the  San 
Francisco  County  Medical  Society  well  stated 
the  case.  ‘ ‘ To  every  doctor  who  is  faithful  to 
his  profession,  the  health  and  welfare  of  his 
patients  must  come  first,  and  the  great  ma- 
jority of  the  doctors  on  the  HSS  panel  have 
decided  that  they  cannot  in  good  conscience 
remain  as  members  of  your  staff.  They  have 
reached  this  decision  because  of  constant  pres- 
sure from  the  HSS  management  to  deny  their 
patients  adequate  medical  and  hospital  care.” 

Thus,  the  impasse  has  been  reached.  The 
organized  doctors  of  San  Francisco  will  not 
be  parties  to  this  bureaucratic  experiment  in 
cheap,  assembly  line  medicine,  and  Director 
Keenan  has  invited  250  doctors  who  are  not 
members  of  the  county  society  to  join  the 
system. 

A forecast?  Either  the  system  will  be  im- 
mediately abandoned,  its  compulsory  features 
will  be  eliminated  and  rates  will  be  raised  to 
sound  actuarial  levels,  or  it  will  slowly  bleed 
to  death  as  first  one  and  then  another  of  the 
unorganized  physicians  resign  in  protest 
against  the  intolerable  conditions  which  are 
the  inevitable  outgrowth  of  a compulsory,  bu- 
reaucratic system. 

Amer.  Coll.  Radiol.  News  Letter,  Dec.,  1947. 


A Socializing  Pattern? 

Is  there  a concerted  action  to  socialize  medi- 
cine ? Or,  may  we,  the  doctors,  be  complacent 
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because  the  National  Compulsory  Health  Bills 
did  not  pass  in  the  last  session  of  Congress? 
Those  who  remember  back  a few  years  will 
never  forget  the  unfavorable  propaganda  that 
appeared  in  the  press  and  the  magazines  at  the 
time  Thurman  Arnold  was  preparing  for  and 
did  rake  the  American  Medical  Association 
over  the  coals  and  convicted  them  of  breaking 
the  Sherman  Antitrust  law. 

Senator  Yandenberg  warned  a group  of 
Michigan  State  Medical  Society  and  Michigan 
Medical  Service  officers,  on  October  30,  1947, 
that  it  would  amaze  us  to  know  how  easily  So- 
cialized Medicine  could  be  accomplished  in  the 
United  States.  He  said  the  proponents  are 
working  around  the  clock,  in  season  and  out, 
while  the  medical  people  oppose  the  theory 
only  when  Congress  is  in  session  and  danger- 
ous bills  are  pending.  Fire  cannot  be  put  out 
unless  we  realize  that  we  have  a fire,  and  we 
are  willing  to  fight  with  determination. 

Is  there  a fire  ? If  so,  who  is  feeding  it  ? 

Harper’s  Magazine 

Bernard  DeVoto  ( Harper’s  Magazine,  Sep- 
tember, 1947)  reports  the  Centennial  Session 
of  the  American  Medical  Association.  He 
writes  a very  readable  story,  on  the  humorous 
side,  but  carrying  some  measure  of  ridicule. 
He  “devotes”  over  two  pages  to  a quasi-hu- 
morous  report  on  the  opposition  of  the  medi- 
cal profession  to  the  Wagner-Murray-Dingell 
Bill,  and  to  every  effort  to  “change  the  form 
of  medical  practice.”  Dr.  Edward  A.  Parkes, 
formerly  pediatrician-in -chief  at  the  Johns 
Hopkins  Hospital,  “by  temperament  and  back- 
ground surely  no  revolutionist,”  is  freely 
quoted  criticizing  “the  behavior  of  organized 
medicine  (which)  is  humiliating.  ” 

DeVoto  comments  on  the  Washington  Health 
Group  Association  and  the  subsequent  Su- 
preme Court  decision.  He  reports  the  sense 
of  the  American  Medical  Association  that 
“there  must  be  no  federally  controlled  health 
program.  There  must  be  no  federal  control 
over  the  practice  of  medicine  ...  all  effective 
power  must  be  reserved  to  organized  medi- 
cine.” He  confuses  the  issue  by  involving 
preventive  medicine  in  the  National  Health 
Programs,  and  implying  opposition  to  that. 

DeVoto  also  refers  to  the  Taft  Bill : ‘ ‘ Those 
who  determine  the  American  Medical  Associa- 
tion policies  certainly  know  that  the  Taft  Bill 


for  a national  health  program  is  not  meant  to 
pass,  or  even  to  come  to  a vote.”  Support  to 
that  bill  is  said  to  be  only  “to  confuse  the 
issue.”  The  whole  tone  of  the  article  is  that 
the  medical  profession  is  opposing  all  pro- 
gressive measures  in  the  distribution  of  medi- 
cal care,  and  including  preventive  medicine. 
Does  DeVoto  use  that  most  dangerous  weapon, 
ridicule,  to  laugh  socialized  medicine  onto  the 
medical  profession  ? 

Look  Magazine 

Look  Magazine  for  November  11,  1947,  asks, 
“Can  We  Solve  Our  Health  Problems?”  in  an 
article  by  Harold  B.  Clemenko.  This  you 
should  see,  as  well  as  read.  Two-thirds  of  the 
page  is  a picture  of  a group  of  people  sitting 
supposedly  in  some  clinic  or  doctor’s  office. 
They  should  not  be  in  a clinic  for  those  who 
cannot  afford  to  pay,  for  they  all  look  well 
dressed.  One  boy  has  braces  and  a crutch, 
and  the  caption  reads,  “These  people  want 
medical  advice;  three  or  four  families  like 
them  need  help  to  meet  medical  bills.”  The 
seventeen  million  draftees  are  mentioned. 
Figures  are  quoted : 23,000,000  Americans 
have  a chronic  disease  or  physical  impairment, 
7,000,000  are  incapacitated  by  sickness  or 
other  disability  in  any  given  day;  40,000  lives 
could  be  saved  from  cancer  by  providing  de- 
tection centers ; one  out  of  every  seven  young 
men  is  in  urgent  need  of  some  kind  of  medical 
or  dental  treatment ; 15,000,000  Americans  liv- 
ing in  405  of  all  U.  S.  counties  have  no  recog- 
nized hospitals.  Half  the  women  who  die  in 
childbirth  and  a third  of  the  babies  could  be 
saved,  if  known  measures  were  applied. 

Then  the  questions  are  asked,  “What  is  the 
reason  for  this  condition?  How  can  we  rem- 
edy it?  For  President  Truman’s  answer  turn 
the  page.”  The  President  says  most  Americans 
cannot  afford  adequate  medical  care.  The  per- 
ennial Wagner-Murray-Dingell  Bill  is  out- 
lined, showing  “complete”  medical  service 
which  includes  “family  physician,  specialist, 
surgeons,  hospital  care,  x-rays,  laboratory 
tests,  eyeglasses,  special  appliances,  unusually 
expensive  medicines,  limited  dental  and  home 
nursing  care.”  In  short,  this  law  (Wagner- 
Murray-Dingell  Bill)  will  eliminate  your  doc- 
tor bills  for  life.” 

Arguments  are  given  for  the  program, 
prominent  among  them  being  “the  doctor  will 
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benefit  because  the  plan  will  eliminate  the  un- 
collected bills  which  now  represent  25  per  cent 
of  his  practice.”  The  Truman- Wagner-Mpr- 
ray-Dingell  measure  is  presented  as  the  answer 
to  all  medical  problems. 

The  arguments  against  the  plan  are  weakly 
presented,  dubbing  the  Taft  Bill  a plan  ‘‘offer- 
ing charity  instead  of  insurance,”  and  calling 
it  ‘‘The  Taft  Charity  Bill.”  Plainly,  the  au- 
thor of  this  article  has  not  read  that  bill,  or 
if  he  has  he  deliberately  misinterprets  it.  He 
claims  the  growth  of  voluntary  plans  is  too 
slow,  from  700,000  in  1942  to  5,000,000  in  four 
years,  or  one  million  a year.  But  it  might  be 
sevenfold  in  four  years,  and  that  would  rapid- 
ly cover  the  nation.  ‘‘But  health  authorities 
(who  are  they  but  employes  of  some  govern- 
ment bureau?)  believe  that  although  volun- 
tary plans  have  been  growing  phenomenally, 
their  rate  of  increase  will  now  slow  up  as  they 
are  forced  to  seek  new  members  in  the  low- 
income  groups.” 

And  the  final  blast : ‘‘The  future  health  of 
America  must  be  safeguarded.  Will  we  do  it 
with  compulsory  national  health  insurance?” 
Parade 

Parade,  the  Sunday  picture  magazine  of  the 
Detroit  Free  Press  for  November  16,  1947, 
joins  in  the  “parade”  with  an  article  by  Ed- 
ward J.  Nickel,  “Programs  for  National 
Health.”  Again  we  look  at  the  “facts,”  as 
he  calls  them,  and  they  are  not  pretty.  “One- 
third  of  the  nation’s  young  men  were  declared 
unfit  for  military  service”;  “One  million 
deaths  occur  each  year  from  chronic  diseases 
alone”;  “seventeen  million  Americans  now 
living  will  die  of  cancer  unless  a cure  is 
found.  ’ ’ The  merits  of  the  two  bills  which 
will  come  up  in  Congress  are  given  in  two 
columns,  side  by  side,  and  this  is  not  too  bad 
a presentation,  except  that  it  could  be  much 
more  enthusiastic. 

Is  there  a pattern  discernible  ? Could  some 
means  have  been  found  to  stimulate  all  this 
propaganda,  and  make  it  as  “Impartial”  as 
possible  by  seeming  to  present  both  sides? 

We  reported  recently  that  seventy-five  mil- 
lions of  dollars  have  been  used  by  federal  bu- 
reaus for  the  spread  of  the  socialized  medicine 
plans,  and  that  a mission  is  now  in  Japan  at- 
tempting to  foist  a Wagner-Murray-Dingell 
Bill  on  helpless  defeated  Japan.  On  Tuesday, 


November  17,  1947,  the  Chicago  Tribune  re- 
ported editorially  that  the  executive  branches 
had  admitted  diverting  fifty  millions  of  dol- 
lars from  the  Greek  relief  as  appropriated  by 
Congress  to  the  ballyhoo  of  the  food  plans  of 
meatless  Tuesdays  and  eggless  and  poultryless 
Thursdays.  If  money  can  be  so  used  with  im- 
punity, these  same  or  other  executive  branches 
can  do  the  same  thing  to  promote  their  so- 
cialistic philosophies.  The  Third  Interim  re- 
port of  the  Committee  on  Expenditures  says 
they  have. 

Still  A Pattern  f 

Twro  doctors  a few  days  ago  called  the  edi- 
tor’s attention  to  an  article  in  Time  for  De- 
cember 1,  1947,  reporting  that  Bernard  M. 
Baruch  has  advocated  compulsory  health  in- 
surance, and  called  upon  the  doctors  to  stop 
their  opposition  to  the  Wagner-Murray-Din- 
gell Bill.  We  read  the  article  and  asked  sev- 
eral persons,  not  doctors,  to  read  it  and  give 
their  opinions.  They  all  interpreted  it  the 
same,  as  favoring  the  national  compulsory 
health  program  of  Wagner-Murray-Dingell. 
The  article  reports  that,  “Elder  Statesman 
Bernard  M.  Baruch  is  a doctor’s  son.  In  the 
past  few  years  vigorous,  health-minded  Bemie 
Baruch  has  given  millions  for  the  advance- 
ment of  medical  education  and  research.  Last 
week  he  talked  like  a Dutch  uncle  to  a Man- 
hattan gathering  of  600  medicos  and  hospital 
administrators.  “It  is  high  time,”  he  said, 
“that  doctors  give  up  their  stiff  necked  oppo- 
sition to  compulsory  health  insurance.’  ” 

Said  Baruch:  “[Voluntary  health  insur- 

ance] is  not  enough.  . . . What  troubles  me 
most  are  the  needs  of  that  sizable  segment  of 
society  which  does  not  earn  enough  to  pay  for 
voluntary  insurance.  . . . Nothing  has  been 
suggested  so  far  which  promises  success  other 
than  some  form  of  insurance  covering  these 
people  by  law  and  financed  by  the  Govern- 
ment, at  least  in  part.  ...  A form  of  compul- 
sory health  insurance  . . . can  be  devised  . . . 
without  the  Government  taking  over  medicine, 
something  I would  fiercely  oppose.”  (This 
is  quoted  word  for  word,  deletions  and  all,  ex- 
actly as  it  appeared  in  Time,  December,  1947, 
page  49.  Italics  ours.) 

“Said  Baruch,  staring  defiantly  at  his  silent 
audience:  ‘I  do  not  fear  Government  taking 

its  legitimate  part  in  medicine,  any  more  than 
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I fear  it  in  education  and  housing.  ...  I urge 
the  doctors  to  get  in  and  pitch  — not  stand 
by  on  the  sidelines.’  Mr.  Baruch  said  he  was 
“shocked  to  learn  that  at  least  4,000,000  men 
had  been  rejected  as  4Fs.  ” 

Such  was  the  report  in  Time. 

The  Truth t 

Now  what  did  Mr.  Baruch  say?  The  New 
York  Herald  Tribune,  Sunday,  November  23, 
1947,  said  Mr.  Baruch  advocated  a form  of 
health  insurance  for  low-income  groups  who 
are  unable  to  pay  for  voluntary  insurance 
such  as  the  Blue  Cross  Plan  offers.  Mr.  Ba- 
ruch noted  that  in  1939  the  American  Medical 
Association  estimated  that  two-thirds  of  the 
nation’s  population  could  not  “afford  the  cost 
of  serious  illness.  ’ ’ “ Some  of  these  can  afford 
voluntary  insurance,  although  inflation  has  re- 
duced that  number.  But  what  of  the  little 
fellow?  I have  asked  that  of  nearly  every  one 
with  whom  I have  discussed  medical  care. 
Nothing  has  been  suggested  so  far,  which 
promises  success,  other  than  some  form  of  in- 
surance covering  these  people  by  law  and 
financed  by  the  government,  at  least  in  part, 
what  some  would  call  ‘compulsory  health  in- 
surance.’ ” 

Mr.  Baruch  further  said : ‘ ‘ All  law  imposes 
compulsion.  A form  of  compulsory  health  in- 
surance for  those  who  cannot  afford  to  pay 
voluntary  health  insurance  can  be  devised, 
adequately  safeguarded,  without  involving 
what  has  been  termed  ‘socialized  medicine.’ 
The  needs  can  be  met  — as  in  other  fields  - — 
without  the  government  taking  over  medicine, 
something  I would  fiercely  oppose.  I do  not 
fear  government  taking  its  legitimate  part  in 
medicine  any  more  than  I fear  it  in  education 
or  housing.  I oppose  socializing  here.  It  leads 
ultimately  to  the  police  state,  degradation  of 
the  individual  and  lessened  well  being.  ’ ’ 

Careful  deletions  can  make  a story  sound 
different.  “Comparing  Mr.  Baruch’s  state- 
ments regarding  the  persons  who  need  medical 
assistance  and  cannot  afford  it,  with  health 
legislation  now  pending  in  Congress,  Dr. 
Elliott  (president  of  United  Medical  Services, 
before  whose  group  Mr.  Baruch  was  speaking) 
said,  ‘Mr.  Baruch’s  ideas  do  not  seem  incon- 
sistent with  the  Taft  Bill,  but  are  contrary 
to  the  Murray-Wagner  Insurance  Bill,  which 


makes  no  provision  for  the  medically  indi- 
gent. ’ ” 

We  hope  some  one  will  provide  Mr.  Baruch 
with  Dr.  Coin’s  analysis  of  the  4,000,000  re- 
jected 4Fs;  also  a copy  of  the  Taft  Bill,  and 
the  Wagner-Murray-Dingell  Bill,  and  see  to 
it  that  he  reads  them.  Many  suggestions  have 
been  made  that  would  provide  for  the  person 
who  cannot  afford  to  pay  for  the  costs  of  ade- 
quate medical  care.  The  Medical  Service  plans 
are  built  on  that  basis,  placing  those  costs  on 
an  insurance  basis  on  the  large  group,  who 
can  in  most  instances  pay  this  budget  plan. 
To  counter  this  insidious  propaganda,  every 
doctor  should  be  completely  familiar  with  the 
proposed  bills ; he  must  be  on  the  alert  for  mis- 
leading statements  whether  in  the  press,  maga- 
zines or  by  personal  contacts.  If  allowed  to  go 
unchallenged,  the  propagandists  will  have 
gained  their  points. 

Editorial,  -/.  Mich.,  8.  M.  8.,  January,  1948. 


The  Wilmington  Board  of  Health  and  the 
Rapid  Treatment  Center  for  Syphilis 

(Concluded  from  Page  32) 
cillin  in  oil  and  beeswax  (POB).  A city  health 
nurse  was  placed  in  charge  to  give  the  injec- 
tions from  Monday  through  Friday,  and  the 
dispensary  hospital  nurse  gives  the  injections 
on  Saturday  and  Sunday.  The  clinic  is  sched- 
uled between  1 and  2 p.  m.  No  difficulty  was 
experienced  in  the  regular  attendance  of  the 
patients.  The  physician  in  charge  of  the  clinic 
examines  every  patient  and  the  history  and 
diagnosis  carefully  filled  out.  Monthly  quan- 
titative Kahn  tests  are  performed.  From  April 
24,  1947  to  December  16,  1947,  80  patients 
were  admitted  for  treament  as  ambulatory 
cases. 

When  the  success  of  these  centers  was  recog- 
nized, the  City  Board  appealed  to  the  State 
Board  of  Health  for  a supply  of  penicillin  to 
give  to  all  the  local  hospitals  free  of  charge  to 
start  a penicillin  therapy  program  in  con- 
junction with  their  clinics.  This  program  was 
then  started  and  the  city  now  supplies  all  the 
penicillin  that  the  hospitals  request  for  their 
ambulatory  cases,  and  sodium  penicillin  for 
any  in-patients.  The  State  Board  of  Health 
has  also  appointed  nurses  who  attend  the  peni- 
cillin clinics  and  fill  out  the  information  re- 
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ports.  All  of  the  reports  are  turned  over  to 
the  City  Health  Department  where  the  rec- 
ords are  tabulated  and  filed.  A copy  of  these 
records  is  forwarded  to  the  State  Board  of 
Health.  These  hospital  clinics  are  not  public 
health  clinics  conducted  by  the  Health  Board. 
They  are  regular  clinics  in  charge  of  the  chiefs 
appointed  by  the  hospitals.  The  treatments 
are  given  by  the  hospital  nurses  in  charge  of 
the  Y-D  clinics.  In  other  words  these  rapid 
treatment  centers  are  now  part  of  the  regular 
clinic  service  of  the  hospitals.  The  City  Board 
of  Health  nurse  who  was  originally  in  charge 
of  the  Wilmington  General  Hospital  clinic  has 
now  been  replaced  by  the  hospital  V-D  clinic 
personnel.  It  is  believed  that  this  arrange- 
ment will  be  more  satisfactory  than  instituting 
separate  V-D  clinics  outside  of  the  established 
hospitals  and  managed  by  the  health  board  as 
“health  centers.” 

The  treatment  centers  have  been  established ; 
the  next  step  is  a ease  finding  program.  Plans 
are  now  in  progress  to  carry  out  an  extensive 
city-wide  program  with  the  cooperation  of  the 
Delaware  State  Board  of  Health  and  the 
United  States  Public  Health  Y-D  Control  Di- 
vision. The  cooperation  of  all  physicians  will 
be  needed  for  doing  more  serological  tests 
and  for  the  reporting  of  cases.  If  the  number 
of  syphilitic  cases  eventually  decreases  con- 
siderably, it  is  hoped  that  penicillin  may  be 
distributed  to  physicians  without  charge  pro- 
vided that  the  cases  are  reported  to  the  Health 
Board. 


MISCELLANEOUS 
A Letter  of  Thanks 

201  S.  Du  Pont  Street 
Wilmington  129,  Del. 
February  10,  1948. 

Dear  Dr.  Hynes : 

Will  you  please  extend  to  the  members  of 
the  Medical  Society  of  Delaware  my  sincere 
appreciation  for  the  thought  and  deeds  em- 
bodied in  the  Donald  AY.  Cheff  Memorial  Fund. 
No  words  can  express  my  gratitude.  I fer- 
vently hope  and  pray  that  Don’s  son,  Teddy, 
will  grow  to  be  deserving  of  such  a fine  tribute 
— a living  memorial  to  Donald  AY.  Cheff,  M.  D. 
Sincerely, 

(Mrs.)  Elizabeth  C.  Cheff 


Annual  Postgraduate  Institute 

The  Twelfth  Annual  Postgraduate  Institute 
of  the  Philadelphia  County  Medical  Society 
will  be  held  at  the  Bellevue-Stratford  Hotel, 
April  20-23,  1948.  Due  to  the  success  of  last 
year’s  program  it  is  again  planned  to  present 
the  material  in  the  form  of  a series  of  symposia 
on  subjects  of  practical  interest  to  the  general 
practitioner  and  specialist. 

Among  the  topics  to  be  covered  are  Prob- 
lems in  Obstetrics  and  Gynecology,  Newer 
Drugs  and  Procedures,  Surgery  of  the  Am- 
bulatory Patient,  Fractures,  the  Painful 
Breast,  Neuropsychiatric  Disorders,  Problems 
of  the  Aged,  the  Acute  Abdomen,  Gastro- 
intestinal Disorders,  and  Otolaryngological 
Problems. 

In  addition  to  the  regular  morning  and  af- 
ternoon programs  there  will  also  be  two  even- 
ing sessions  at  the  Society  Building  on  the 
subjects  of  Cancer  and  Pediatrics. 

The  usual  large  number  of  technical  exhibits 
will  be  important  features  of  the  sessions. 
Registration  fee  for  the  entire  meeting  is  five 
dollars.  Copies  of  the  preliminary  program 
will  be  mailed  very  shortly  to  every  physician 
in  Delaware.  Further  inquiries  should  be  ad- 
dressed to  Gilson  Colby  Engel,  M.  D.,  Director, 
301  South  21st  Street,  Philadelphia  3,  Pa. 


Diseases  of  the  Chest 

The  American  College  of  Chest  Physicians, 
Pennsylvania  Chapter,  and  the  Laennec  So- 
ciety of  Philadelphia,  are  sponsoring  a post- 
graduate course  in  diseases  of  the  chest  to  be 
held  during  the  week  of  March  15-20,  1948, 
at  the  Warwick  Hotel,  Philadelphia,  Penn- 
sylvania. 

The  emphasis  in  this  course  will  be  placed 
on  the  newer  developments  in  all  aspects  of 
diagnosis  and  treatment  of  diseases  of  the 
chest. 

The  course  will  be  limited  to  30  physicians. 
Tuition  fee  is  $50.00  for  members,  and  $90.00 
for  non-members. 

Further  information  may  be  secured  at  the 
office  of  the  American  College  of  Chest  Physi- 
cians, 500  North  Dearborn  Street,  Chicago  10, 
Illinois. 
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An  Unkind  Cut  Is  Offered  Surgeons 

Dr.  Bertram  M.  Bernheim,  author  of  the 
recently  published  and  controversial,  “A 
Surgeon’s  Domain,”  is  at  it  again.  In  the 
October  issue  of  The  Modern  Hospital  he 
comes  forth  again  with  recommendations  that 
all  surgery  be  performed  by  salaried  employees 
of  hospital  corporations. 

According  to  Doctor  Bernheim 's  thesis, 
among  the  many  results  which  will  auto- 
matically flow  from  the  elimination  of  the 
surgeon  from  private  practice  are  a better 
distribution  of  doctors,  integration  and  stan- 
dardization of  fees,  an  enormous  increase  in 
revenue  to  hospitals,  control  of  the  surgeon ’s 
professional  conduct  through  staff  organiza- 
tion, and  elimination  of  ‘ ‘ bad  medicine,  ” ‘ ‘ bad 
surgery,”  and  “too  much  surgery”  through 
increased  objectivity  in  surgeons  resulting 
from  the  disappearance  of  the  profit  motive. 
The  desirability  of  some  of  these  ends  is  ques- 
tionable, whether  the  means  selected  would  ac- 
complish those  which  are  desirable  is  even 
more  doubtful. 

It  may  be  noted  that  Doctor  Bernheim  has 
begun  to  reverently  refer  to  his  plan  as  ‘ ‘ The 
System.  ’ ’ There  is  no  affection  comparable  to 
mother  love  save  that  of  a father  for  his  brain 
child.  It  seems  evident  that  Doctor  Bernheim 
has  succumbed  to  this  latter  emotion,  and, 
like  any  parent,  is  more  hopeful  of  his  child’s 
potentialities  than  is  strictly  warranted. 

Radiologists  can  be  thankful  to  Doctor 
Bernheim  for  one  thing.  At  least  he  will  con- 
vince surgeons  that  they  too  have  a stake  in 
the  trend  for  hospitals  to  invade  the  practice 
of  medicine  through  salaried  physicians. 
Amer.  Colt.  Radiol.  News  Letter,  Feb.  1948. 


Twenty-five  years  ago  the  main  problem  in 
the  recognition  of  tuberculosis  was  the  per- 
fection of  diagnostic  techniques  to  a point 
where  they  could  be  depended  on  to  detect 
pulmonary  lesions  before  the  patient’s  disease 
was  hopelessly  advanced.  Today  the  urgent 
question  is  how  to  apply  one  or  more  of  the 
available  satisfactory  procedures  in  such  a way 
as  to  detect  tuberculosis  in  the  incipient  stage 
in  the  majority  of  patients  and  at  a cost  within 
the  reach  of  the  community.  Hem'y  D.  Chad- 
wick, M.  D.  and  Alton  S.  Pope,  M.  D.  The 
Modern  Attack  on  Tuberculosis.  The  Com- 
monwealth Fund,  Revised,  1946. 


OBITUARY 

WALTER  C.  DEAKYNE,  M.D. 

Dr.  Walter  C.  Deakyne,  a leader  in  medical 
circles  in  the  state,  and  active  in  community 
civic  affairs,  died  suddenly  of  a heart  attack, 
on  February  11th,  at  his  home  in  Smyrna,  aged 
56. 

Dr.  Deakyne  was  the  son  of  the  late  W.  Gray 
and  Blanche  Wallis  Deakyne  and  was  born 
near  Smyrna,  Dec.  31,  1891.  He  is  survived 
by  his  wife,  Mrs.  Thelma  Robinson  Deakyne ; 
two  sons,  W.  C.  Deakyne,  Jr.,  of  the  Univer- 
sity of  Delaware ; David,  at  home ; a brother, 
Homer  Deakyne  of  Salsibury,  Aid. ; two  sisters, 
Mrs.  Hillary  Oliver  and  Mrs.  Ernest  Holt,  of 
Philadelphia,  and  his  stepmother,  Mrs.  Gray 
Deakyne,  Philadelphia. 

Dr.  Deakyne  had  practiced  in  Smyrna  since 
1922.  He  attended  Jefferson  Medical  College 
and  graduated  from  the  University  of  Mary- 
land Medical  School  in  1919.  He  served  his  in- 
terneship  at  St.  Joseph’s  Hospital,  Baltimore, 
and  was  resident  physician  at  Maryland  Gen- 
eral Hospital  in  Baltimore. 

During  World  War  I he  was  a lieutenant  in 
the  Medical  Reserve  Corps.  During  World 
War  II,  he  served  for  five  years  as  examining 
physician  for  New  Castle  County  Selective 
Service  Board  No.  2.  At  the  close  of  the  war 
he  was  awarded  the  Selective  Service  Medal. 

Dr.  Deakyne  was  a past  president  of  the 
Medical  Society  of  Delaware  and  the  Kent 
County  Medical  Society.  He  was  on  the  staff 
of  physicians  of  the  Kent  General  Hospital  at 
Dover  and  served  on  the  rural  medical  service 
and  tuberculosis  committees  of  the  state  medi- 
cal group.  He  was  censor  of  the  Kent  County 
society. 

He  was  a member  of  the  American  Medical 
Association,  the  Medical  Club  of  Philadelphia, 
Harmony  Lodge,  A.  F.  and  A.  M.,  St.  Peter’s 
P.  E.  Church,  the  Smyrna  Rotary  Club,  David 
C.  Harrison  Post,  American  Legion,  and  the 
Maple  Dale  Country  Club,  Dover. 

The  funeral  took  place  from  his  late  home 
on  February  15th,  the  Rev.  Robert  E.  Green, 
pastor  of  Asbury  Methodist  Church,  officiat- 
ing. Interment  was  in  Odd  Fellows  Ceme- 
tery. 
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OFFICERS 

President,  Howard  S.  Riggin,  Seaford 

First  Vice-President,  M.  A.  Tarumianz,  Farnhurst  Secretary,  G.  A.  Beatty,  Wilmington 

Second  Vice-President,  Henry  V P Wilson,  Dover  Treasurer,  Winfield  W.  Lattomus,  Wilmington 

Councilors 

Clarence  J.  Prickett,  Smyrna  (1948)  Ervin  L.  Stambaugh,  Lewes  (1949)  Joseph  M.  Messick,  Wilmington  (1950) 

American  Medical  Association — Delegate:  James  Beebe,  Lewes  (1949).  Alternate:  C.  C.  Neese,  Wilmington  (1949) 
Representative  to  Delaware  Academy  of  Medicine,  W O.  LaMotte,  Wilmington 


STANDING  COMMITTEES 

Scientific  Work 

G.  A.  Beatty,  Wilmington 
Stanley  Worden,  Dover 

E.  L.  Stambaugh,  Lewes 

Public  Policy  and  Legislation 
J.  S.  McDaniel,  Dover 
J.  D.  Niles,  Townsend 
Bruce  Barnes,  Seaford 

Publication 
W.  E.  Bird,  Wilmington 
M.  A.  Tarumianz,  Farnhurst 

G.  A.  Beatty,  Wilmington 

Medical  Education 
W.  G.  Hume,  Selbyville 
R.  S.  Layton,  Dover 
J.  W.  Howard,  Wilmington 
Necrology 

Wm.  Marshall  Jr.,  Milford 

G.  W.  K.  Forrest,  Wilmington 

U.  W.  Hooker,  Lewes 

SPECIAL  COMMITTEES 

Advisory,  Woman’s  Auxiliary 

H.  G.  Buckmaster,  Wilmington 

C.  C.  Neese,  Wilmington 

J.  B.  Waples,  Georgetown 
Verna  Stevens-Young,  Wilmington 

C.  C.  Fooks,  Milford 

Cancer 

V.  D.  Washburn,  Wilmington 

D.  M.  Gay,  Wilmington 
J.  F.  Hynes,  Wilmington 
J.  D.  Niles,  Middletown 

J.  W.  Howard,  Wilmington 
J.  W.  Spies,  Dover 

C.  J.  Prickett,  Smyrna 
James  Beebe,  Lewes 
Bruce  Barnes,  Seaford 

Social  Hygiene 

D.  D.  Burch,  Wilmington 
M.  B.  Thompson,  Rehoboth 

W.  H.  Smith,  Harrington 


SPECIAL  COMMITTEES 

Tuberculosis 
L.  I).  Phillips,  Marshallton 

G.  A.  Beatty,  Wilmington 
J.  M.  Barsky,  Wilmington 
L.  B.  Flinn,  Wilmington 

J.  M.  Messick,  Wilmington 
J.  S.  McDaniel,  Jr.,  Dover 
W.  C.  Deakyne,  Smyrna 

H.  G.  Hume,  Selbyville 
O.  S.  Daisey,  Rehoboth 

Maternal  and  Infant  Mortality 

A.  H.  Williams,  Laurel 

C.  H.  Davis,  Wilmington 
Margaret  I.  Handy,  W’ilmington 

Mental  Health 
Persis  F.  Elfeld,  Wilmington 
C.  B.  Scull,  Dover 

0.  V.  James,  Milford 

Criminologic  Institutes 

E.  R.  Mayerberg,  Wilmington 

I.  J.  MacCollum,  Wyoming 
U.  W.  Hocker,  Lewes 

Med.  Econ.  and  Public  Relations 
G.  W.  K.  Forrest,  Wilmington 

B.  M.  Allen,  Wilmington 

1.  L.  Chipman,  Wilmington 
Wm.  H.  Speer,  Wilmington 
W.  O.  LaMotte,  Wilmington 

J.  S.  McDaniel,  Dover 

F.  R.  Everett,  Dover 

G.  M.  VanValkenburgh,  Georgetown 

H.  M.  Manning,  Seaford 

Revision  of  By-Laws 
W.  E.  Bird,  Wilmington 

E.  R.  Miller,  Wilmington 

C.  E.  Wagner,  Wilmington 
.1.  S.  McDaniel,  Dover 

R.  C.  Beebe,  Lewes 

Vocational  Rehabilitation 
James  Beebe,  Lewes 

I.  M.  Flinn,  Wilmington 
E.  L.  Stambaugh,  Lewes 
A.  P.  Hitchens,  Wilmington 

D.  J.  Preston,  Wilmington 


SPECIAL  COMMITTEES 

Postwar  Plans 
M.  A.  Tarumianz,  Wilmington 
W.  E.  Bird,  Wilmington 
W.  O.  LaMotte,  Wilmington 
W.  H.  Speer,  Wilmington 

J.  S.  McDaniel,  Dover 
William  Marshall,  Jr.,  Milford 

J.  R.  Elliott,  Laurel 
J.  B.  Waples,  Georgetown 
R.  C.  Beebe,  Lewes 

Budget 

M.  A.  Tarumianz,  Wilmington 

C.  E.  Wagner,  Wilmington 
J.  D.  Niles,  Middletown 

J.  S.  McDaniel,  Dover 
James  Beebe,  Lewes 

Cheff  Memorial 
W.  W.  Lattomus,  Wilmington 

E.  R.  Miller,  Wilmington 
A.  J.  Heather,  Wilmington 
Advisory,  Delaware  State  Health 
and  Welfare  Center 
L.  J.  Jones,  Wilmington 
L.  B.  Flinn,  Wilmington 
A.  R.  Cruchley,  Middletown 

I.  J.  MacCollum,  Wyoming 
E.  L.  Stambaugh,  Lewes 

Rural  Medical  Service 

J.  R.  Downes,  Newark 
T.  H.  Baker,  Elsmere 
J.  D.  Niles,  Middletown 
W.  C.  Deakyne,  Smyrna 

H.  W.  Smith,  Harrington 
Bruce  Barnes,  Seaford 
W.  G.  Hume,  Selbyville 

Industrial  Health 
H.  L.  Springer,  Wilmington 
J.  M.  Kimmick,  Wilmington 
L.  C.  McGee,  Wilmington 
H.  V’P.  Wilson,  Dover 
J.  B.  Baker,  Milford 
E.  L.  Stambaugh,  Lewes 

D.  L.  Bice,  Seaford 


WOMAN’S  AUXILIARY 

Mrs.  George  C.  McElfatrick,  President,  Wilmington  . 

Mrs.  J.  H.  Mullin,  First  Vice-President,  Wilmington  Mrs.  S.  W.  Rennie,  Recording  Secretary,  Wilmington 

Mrs.  W.  C.  Deakyne,  Second  Vice-President,  Smyrna  Mrs.  A.  M.  Gehret,  Corresponding  Secretary , Wilmington 

Mrs.  G.  W.  M.  VanValkenburgh,  Third  Vice-President,  Georgetown  Mrs.  C.  M.  Bancroft,  Treasurer,  Wilmington 


NEW  CASTLE  COUNTY  MEDICAL 
SOCIETY 

Meets  Third  Tuesday 
A.  Leon  Heck,  President 

C.  L.  Munson,  President-elect 

L.  W.  Anderson,  Vice-President 

D.  D.  Burch,  Secretary 
Charles  Levy,  Treasurer 

Board  of  Directors  and  Nominating 
Committee : L.  B.  Flinn  1948,  Ira 

Burns  1949,  Roger  Murray  1950. 

Board  of  Censors:  N.  W.  Voss  1948, 

C.  L.  Hudiburg  1949,  C.  L.  Munson 
1950,  J.  M.  Messick  1951,  I.  M.  Flinn, 
Jr.  1952. 

Program  Committee : C.  L.  Munson, 

A.  L.  Heck,  L.  W.  Anderson. 

Legislative  Committee : L.  C.  McGee, 

F.  A.  Bowdle,  J.  R.  Durham,  Jr.,  J. 
A.  Giles,  J.  C.  Pierson. 

Public  Relations  Committee : V.  D. 

Washburn,  C.  T.  Lawrence,  Jr.,  M.  B. 
Pennington,  0.  N.  Stern,  C.  E.  Wagner. 
Medical  Economics  Committee : W. 

M.  Pierson,  G.  A.  Beatty,  W.  E.  Bird, 

E.  M.  Bohan,  E.  T.  O'Donnell. 

Necrology  Committee : Charles  Ma- 

roney,  I.  Charamella,  S.  W.  Rennie. 

Auditing  Committee:  F.  S.  Skura, 

A.  G.  Gluckman,  E.  G.  Laird. 

Delegates  (1948):  D.  D.  Burch, 

Ira  Burns,  N.  L.  Cutler,  J.  R.  Durham, 
Jr.,  J.  A.  Giles,  A.  L.  Heck,  J.  C.  Pier- 
son, W.  F.  Preston,  M.  A.  Tarumianz, 
R.  O.  Y.  Warren. 

Alternates  (1948):  G.  M.  Boines. 

Italo  Charamella,  D.  M.  Gay,  L.  S. 
Hayes,  A.  J.  Heather,  A.  D.  King, 

E.  T.  O’Donnell,  M.  B.  Pennington, 

F.  P.  Rovitti,  O.  N.  Stern. 

Delegates  (1949):  L.  W.  Anderson, 

W.  E.  Bird,  L.  B.  Flinn,  G.  W.  K. 
Forrest,  J.  F.  Hynes,  L.  J.  Jones,  E.  G. 
Laird,  L.  C.  McGee,  Roger  Murray, 
J.  D.  Niles,  V.  II.  Washburn. 

Alternates  (1949):  E.  M.  Bohan, 

I.  M.  Flinn,  Jr.,  A.  D.  King,  C.  E. 
Maroney,  E.  T.  O'Donnell,  W.  M.  Pier- 
son, D.  J.  Preston,  W.  T.  Reardon, 

J.  A.  Shapiro,  O.  N.  Stern,  J.  W. 
Urie. 


KENT  COUNTY  MEDICAL 
SOCIETY 

Meets  First  Wednesday 

Benjamin  F.  Burton,  President,  Do- 
ver. 

S.  M.  D.  Marshall,  Vice-President, 
Milford. 

Stanley  Worden,  Secretary-Treas- 
urer, Dover. 

Delegates:  I.  J.  MacCollum,  Wyo- 

ming: Wm.  Marshall,  Milford. 

Alternates:  W.  C.  Deakyne  (dec.), 

Smyrna : J.  S.  McDaniel,  Dover. 

Censors:  W.  C.  Deakyne  (dec.), 

Smyrna;  John  Baker,  Milford;  Stites 
McDaniel,  Dover. 

DELAWARE  ACADEMY  OF 
MEDICINE 

Open  10  A.  M.  to  1 P.  M. 

Edgar  R.  Miller,  President. 

Gerald  A.  Beatty,  First  Vice-Presi- 
dent. 

Douglas  T.  Davidson,  Sr.,  Second 
Vice-President. 

Robert  R.  Wier,  Secretary. 

Irvin  M.  Flinn,  Treasurer. 

DELAWARE  PHARMACEUTICAL 
SOCIETY 

Thomas  N.  Davis,  President,  Wilming- 
ton. 

Irvin  Waller,  First  Vice-President, 
Bridgeville. 

I.  G.  McNaughton,  Second  Vice-Presi- 
dent, Middletown. 

H.  C.  Helm,  Third  Vice-President, 
Dover. 

Wallace  Watson,  Secretary,  Wilming- 
ton. 

Albert  Dougherty,  Treasurer,  Wil- 
mington. 

MEDICAL  COUNCIL  OF  DELAWARE 

Hon.  Charles  S.  Richards,  President ; 
Joseph  S.  McDaniel,  M.  D.,  Secretary ; 
Wallace  M.  Johnson. 


SUSSEX  COUNTY  MEDICAL 
SOCIETY 

Meets  Fourth  Thursday 

Virgil  A.  Hudson,  President,  Mills- 
boro. 

Leslie  M.  Dobson,  Secretary-Treas- 
urer, Millsboro. 

Delegates:  Bruce  Barnes,  R.  S. 

Long,  James  Beebe,  H.  S.  Riggin. 

Alternates : L.  M.  Dobson,  C.  M. 

Moyer,  E.  L.  Stambaugh,  G.  W.  M. 
Van  Valkenburgh. 

Censors:  O.  A.  James,  R.  C.  Beebe, 
A.  C.  Smoot. 

DELAWARE  STATE  DENTAL 
SOCIETY 

James  Krygier,  President,  Dover. 

R.  R.  Wier,  First  V.  P.,  Wilmington. 

C.  W.  Johnson,  Second  V.  P.,  Wil- 
mington. 

G.  A.  Zurkow,  Secretary,  Wilmington. 

H.  H.  McAllister,  Treasurer,  Wil- 
mington. 

P.  A.  Traynor,  Delegate  A.D.A.,  Wilm. 

DELAWARE  STATE  BOARD  OF 
HEALTH 

J.  D.  Niles,  M.  D.,  President,  Mid- 
dletown ; Mrs.  F.  G.  Tallman,  Vice 
Pres.,  Wilmington;  W.  B.  Atkins, 

D.  D.  S.,  Secretary,  Millsboro;  Bruce 

Barnes,  M.  D.,  Seaford ; Mrs.  C.  M. 
Dillon,  Wilmington  ; J.  B.  Baker,  M.  D., 
Milford : Mrs.  Alden  Keane,  Middle- 

town  ; E.  R.  Mayerberg,  M.  D.,  Wil- 
mington ; Edwin  Cameron,  M.  D., 
Executive  Secretary,  Dover. 

BOARD  OF  MEDICAL  EXAMINERS 

J.  S.  McDaniel,  President-Secretary ; 
Wm.  Marshall,  Assistant  Secretary ; W. 

E.  Bird,  J.  E.  Marvil,  L.  J.  Jones. 
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Increasing 

recommendation 

for 

gold  therapy 

in  active  rheumatoid 


TO  QUOTE  FROM  RECENT  AUTHORITATIVE  SOURCES: 

. . we  have  not  found  any  therapy  other  than  gold  therapy 
which  will  consistently  and  in  a high  percentage  of  cases 
change  the  course  of  the  disease.”1 


“Gold  therapy  at  present  seems  to  be  the  only  drug 
which  shows  promise  of  checking  the  activity 
of  rheumatoid  arthritis;  . . . .”2 


REDUCED  TOXICITY 


“The  high  incidence  of  reactions  attributable 
to  the  formerly  employed  larger  doses  . . . has  been  largely 
obviated  by  the  use  of  more  conservative  doses.”3  Moreover, 
“therapeutic  results  are  quite  as  good  with  smaller  doses. . . ,”4 


CAUTION 
Gold  Sodium  Thiosulfate 
must  be  used  with  extreme 
caution,  especially  in  the 
presence  of  tuberculosis 
and  diseases  of  the 
liver  and  kidneys. 


GOLD  SODIUM  THIOSULFATE 

with  SODIUM  THIOSULFATE  and  BENZYL  ALCOHOL  2%  (Searle) 

Supplied  in  5 cc.  (50  mg.)  serum  type  ampuls;  packages  of  6,  25  and  100 


Combined  Staff  Clinics  of  the  College 
of  Physicians  and  Surgeons,  Co- 
lumbia University:  Am.  J.  Med. 
1:675  {Dec.)  1946. 

2.  Comroe,  B.  I.:  J.A.M.A.  128 :848 

{ July  21)  1945. 

3.  Council  of  Pharmacy  and  Chem- 


SEARLE 


istry:  New  and  Nonofficial  Rem- 
edies, 1947,  Philadelphia,  J.  B. 
Lippincott  Company , 19 47 , p.  477. 

Freyberg,  R.  H.;  Block,  TF.  D.,  and 
Levy,  S.:  J.  Clin.  Investigation 
20:401  {July)  1941. 


RESEARCH  IN  THE  SERVICE  OF  MEDICINE 
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Of  the  so-called  minor  complaints  of 
pregnancy,  a contributor  to  the  medical 
literature*  makes  the  following  statement 
concerning  backache  — 

"Backache  seemed  to  be  due  to  several 
causes.  Strain  of  the  lumbar  muscles  and  the 
vertebral  ligaments,  due  to  a change  in  the 
center  of  gravity  was  often  responsible; 
fallen  arches  aggravated  the  complaint.  It 


was  relieved  by  rest  in  bed.  A maternity’ 
corset  with  moderately  rigid  stays  in  the  back 
was  of  benefit  . . . Sacro-iliac  relaxation  as 
evidenced  by  pain  over  the  joint  was  usually 
unilateral  and  was  referred  along  the  sciatic 
nerve.  Usually  a maternity  corset  would  re- 
lieve it.  This  corset  should  have  a strap  or 
other  device  that  will  pull  it  snug  over  the 
sacro-iliac  region.” 


* Charles  ].  Marshall,  Sew  York  Journal  of  Medicine,  Vol.  34,  Aug.  15,  1934 

Camp  prenatal  supports  are  unique  in  that  the  overstrap  with  its  buckle  (through  which 
the  lacings  ply)  allows  the  support  to  be  drawn  evenly  and  firmly  about  the  pelvis; 
thus  the  pelvic  joints  are  protected  and  steadied. 

From  such  a foundation,  the  back  of  the  patient  is  well  supported  and  the  abdominal 
muscles  are  aided  in  holding  the  increasing  load  in  position. 


S.  H.  CAMP  AND  COMPANY  • JACKSON,  MICHIGAN 

World's  Largest  Manufacturers  of  Scientific  Supports 
Offices  in  New  York  • Chicago  • Windsor,  Ontario  • London,  England 
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CLAI 


vs. 

DIFFERENCE 


WHAT  value  have  claims  of  superiority  unless  there  is  a 
difference  in  formula  or  process  to  justify  such  claims? 

I ake  cigarettes  lor  example. 

Philip  Morris  Cigarettes  are  made  differently.  In  the 
clinic  as  well  as  in  the  laboratory,  the  advantages  of  Philip 
Morris  have  been  repeatedly  observed,  repeatedly  reported 
by  recognized  authorities  in  leading  medical  journals.  Yes, 
Philip  Morris  claims  superiority  . . . and  that  superiority 
has  been  proved  * 

May  we  suggest  that  your  patients  suffering  from  irrita- 
tion of  the  nose  and  throat  due  to  smoking  change  to  Philip 
Morris  — the  one  cigarette  proved  de finitely  less  irritating. 


Philip  Morris 

Philip  Morris  & Co.,  Ltd.,  Inc., 

119  Fifth  Avenue,  N.  Y. 


■'Laryngoscope.  Feb.  1935.  Vo I.  XLV.  No.  2.  149-154  Proc.  Soc.  Exp.  Biol,  and  Med..  1934,  32.  241 

Laryngoscope.  Jan.  1937,  Vo/.  XLV11.  No.  1.  58-60  N.  Y.  State  Journ.  Med..  Vol.  35.  6-1-35,  No.  11,  590-592. 


TO  THE  DOCTOR  WHO  SMOKES  A PIPE:  We  suggest  an  unusually  fine  new  blend — Country 
Doctor  Pipe  Mixture.  Made  by  the  same  process  as  used  in  the  manufacture  of  Philip  Morris  Cigarettes. 
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first” 

for 


The  smooth,  rich,  wonderful  taste  of  Seal- 
test  Homogenized  Vitamin  D Milk  makes 
it  a favorite  from  the  very  first  sip.  Because 
the  children,  and  grown-ups,  just  naturally 
come  back  for  more,  it’s  ideal  to  recommend 
when  extra  milk  is  needed  in  the  diet.  What’s 
more  it’s  easier  to  digest,  and  400  U.S.P. 
units  of  vitamin  D have  been  added  to  aid 
in  the  assimilation  of  its  precious  calcium 
and  phosphorus.  It’s  the  milk  that  stays 
fresh  longer,  too,  because  it  has  been  pas- 
teurized at  higher  temperatures. 


standing  qualities  of  Hanger  Limbs.  Miss  Ferris  Jones, 
a nurse  wearing  a Hip  Control  Leg,  says:  "I  never  for- 
get that  I could  not  be  here — or  anywhere  that  I’d  like 
to  be  without  my  leg.  I am  able  to  carry  on  famously — 
and  for  me  life  has  regained  all  its  flavor.  Thank  you  for 
making  this  possible." 

HANGERS!; 

334-336  N.  13th  Street 
Philadelphia  7,  Penn 


These  important 
Rh  SERVICES 
are  now  available 

1.  Rh  testing,  including  Rh  typing, 
tests  for  Rh  antibodies,  and  ti- 
trations. 

( Blood  specimens  can  be  submitted 
by  mail.) 

2.  Anti-Rh  serum  for  rapid  slide 
testing. 

3.  High  titer  anti-A  and  anti-B 
blood  typing  sera. 

4.  Rh  negative  blood  of  all  types, 
distributed  under  U.  S.  Govern- 
ment License  No.  139. 

For  complete  information  write  to: 

THE  PHILADELPHIA 
SERUM  EXCHANGE 

A non-profit  organization 

1740  Bainbridge  Street 
Philadelphia  46,  Pa. 
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NEWSPAPER 

and 

PERIODICAL 

PRINTING 

M 

An  important  branch 
of  our  business  is  the 
printing  of  all  kinds 
of  weekly  and  monthly 
papers  and  magazines 

M 

The  Sunday  Star 

Printing  Department 

Established  1881 


The  Delaware  State 
Society  For 
Mental  Hygiene, 
Inc. 

The  Delaware  State  Society  for 
Mental  Hygiene,  Inc.,  located  at  1308 
Delaware  Avenue,  Wilmington  19, 
Delaware 


ACCIDENT  • HOSPITAL  • SICKNESS 

INSURANCE 

For  Physicians,  Surgeons,  Dentists  Exclusively 

AIL 

PREMIUMS 
COME  FROM 


$5,000.00  accidental  death  $8.00 

$25.00  weekly  indemnity,  accident  and  sickness  Quarterly 

$10,000.00  accidental  death  $16.00 

$50.00  weekly  indemnity,  accident  and  sickness  Quarterly 

$15,000.00  accidental  death  $24.00 

$75.00  weekly  indemnity,  accident  and  sickness  Quarterly 

$20,000.00  accidental  death  $32.00 

$100.00  weekly  indemnity,  accident  and  sick-  Quarterly 
ness 


ALSO  HOSPITAL  EXPENSE  FOR  MEMBERS, 
WIVES  AND  CHILDREN 


86c  out  of  each  $1.00  gross  income  used  for 
members’  benefit 


$3,000,000.00  $14,000,000.00 

INVESTED  ASSETS  PAID  FOR  CLAIMS 

S200.000.00  deposited  with  State  of  Nebraska  for  protection 
of  our  members. 

Disability  need  not  be  incurred  in  line  of  duty — benefits 
from  the  beginning  day  of  disability 


PHYSICIANS  CASUALTY  ASSOCIATION 
PHYSICIANS  HEALTH  ASSOCIATION 

45  years  under  the  same  management 

400  First  National  Bank  Building  • Omaha  2,  Nebraska 


Baynard  Optical 
Company 

Prescription  Opticians 

We  Specialize  in  Making 
Spectacles  and  Lenses 
According  to  Eye  Physicians’ 
Prescriptions 


5th  and  Market  Sts. 
Wilmington,  Delaware 
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Matlack  Buildinq 

the  Marshall  Square  sanitarium 

WEST  CHESTER,  PENNA. 


FOR  CHRONIC 
DISEASES 
AND 

PSYCHIATRIC 

PATIENTS 


Everett  Sperry  Barr,  M.D. 

Director 


A recognized  hospital  of  110  beds 


/ HE  housing  facilities  provide  for  group- 
ing of  different  types  of  patients.  12  build- 
ings and  6 acres  ground  in  West  Chester, 
farms  of  400  acres  with  appropriate  build- 
ings four  miles  from  West  Chester. 

Physiotherapy,  occupational  and  recrea- 
tional therapy,  shock  therapy  when  indi- 
cated, medical  and  nursing  supervision  are 
included  in  the  weekly  rates. 

Resident  psychiatrist.  Medical  Director. 
Adequate  medical  staff.  Clinical  labor- 
atory. 


I.  M.  Waggoner,  M.D. 
Medical  Director 
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Freihoter's 

Physicians'  and  Surgeons' 

Liability  Insurance 

Enriched 

at 

Perfect  Bread 

Low  Group  Rates 

Vitamins 

Iron 

This  office  writes  the  Group  Profes- 
sional Liability  policy  for  the  New 
Castle  County  Medical  Society.  You 
may  avoid  unpleasant  situations  and 
heavy  expense  by  becoming  insured 

Minerals 

under  this  group  plan.  Group  rates 
are  lower.  Write  or  phone  for 
complete  information. 

• 

J.  A.  Montgomery,  Inc. 

Fresh  from  the  oven 

Du  Pont  Building 

Phone  6561  Wilmington 

made  in  Wilmington 

If  it's  insurable  we  can  insure  it 

CARE . . . 

A Wilson  Home  Freezer 

in  Compounding 

for  healthful,  luxurious  living 

The  moment  a patient  places  your  prescription 

• • e 

in  the  hands  of  a pharmacist,  that  pharmacist 
becomes  the  guardian  of  your  professional  repu- 
tation. Thus  it  is  imperative  to  you,  Doctor, 

Models  from  6 cu.  ft.  to  60  oj.  ft. 

to  know  that  your  prescriptions  are  compounded 
with  skill  and  care. 

on  display  at 

Because  many  of  your  colleagues  know  that  our 
prescription  departments  employ  only  conscien- 

Diamond  Ice  & Coal  Co. 

tious,  skilled,  registered  pharmacists  — stock 
the  more  dependable  drugs,  chemicals  and 
pharmaceutical  specialties  — use  the  latest  and 
most  exquisitely  accurate  equipment  — and 

827  Market  Street 

dispense  precisely  compounded,  double-checked 
prescriptions,  they  often  direct  their  patients 

Blankets  — Sheets  — Spreads  ■ — - 

to  us.  You're  invited  to  join  this  group. 

We  welcome  all  recommendations  and  assure 

the  medical  profession  that  their  patients  are 

Linens  — Cotton  Goods 

served  promptly,  courteously,  at  fair  prices  and 
with  professionally  precise  prescriptions. 

Rhoads  & Company 

ECKERD'S 

Hospital  Textile  Specialists  Since  1891 
Manufacturers  — Converters 

DRUG  STORES 

Direct  Mill  Agents 
Imports  — Distributors 

723  Market  Street  — 513  Market  Street 

MAIN  OFFICE 

900  Orange  Street 

401  North  Broad  Street,  Philadelphia,  Pa. 
FACTORY 

Wilmington,  Delaware 

Philadelphia,  Penna. 

the  people  and  the  horns 


Match  up 

The  first  three,  of  course,  are  very 
easy. 

The  sea  captain  (1)  goes  with  Cape 
Horn  (3);  the  musician  (2)  with  the 
French  horn  (4);  and  the  pioneer  (3) 
with  the  powder  horn  (2). 

That  leaves  the  Average  American 
(4)  matched  up  with  the  Horn  of 
Plenty  (1). 

As  such  an  American,  you’d  like  that 


to  be  true,  wouldn’t  you? 

It  can  be — and  will  be — for  millions 
of  Americans  who,  today,  are  putting 
money  regularly  into  U.  S.  Savings 
Bonds. 

In  ten  years,  as  the  Ronds  mature, 
these  millions  will  find  that  they  have 
truly  created  a Horn  of  Plenty  for 
themselves! 

For  they’ll  get  back  $4.00  for  every 


(It  may  mean  money  to  you!) 

$3.00  they’re  putting  in  today! 

There  are  now  two  easy,  automatic 
ways  to  buy  U.  S.  Savings  Bonds  regu- 
larly. The  Payroll  Savings  Plan  for  men 
and  women  on  payrolls;  the  Bond-A- 
Month  Plan  for  those  not  on  payrolls 
but  who  have  a bank  checking  account. 

Let  U.  S.  Savings  Bonds  fill  up  your 
personal  Horn  of  Plenty  . . . for  the 
years  to  come! 


Automatic  saving  is  sure  saving— U.  S.  Savings  Bonds 


Contributed  by  this  magazine  in  co-operation  with  the  Magazine  Publishers  of  America  as  a public  service. 
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PARKE 

Institutional  Supplier 
Of  Fine  Foods 

• 

COFFEE  TEAS 

SPICES  CANNED  FOODS 

FLAVORING  EXTRACTS 

• 

L.  H.  Parke  Company 

Philadelphia  - Pittsburgh 


w « 

\J\Je  maintain 

prompt  city-wide 

delivery  service 

for  prescriptions, 

■6 

«■ 

CAPPEAU’S 

Drug  Stores  of  Service 

DELAWARE  AVE.  at  DUPONT  ST. 
Dial  8537 

30TH  & MARKET  STREETS 
Dial  2-0952 


VALENTINE'S 

\/ALSPAR 

V HOUSE  PAINT 

WHOLESALE  DISTRIBUTORS 

VALSPAR  PRODUCTS 


ALSO  EVERYTHING  THE  HOSPITAL 
MAY  NEED  IN: 

HARDWARE 
JANITOR  SUPPLIES 
CHINA  WARE 
ENAMEL  WARE,  ETC. 


Delaware  Hardware 
Company 

HARDWARE  SINCE  1822 
2nd  & Shipley  Sts.  Wilmington,  Del. 


Flowers  . . . 

Geo.  Carson  Boyd 

at  216  West  10th  Street 

Phone:  4388 


FRAIM'S  DAIRIES 

Distributors  of  rich  Grade  "A"  pas- 
teurized Guernsey  and  Jersey  milk 
testing  about  4.80  butter  fat,  and 
rich  Grade  "A"  Raw  Guernsey  milk 
testing  about  4.80.  This  milk  comes 
from  cows  which  are  tuberculin  and 
blood  tested. 

Try  our  Sunshine  Vitamin  "D"  milk, 
testing  about  4 per  cent,  Cream 
Buttermilk,  and  other  high  grade 
dairy  products. 

VANDEVER  AVE.  & LAMOTTE  ST. 

Wilmington,  Delaware 
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Enjoy  instant,  plentiful  hot  water 


For  downright  conven- 
ience, comfort  and  health 
of  your  family  — you 
should  have  an  ample, 
reliable  supply  of  hot 
water  ! With  an  Auto 
matic  Gas  Water  Heat 
er  in  your  Home,  you're 
sure  of  all  the  hot  water 
you  want,  when  you  want 
it.  For  lightening  house- 
hold tasks,  bathing, 
cleaning,  dishwashing,  laundering  and  many 
other  uses.  Besides,  you  save  time  and  worry, 
for  you're  sure  of  constant  water  tempera- 
tures at  low  cost.  Arrange  for  the  installation 
of  an  Automatic  Gas  Water  Heater  in  your 
home  now.  Ask  your  Plumber,  or  stop  in  to 
see  us. 


DELAWARE  POWER  £ LIGHT  CO. 

-ec*at<rs 


With  an  Automatic  Gas 

WATER  HEATER 


Garrett,  Miller  & 
Company 

Electrical  Supplies 
Heating  and  Cooking  Appliances 
G.  E.  Motors 

N.  E.  Cor.  4th  and  Orange  Sts. 
Wilmington  - - - - Delaware 


A Store  for  . . . 

Quality  Minded  Folk 
Who  are  Thrift  Co?iscious 

LEIBOWITZS 

224-226  MARKET  STREET 
Wilmington,  Delaware 
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Happen 

Here 


Iest  we  forget — we  who  are  of  the  vita- 
a min  D era — severe  rickets  is  not  vet  eradi- 
cated, and  moderate  and  mild  rickets  are 
still  prevalent.  Here  is  a white  child,  sup-  Example  uf  severe  rickets  in  a sunny  clime 

posedlv  well  fed,  if  judged  by  weight  alone, 
a farm  child  apparently  living  out  of  doors 

a good  deal.  This  boy  was  reared  in  a state  having  a latitude  be- 
tween 37°  and  42°,  where  the  average  amount  of  fall  and  winter 
sunshine  is  equal  to  that  in  the  major  portion  of  the  United  States.  And 
yet  such  stigmata  of  rickets  as  genu  varum  and  the  quadratic  head 
are  plain  evidence  that  rickets  does  occur  under  these  conditions. 

i How  much  more  likely,  then,  that  rickets  will  develop  among 
city-bred  children  who  live  under  a smokepall  for  a large  part  of 
each  year.  True,  vitamin  D is  more  or  less  routinely  prescribed 
nowadays  for  infants.  But  is  the  antiricketic  routinely  admin- 
istered in  the  home?  Does  the  child  refuse  it?  Is  it  given  in  some  un- 
standardized  form,  purchased  from  a false  sense  of  economy  because 
the  physician  did  not  specify  the  kind? 


A uniformly  potent  source  of  vitamin  D such  as  Oleum  Perco- 
morphum,  administered  regularly  in  proper  dosage,  can  do  more 
than  protect  against  the  gross  visible  deformities  of  rickets.  It  may 
prevent  hidden  but  nonetheless  serious  malformations  of  the  chest 
and  the  pelvis  and  will  aid  in  promoting  good  dentition.  Because 
the  dosage  is  measured  in  drops.  Oleum  Percomorphum  is  well 
taken  and  well  tolerated  by  infants  and  growing  children. 


OLEUM  PERCOMORPHUM 
WITH  OTHER  FISH-LIVER 
OILS  AND  VIOSTEROL 

Potency,  60,000  vitamin  A units 
and  8,500  vitamin  D units  per 
gram.  Supplied  in  10  cc.  and 
50  cc.  bottles;  and  as  capsules 
in  bottles  containing  50  and  250. 


MEAD  JOHNSON  & COMPANY,  EVANSVILLE,  INDIANA,  U.  S.  A. 


Please  enclose  professional  card  when  requesting  samples  of  Mead  Johnson  products  to  co-operate  in  preventing  their  reaching  unauthorized  persons 
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BACKGROUND 


Th  ree  Decades  of  Clinical  Experience 

THE  use  of  cow’s  milk,  water  and  carbohydrate  mix- 
tures represents  the  one  system  of  infant  feeding  that 
consistently,  for  over  three  decades,  has  received  universal 
pediatric  recognition.  No  carbohydrate  employed  in  this 
system  of  infant  feeding  enjoys  so  rich  and  enduring  a 
background  of  authoritative  clinical  experience  as  Dextri- 
Maltose. 

DEXTRI-MALTOSE  No.  1 (with  2%  sodium  chloride),  for  normal  babies. 

DEXTRI-MALTOSE  No.  2 (plain,  salt  free),  permits  salt  modifications  by  the  physician. 
DEXTRI-MALTOSE  No.  3 (with  3%  potassium  bicarbonate) , for  constipated  babies. 

These  products  are  hypo-allergenic. 

DEXTRI-MALTOSE 


Please  enclose  professional  card  when  requesting  samples  of  Mead  Johnson  products  to  cooperate  in  preventing  their 

reaching  unauthorized  persons 

Mead  Johnson  & Company,  Evansville,  Ind.,  U.  S.  A. 


THEELIN: 


continuing 


Naturally  occurring 


THEELIN  is  a naturally  occurring  estrogen.  It  is  well  tolerated  and 
can  be  administered  without  significant  side  reactions  or  untoward  effects. 


THEELIN  is  a pure  crystalline  estrogen.  Since  it  is  not  a mixture 
and  does  not  contain  extraneous  substances,  its  physiologic  effectiveness  is 
accurately  determined  by  weight. 

leadership 

in  estrogen 

THEELIN  is  a highly  potent  estrogen.  One  ten-thousandth  (0.0001 ) 
of  a milligram  is  equivalent  to  one  international  unit.  Because  of  THEELIN’s 
potency,  symptoms  of  the  menopause  and  other  estrogen-deficiency 
states  may  be  readily  and  effectively  relieved. 

THEELIN  is  a dependable  estrogen.  It  has  stood  the  test  of  time. 

The  first  estrogenic  hormone  to  be  isolated  in  pure  crystalline  form  and  the 
first  to  assume  clinical  importance,  THEELIN  may  be  depended  on 
for  its  reliable  and  predictable  estrogenic  effects. 


THEEl.IN  is  available  as  theelin  aqueous  suspension  in  ampoules  of  1 mg.  ( 10,000  I.U.), 
2 mg.  (20,000  I.U.)  and  5 mg.  (50,000  I.U,); 

theelin  in  oil  in  ampoules  of  0.1  mg.  ( 1000  I.U.),  0.2  mg.  (2000  I.U. ), 

0.5  mg.  (5000  I.U.)  and  1 mg.  (10,000  I.U.); 

steri-vial®  theelin  in  oil  in  vials  of  10  cc.,  each  cc.  containing  1 mg.  ( 10,000  I.U. ) ; and 
THEELIN  Vaginal  Suppositories,  containing  0.2  mg.  (2000  I.U.). 

PARKE,  DAVIS  & COMPANY  • DETROIT  32,  MICHIGAN 
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Experience  is  the  Best  Teacher 


It's  true  in  medicine— 

John  William 
Ballantyne 

( 1861-1923 ) 

proved  it  in 
obstetrics 


Ballantyne,  in  his  early 

studies  of  anatomical  and 
pathological  conditions  found  in 
the  new-born,  sensed  the  value 
of  routine  prenatal  care  in  ob- 
stetrics. As  a pioneer  for  pre- 
natal care  he  was  the  first  to  es- 
tablish a clinic  for  the  expectant 
mother.  World-wide  acceptance 
of  Ballantyne’s  concepts  quickly 
followed  his  successful  experi- 
ences in  prenatal  supervision. 

Experience  is  the  best 
teacher  in  choosing 
a cigarette , too! 


MORE  PEOPLE  ARE  SMOKING  CAMELS 
THAN  EVER  BEFORE! 


Yes.  experience  is  the  best  teacher  in  choosing  a cigarette. 
Millions  of  smokers  who  have  tried  and  compared  differ- 
ent brands  have  found  that  Camels  suit  them  best.  As 
a result,  more  and  more  people  are  smoking  Camels  as  the 
“choice  of  experience.” 

Try  Camels.  See  if  your  own  taste  doesn’t  appreciate 
the  rich,  full  flavor  of  Camels.  See  if  your  own  throat 
doesn't  welcome  Camel’s  cool  mildness. 

Let  your  own  experience  tell  you  why  more  people  are 
smoking  Camels  than  ever  before. 


Acroniini/  to  a Ration tciilo  snrroij: 


More  Doctors  Smoke  CAMELS 

than  any  other  cigarette 

Wlien  113. [>07  doctors  from  coast  to  coast  — in  every  field  of  medicine  — were  asked  by  three  independent 
research  organizations  to  name  the  cigarette  they  smoked,  more  doctors  named  Camel  than  any  other  brand! 
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YOU 


KNOW 

WHAT 

THESE 


Noah  was  in  at  the  birth  of  this  symbol.  Since, 
in  almost  all  lands,  it  has  come  to  mean  one 
thing:  Hope.  See  a rainbow  in  the  sky  and  you 
see  a promise  of  days  less  laden  with  trouble. 


SYMBOLS 

STAND 

FOR? 


The  familiar  Rexall  sign  is  a modern  symbol: 
Up  and  down  the  land,  displayed  proudly  by 
about  10,000  independent  and  reliable  drug 
stores,  it  signals  an  important  message  to  the 
millions.  Here  is  a symbol,  it  says,  that  assures 
the  highest  pharmacal  skill  in  compounding 
your  prescription.  It  means,  further,  that  all 
drugs  used  are  potent,  pure  and  uniform  . . . 
all  laboratory  tested  under  the  rigid  Rexall 
control  system. 


DRUGS 


You  can  depend  on  any  drug  REXALL  DRUG  COMPANY 

product  that  bears  the  name 

Rexall.  LOS  ANGELES,  CALIFORNIA 

PHARMACEUTICAL  CHEMISTS  FOR  MORE  THAN  45  YEARS 
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First  breath,  first  bath,  first  bottle 

In  a life  filled  with  ''firsts'',  haby  has  no  time  to  cope  with  such 
gastro- intestinal  problems  as  carbohydrate  fermentation  and  attendant 
distention  and  diarrhea — particularly  during  his  first  few  weeks. 

'Dexin'  has  proven  an  excellent  "first  carbohydrate"  because  1)  its 
high  dextrin  content  is  not  fermentable  by  the  organisms  usually 
present  in  the  intestinal  tract,  and  2)  because  it  promotes  the  forma- 
tion of  soft,  flocculent,  easily  digested  curds. 

Simply  prepared  in  hot  or  cold  milk,  'Dexin'  brand  High  Dextrin  Car- 
bohydrate is  easily  adapted  to  increasing  formula  needs  from  month 
to  month,  and  later,  being  palatable  but  not  too  sweet,  is  a welcome 
supplement  to  other  bland  foods.  'Dexin'  does  make  a difference. 


I 


Dexin 


9 

HIGH  DCXTRIN  CARBOHYDRATE 


BRAND 


Composition — Dextrins  75%  • Maltose  24%  • Mineral  Ash  0.25?!  • Moisture 
0.75%  • Available  carbohydrate  99%  • 115  calories  per  ounce  • 6 level  packed 
tablespoonfuls  equal  1 ounce  • Containers  of  twelve  ounces  and  three  pounds  • 

Accepted  by  the  Council  on  Foods  and  Nutrition,  American  Medical  Association. 

Literature  on  request  'Dexin’  Reg.  Trademark 

ia  BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,  9 & 11  East  41st  St.,  New  York  17,  N.Y. 
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. . . and  still  potency- protected ! 


Four  packages  of  penicillin  tablets  were  recently  returned  to  the 
Squibb  Laboratories.  They  had  been  watersoaked  to  a point  ol 
partial  disintegration.  The  outside  and  inside  of  the  packages  were 
covered  with  mold  — they  had  been  “through  the  mill  . Further- 
more, the  tablets  were  outdated  by  four  months. 

Yet  on  assay  all  but  one— 39  out  of  40  — of  these  tablets  lucre  found 
to  be  of  full  potency!  ( One  tablet  assayed  at  50%  of  label  potency. ) 

Penicillin  is  rapidly  destroyed  by  water.  It  must  be  produced  in 
an  atmosphere  scrupulously  moisture-controlled.  This  demonstra- 
tion of  the  effectiveness  of  Squibb  packaging  methods  is  therefore 
highly  significant. 

CRYSTALLINE  PENICILLIN  G 
SODIUM  ( Buffered ) TABLETS 

are  individually  and  hermetically  sealed  in  aluminum  foil  to  protect 
them  against  moisture  and  contamination.  They  are  individually 
protected,  regardless  of  how  many  are  prescribed,  up  to  the  time 
of  use.  Tablets  of  50,000  and  100,000  units  in  boxes  of  12  and  100. 


Squibb 


manufacturing  chemists  to  the  medical  profession  since  1858 
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For  medically  sound  reduction  of  overweight. 


Benzedrine  Sulfate— rational  and  accepted 

Benzedrine  Sulfate,  by  safely  depressing  the  overweight  patient’s  appetite, 
ordinarily  curbs  excessive  eating.  Lowered  caloric  intake  and  loss  of  weight  naturally 
follow.  Hence,  Benzedrine  Sulfate  therapy  is  medically  sound  and  highly  effective. 


Thyroid— irrational,  potentially  dangerous  and  widely  condemned 

In  overweight,  most  authorities  strongly  condemn  thyroid  therapy  as  irrational 
and  potentially  dangerous,  except  in  those  rare  instances  when  an  accompanying 
hypothyroidism  has  been  definitely  demonstrated. 

Benzedrine  Sulfate — unlike  thyroid — ordinarily,  in  the  proper  dosage,  has 
no  significant  effect  on  the  basal  metabolic  rate,  blood  pressure,  or  heart  rate. 

Harris,  Ivy  and  Searle,1  after  a comprehensive  series  of  functional  tests,  conclude: 

"No  evidence  of  deleterious  effects  of  the  drug  (amphetamine  sulfate)  was  observed.” 

■Harris,  S.  C.;  Ivy,  A.  C.,  and  Searle,  L.  M.:  the  mechanism  of  amphetamine-induced  loss  of 
weight:  A Consideration  of  the  Theory  of  Hunger  and  Appetite,  J.A.M.A.  134:1468  (Aug.  23)  1947. 


Tablets  Capsules  Elixir  One  of  the  fundamental  drugs  in  medicine 

Accepted  by  the  Council  on  Pharmacy  and  Chemistry 
of  the  AMA  for  use  in  treatment  of  overweight. 


Smith,  Kline  & French  Laboratories,  Philadelphia 


iEG.  U.S.  PAT.  OFF.  FOR  RACEMIC  AMPHETAMINE  SULFATE,  S.K.F. 


RELATED 


w that  we  know  the  chemical  nature  of 
of  these  compounds  [internal  secretions], 
have  learned  much  about  their  physiological 
activities,  endocrinology  has  become  an  exact 
of  science,  inseparably  related 
pharmacology  and  biochemistry.” 

A.  T . : Recent  Advances  in 
inology.  ed.  5,  Philadelphia, 
The  Blahiston  Company,  1945,  p.  1. 


ever-widening  scope  of  hormone  therapy 
is  the  outcome  of  decades  of  progress  in 
laboratorv  research,  clinical  investigation 
and  pharmaceutical  manufacture. 

HERING 


world’s  largest  manufacturer  of  sex  hormones  has 
pioneered  in  noteworthy  developments  in  this  field. 

Further  advances  in  endocrine  treatment 
foreshadowed  by  current  scientific  activity  are 
inseparably  related  to  the  continuing  initiation 
of  effective,  well-tolerated  therapeutic  agents. 


IN  CANADA,  SCHF.RINT,  CORPORATION'  I.IMITKD,  MONTREAL 
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Aqueous  Suspension 
of  Mineral  Oil 
Plain 


Active 
Ingredient: 
Mineral  Oil  65% 
DIRECTIONS— Adults  One  table 
spoonful.  Children:  One  teaspoonful 
Important  — Do  not  take  directly 
before  or  after  a meal 
May  be  thinned  with  water,  milk  or 
fruit  piice  if  desired. 


:*C-DF  1)91960  JrtaJl  In  U.  S.  A 

mm&P&x***"**  1 • " 9 J-  ****** 
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Reaching  more  than  23  million  people  . . . 

This  Parke-Davis  "See  Your  Doctor"  message  will 

appear  in  LIFE  and  other  national  magazines. 

A reproduction  in  full  color  will  be  sent  on  request. 

Write  Parke,  Davis  & Company,  Detroit  32,  Michigan. 


Some  things  you  should  know  about  Op6r3tionS 


No.  210  in  a series  of  messages  from  Parke,  Davis  & Co. 
on  the  importance  of  prompt  and  proper  medical  core. 
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uioval  of  an  appendix  is  not  considered  a 
operation.  And  many  operations  which  we 
sidered  of  major  seriousness  as  recently  a 
are  now  often  relatively  simple. 


Because  of  notable  advances  in  training  and 
surgical  skill,  many  of  the  risks  have  been  almost 
eliminated.  Complications  following  operations 
are  far  less  common.  And  most  patients  recover  in  a 
shorter  time,  and  with  less  discomfort  than  formerly. 

Such  progress  in  surgery  has  been  hastened  by 
significant  developments  in  lour  important  fields. 


1.  Anesthesia.  The  administration  of  anesthetics  lias  be- 
come a specialized  science.  New  anesthetics  have  been 
developed  — less  toxic,  less  upselling  to  respiration  and 
heart  action.  With  modern  anesthesia  the  patient  has  a far 
easier  time  when  undergoing  surgery.  Post-operative  nausea 
and  vomiting,  which  were  previously  almost  taken  for 
granted,  arc  now  much  less  frequent. 

2.  Infection-fighting  drugs.  Peritonitis,  once  leared  as 
a frequent  complication  of  abdominal  surgery,  today  is 
uncommon.  The  use  of  such  agents  as  the  sulla  drugs  and 
penicillin- to  treat  infection  or  to  guard  against  it-has 
almost  eliminated  many  of  the  infections  which  formerly 
constituted  the  greatest  dangers  in  surgical  procedures. 

3.  Early  ambulation.  Doctors  have  found  that  getting 
patients  out  of  bed  soon  after  operations  not  only  speeds 
recovery,  but  also  prevents  many  of  the  discomforts  form- 
erly suffered.  Bowel  and  urinary  functions  are  quickly  re- 
stored. Gas  pains  are  usually  avoided.  It  is  not  unusual 
nowadays  for  a patient  to  be  well  enough  to  go  home  from 
the  hospital  in  less  than  ten  days  after  a major  operation. 


4.  Body  Nutrition.  One  of  the  problems  in  surgery  has 
been  that  (he  condition  which  makes  an  operation  neces- 
sary is  usually  one  which  has  depleted  the  patient’s  nutri- 
tional reserves,  and  therefore  lessens  his  ability  to  recover 
promptly  from  the  operation  itself 

In  recent  years,  however,  medical  science  has  broadened 
its  knowledge  of  body  nutrition. 

Today,  il  is  possible  to  determine  in  what  a patient's 
body  is  deficient -whether  lie  needs  whole  blood,  vitamins, 
salts,  carbohydrates,  protein. 

Each  ol  these  elements  can  be  replaced  - making  it  far 
easier  lor  the  patient  to  go  through  an  operation.  Post- 


opcrativcly,  also,  recovery  is  hastened  by  supplying  the 
body's  needs  in  easily  assimilated  form. 

SEE  YOUR  Doctor.  Give  him  your  complete  con- 
fidence at  all  times.  If  he  advises  an  operation,  fol- 
low his  recommendation  promptly.  With  modern 
surgery,  with  modern  hospital  care,  you  have  little 
reason  to  be  afraid. 

Remember,  too,  that  when  surgery  is  indicated, 
a delay  may  be  dangerous.  Prompt-action  is  likely 
to  give  you  a quicker  recovery — and  an  easier  one! 


Makers  of  medicines  prescribed  by  physicia 


tteuarch  and  Manufacturing 
Laboratonet.  Detroit  37,  Mich. 


PARKE,  DAVIS  & CO. 
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Vast  areas  of  the  country  would  have  to  he 
considered  wasteland,  so  far  as  human  nutri- 
tion is  concerned,  were  it  not  for  the  ability  of 
livestock  to  feed  on  the  grasses  and  roughage 
growing  in  the  many  areas  which  do  not  lend 
themselves  to  cultivation. 


The  Seal  of  Acceptance 
denotes  that  the  nutri- 
tional statements  made  in 
this  advertisement  are  ac- 
ceptable to  the  Council  on 
Foods  and  Nutrition  of  the 
American  Medical  Asso- 
ciation. 


Our  livestock  population  turns  many  plants, 
in  themselves  inedible  by  man,  into  meat  . . . 
man’s  preferred  protein  food. 

Thus  livestock  makes  land,  which  otherwise 
would  be  useless  for  human  nutrition,  produce 
an  outstanding  protein  food  for  man.  This  is  of 
added  importance  today  because  of  the  world- 
wide scarcity  of  high-quality  protein  foods. 


AMERICAN  MEAT  INSTITUTE 


MAIN  OFFICE,  CHICAGO  ...  MEMBERS  THROUGHOUT  THE  UNITED  STATES 


March.  1948 


Delaware  State  Medical  Journal 


xiii 


FOR  EFFECTIVE  PROPHYLAXIS  OF  DRUG  REACTIONS  . 


PYRI  BENZ  AMINE 


In  the  prophylaxis  and  treatment  of  allergic  reaction  to  liver 
extract,  penicillin,  the  sulfonamides  and  certain  other  drugs, 
Pyribenzamine  hydrochloride  is  definitely  efficacious.1-2 

Similarly,  the  administration  of  Pyribenzamine  prior  to  a de- 
sensitizing dose  of  allergen  is  successful  in  the  prevention  of 
constitutional  reactions.1  By  using  Pyribenzamine  routinely 
during  desensitization  therapy,  it  is  possible  to  make  greater 
increments  of  dosage,  thereby  reducing  the  total  number 
of  injections.3 


1.  Arbesman,  C.E.,  et  al.,  Jl.  of  Allergy  17:275,  Sept.  1946 

2.  Feinberg,  S.M.,  and  Friedlaender,  S.,  Am.  Jl.  Med.  Sci.  213:58,  Jan.  1947. 

3.  Fuchs,  A.M.,  et  al.,  Jl.  of  Allergy  18:385,  Nov.  1947. 


ISSUED:  Scored  tablets  50  mg.  • Elixir,  5 mg.  per  cc. 


EUTICAL  PRODUCTS,  INC.,  SUMMIT,  NEW  JERSEY 

PYRIBENZAMINE  (brand  of  tripelennamine)  • T.  M.  Reg.  U.  S.  Pat.  Off. 
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Your  Job— 
And  Ours: 


To  Fortify  Baby’s  Health 

Babies  who  enjoy  the  benefit  of  your  profes- 
sional supervision  have  added  assurance  of 
sound  growth  and  extra  protection  from  infant 
ills.  Proper  nutrition,  of  course,  plays  a basic 
role  in  baby’s  healthy  development;  and  in  this 
field  the  use  of  Nestle’s  Evaporated  Milk  pro- 
vides the  full  value  of  whole  cow’s  milk,  plus 
something  extra  — pure  Vitamin  D3. 


Nestle’s  Has  the  "Know-How"  to 
Produce  a Good  Product 

• For  over  80  years,  Nestle’s  milk  products  have  been 
best  known,  most  used  for  babies  ’round  the  world. 

• Nestle’s  was  the  first  evaporated  milk  fortified  with 
400  U.S.P.  units  of  genuine  Vitamin  D3  per  pint. 

• Nestle’s  accepts  milk  only  from  carefully  inspected 
herds.  As  further  assurance  of  quality,  rigid  con- 
trols check  Nestle’s  Milk  every  step  of  the  way.  We 
even  take  the  plant  apart  every  day  and  wash  it! 


NllTLi’x 

EVAPORATED 

MILK 


No  wonder  so  many  doctors 

recommend  NllTLEJ  Milk  by  name 


NESTLE'S  MILK  PRODUCTS,  INC.,  New  York,  U.  S.  A. 
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middle  age 


Verve  or  apathy  in  middle  age ? For 
the  menopausal  patient  this  is  usually  determined 
by  the  degree  of  relief  from  the  distressing  symptom < 
so  often  associated  with  declining  ovarian  function. 

Gratifying  and  prompt  remission  of  disturbing 
symptoms  may  be  obtained  with  " Premarin ." 
Outstanding  among  comments  made  by 
patients  receiving  this  naturally 
occurring , orally  active  estrogen , is  the 
reference  to  the  "plus"  that  changes 
apathy  into  action ..  .the  "sense  of 
well-being"  following  therapy  which 
is  so  much  appreciated  by  the  middle- 
aged  woman  who  wants  to  live 
usefully  and  enjoyably. 

While  sodium  estrone  sulfate 
is  the  principal  estrogen  in 
"Premarin,"  other  equine 
estrogens . . . estradiol , equi- 
lin , equilenin,  hippulin . . . 
are  probably  also 
present  in  varying 
amounts  as  water 
soluble 
conjugates. 


verve 


mV 


Three  potencies 
of  " Premarin " 

enable  the  physician 
to  fit  the  dosage  to  the 
individual  needs  of  the 
patient:  2.5  mg.,  1 .25  mg. 
d 0.625  mg.  tablets,-  also  in 
liquid  form,  0.625  mg.  in  each 
( 1 . teaspoonful ) . 


Conjugated  Estrogens  (equine) 


Ayerst,  McKenna  & Harrison 

Limited 


22  East  40th  Street,  New  York  16,  N.  Y. 
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One  of  the  Simplest, 
Safest  and  Most 


Satisfactory  Methods 

Careful  consideration  of  all  the 
methods  advocated  for  the  relief  of 
pain  during  childbirth  leads  to 
the  conclusion  that  local  infiltration 
anesthesia  combined  with  Demerol  and 
scopolamine  is  one  of  the  simplest, 
safest  and  most  satisfactory  methods  for 
the  average  woman  in  the  hands  of 
the  average  practitioner. 

For  detailed  discussion,  see 
Alfred  C.  Beck:  Obstetrical  Practice. 
Baltimore,  Williams  and  Wilkins  Co., 

4th  ed.,  1947,  page  403. 
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New  York  13,  N.  Y.  Windsor,  Ont. 


WINTHROP  STEARNS 


DEMEROL  and  NOVOCAIN,  trademarks  reg.  U,  S. 
& Canada,  brand  of  meperidine  and  procaine 
hydrochloride,  respectively. 


Dm  n e D I ' - 

E EE  E IE  w L 

HYDROCHLORIDE 

Profound  Analgesia  Usually 
Without  Respiratory  Depression 

Warning:  May  be  habit  forming. 
Narcotic  blank  required. 


NOVOCAIN 

Dependable  Local  Anesthesia 


The  businesses  formerly  conducted  by  Winthrop  Chemical  Company,  Inc.  ! 
and  Frederick  Stearns  & Company  are  now  owned  by  Winthrop-Sieorm  Inc. 
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THE  INFLUENCE  OF  HESPERIDIN-C  ON 
ABNORMAL  CAPILLARY  FRAGILITY  IN 

RHEUMATOID  ARTHRITIS  PATIENTS 

Peter  J.  Warter,  M.  I).,  Henry  L.  Drezner, 
M.  D.,  Trenton,  N.  J.,  and 
Steven  Horoschak,  B.  S., 

Ridley  Park,  Pa. 

Observations  of  the  frequent  occurrence  of 
abnormal  capillary  fragility  and  the  success- 
ful management  of  this  condition  with  hes- 
peridin  (vitamin  P)  and  hesperidin  (vitamin 
P)  combined  with  vitamin  C in  rheumatoid 
arthritis  have  been  reported  by  Warter  and 
associates1.  The  disturbances  of  capillary  in- 
tegrity are  manifested  by  petechiae  and  ecehy- 
motic  areas  which  appear  spontaneously  or  as 
a result  of  slight  trauma,  and  very  frequently 
are  of  concern  to  the  patient.  On  many  oc- 
casions, patients  have  called  these  phenomena 
to  our  attention  in  the  arthritic  clinic. 

Etiologic  Considerations  of  Capillary 
Fragility 

The  factors  of  capillary  toxicosis  with  in- 
creased capillary  permeability  may  be  infec- 
tions, impaired  nutrition,  drugs,  or  a combina- 
tion of  these  factors. 

As  pointed  out  by  Talkov,  Bauer  and  Short2 
“rheumatoid  arthritis  is  a generalized  disease 
that  may  affect  with  varying  frequency  the 
lymph  nodes,  spleen,  bone  marrow  and  many 
other  tissues  besides  the  articular  structures." 
A study  of  tissue  changes  in  cases  of  hemolytic 
streptococcus  infection  in  man  led  Mallory  and 
Keefer'1  to  suggest  that  “the  rheumatic  pro- 
cess is  but  one  manifestation  of  streptococcus 
injury.  ’ ’ 

Warter  et  al4  suggested  bacterial  toxins  or 
other  toxic  agents  as  contributing  etiologic 
factors  which  produce  an  increasing  tendency 
to  spontaneous  petechiae  and  ecchymosis  in 
rheumatoid  arthritis.  It  was  shown  by  Man- 
waring  and  Boyd0  that  certain  bacterial  toxins 
so  affect  the  capillary  endothelium  of  the  per- 
fused heart  as  to  produce  marked  edema  and 


hemorrhage  of  the  myocardium,  dilatation  of 
the  tissue  spaces  and  extravasation  of  numer- 
ous red  blood  cells.  They  concluded  that, 
“disturbances  of  the  circulation  undoubtedly 
constitute  a certain  proportion  of  the  under- 
lying pathologic  changes  evidenced  in  rheu- 
matic and  arthritic  changes.’’ 

Increased  capillary  fragility  was  observed 
by  Brown  and  Wasson"  in  children  with  rheu- 
matic fever.  Epstein  and  Greenspan7  believe 
capillary  fragility  and  permeability  to  be  the 
physiologically  basic  lesions  in  rheumatic 
fever. 

In  addition  to  the  possible  role  of  bacterial 
toxins  or  toxic  agents  as  etiologic  factors,  the 
physicians  must  recognize  the  fact  that  rheu- 
matoid arthritis,  as  well  as  any  unusual  phy- 
siologic stress,  predisposes  to  a nutritional 
breakdown,  resulting  in  a deficiency  of  ele- 
ments essential  for  the  patients’  well  being. 
Such  deficiencies  undoubtedly  tend  to  impair 
1 he  resistance  of  the  endothelial  cells  so  they 
cannot  function  normally  as  a barrier. 

Vitamin  C avitaminosis  has  been  reported 
as  a possible  causative  factor  in  capillary  fra- 
gility. According  to  Dalldorf8  ascorbic  acid 
is  an  essential  nutrient  required  for  the  normal 
deposition  and  maintenance  of  intercellular 
substances. 

Eddy10  believes  that  the  so-called  country 
rheumatisms  developing  at  the  end  of  a long- 
winter  “were  actually  hemorrhagic  joint  con- 
ditions produced  by  vitamin  C deficiency.” 

Warter  et  al’  observed  no  correlation  be- 
tween capillary  fragility  as  measured  by  the 
cuff  pressure  test  and  plasma  vitamin  C find- 
ings. These  findings  confirmed  those  reported 
by  a number  of  other  investigators.  0 10  11  10 

Rusznyak  and  Szent-Gyorgyi14  10  postulated 
that  cellular  vitamin  C was  accompanied  by 
a substance  of  similar  importance  and  related 
activity.  Since  they  found  this  substance  as- 
sociated with  capillary  permeability,  they 
named  it  “vitamin  P”. 
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Hesperidin  and  Capillary  Permeability 

Beneficial  effects  of  lemon  juice  and  extracts 
of  Hungarian  red  pepper  were  observed  by 
Aramentano  et  al10  in  a number  of  cases  of 
purpura  hemorrhagica  which  had  failed  to  re- 
spond to  large  doses  of  pure  ascorbic  acid. 
Seeking  the  active  principle  responsible  for 
these  favorable  results,  a crystalline  flavone 
substance,  which  was  shown  to  be  physiologi- 
cally active,  was  isolated  from  orange  juice 
and  named  “citrin”. 

Chemical  studies  by  Bruckner  and  Szent- 
Gyorgyi”  showed  “citrin”  to  be  a mixed 
crystalline  composed  largely  of  hesperidin  and 
smaller  amounts  of  eriodictyol  glucoside. 
Chromatographic  observation  studies  by  Ro- 
beznieks18  indicated  that  “citrin”  contained 
a third  quercitrin-like  flavone  in  addition  to 
hesperidin  and  eriodictin. 

Hesperidin  is  a flavanone  glucoside  occur- 
ring in  most  varieties  of  citrus  fruit.  Pure 
hesperidin  occurs  in  long  hair-like  colorless 
needles,  easily  soluble  in  dilute  alkali,  and 
in  pyridine,  slightly  soluble  in  methyl  alcohol 
and  in  hot  glacial  acetic  acid.  It  is  almost  in- 
soluble in  acetone,  benzol  and  chloroform. 
Hesperidin,  in  common  with  other  flavanone 
glueosides,  has  the  property  of  forming  crys- 
tals with  other  similar  glueosides,  which  great- 
ly affect  its  solubility  and  other  physical 
properties. 

From  a review  of  literature  regarding  the 
physiological  significance  of  a flavone  mix- 
ture, citrin  or  vitamin  P,  Lindheimer  et  al  19 
stated:  “Human  clinical  studies  show  that 

citrin  has  a definite  effect  in  improving  low 
capillary  resistance  in  various  conditions 
whether  of  known  dietary  origin  or  not ; this 
effect  on  the  capillaries  is  accompanied  by  a 
therapeutic  effect  on  certain  hemorrhagic  dis- 
eases, in  petechial  hemorrhagic  conditions 
caused  by  dietary  deficiency  and  perhaps  in 
numerous  other  types  of  clinical  conditions. 
A synergism  of  vitamin  C and  P is  suggested 
by  some  of  these  studies,  whereas  other  indi- 
cate that  vitamin  P acts  by  itself.” 

Hesperidin  was  used  in  lowered  capillary  re- 
sistance resulting  from  generalized  vitamin  de- 
ficiency with  uniformly  successful  results 
in  eases  of  toxic  purpura  and  toxic  erythema"1 
and  in  the  treatment  of  purpura  resulting 
from  arsenicals  in  treatment  of  syphilis.22 


Scarborough23  observed  that  hesperidin  and 
hesperitin  preparations  from  orange  meal  in- 
creased capillary  resistance  in  man  when  given 
by  mouth.  Restoration  of  fragility  of  capil- 
laries to  normal  with  hesperidin  and  hesperi- 
din methyl  chaleone  was  observed  by  Griffith 
and  Lindauer24  in  84  per  cent  of  cases  of  in- 
creased capillary  fragility. 

It  has  been  suggested  that  vitamin  P might 
not  really  be  a true  vitamin  in  the  sense  that 
a deficiency  in  the  normal  person  would  re- 
sult in  disease,  but  that  the  flavone  substance, 
supposedly  being  active  in  lessening  capillary 
fragility  may  in  reality  be  a detoxifying  sub- 
stance which  in  persons  subjected  to  such 
toxins  as  those  from  hemolytic  streptococci, 
would  lessen  their  harmful  action. 

Whether  hesperidin  itself  is  actually  vita- 
min P or  whether  it  is  merely  a precursor 
which  forms  the  vitamin  in  the  digestive  sys- 
tem is  not  yet  known. 

We  believe  it  is  essential  for  the  absorption 
and  retention  of  vitamin  C,  acting  synergis- 
tically  in  maintaining  normal  capillary  re- 
sistance. 

Capillary  Resistance  in  Rheumatoid 
Arthritis  : 

In  a group  of  forty  rheumatoid  arthritis  pa- 
tients in  whom  capillary  resistance  was  meas- 
ured by  the  positive  pressure  test  suggested 
by  Wright  and  Lilienfeld,24  we  found  sixteen 
with  borderline  capillary  fragility,  twenty- 
five  with  severe  capillary  fragility  and  only 
one  patient  with  normal  capillary  fragility. 
Since  the  time  factor  in  the  suggested  proce- 
dure made  a number  of  the  patients  appre- 
hensive, we  modified  the  test  by  reducing  the 
cuff  pressure  time  from  fifteen  minutes  to 
seven  minutes  without  any  apparent  varia- 
tion in  our  final  observations. 

The  degree  of  capillary  fragility  was  based 
on  the  average  number  of  petechiae  noted  in 
each  of  two  circles  about  2.5  cm.  in  diameter 
located  about  4 cm.  below  the  antecubital  fossa 
after  the  cuff  pressure,  the  mean  between  the 
systolic  and  diastolic  pressures,  had  been  main- 
tained for  seven  minutes.  An  average  of  ten 
or  less  was  considered  normal ; ten  to  twenty, 
borderline;  twenty  or  more  abnormal  (posi- 
tive) capillary  fragility. 

The  decrease  in  the  capillary  tonus  in  rheu- 
matoid arthritis  patients,  as  a result  of  bac- 
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terial  toxins  from  some  focus  of  infection,  pos- 
sible nutritional  deficiency  of  essential  ele- 
ments, trauma,  or  as  a result  of  certain  thera- 
peutic agents,  deserves  consideration  as  a pos- 
sible factor  in  the  edematous  manifestations 
about  the  joints  of  these  patients.  It  has 
been  our  experience  that  a majority  of  patients 
exhibiting  severe  capillary  fragility  were  those 
with  painful  and  swollen  joints. 

The  physician’s  objective  in  the  treatment 
of  rheumatoid  arthritis  is  to  restore  the  pa- 
tient to  general  good  health  and  gainful  activ- 
ity as  quickly  as  possible,  and  to  make  every 
effort  to  prevent  recurrences.  In  a large  per- 
centage of  patients,  this  objective  can  lie  at- 
tained by  sound  medical  judgment  in  treat- 
ing the  patient  as  a whole,  rather  than  only 
the  articular  manifestations;  genuine  coopera- 
tion of  the  patient,  and  the  help  of  God.  Re- 
storation of  abnormal  capillary  fragility  to  a 
normal  state  should  be  one  of  the  objectives  in 
the*  over-all  treatment  of  rheumatoid  arthritis 
patients. 

Procedure  of  Clinical  Investigation  : 

In  approaching  the  clinical  evaluation  of 
hesperidin-C,  in  rheumatoid  arthritis  patients, 
we  concerned  ourselves  primarily  with  the  in- 
fluence this  combination  would  have  on  abnor- 
mal capillary  fragility. 

The  degree  of  capillary  fragility  in  each 
patient  was  determined  by  the  positive  cuff 
pressure  test,  we  have  described,  before  hes- 
peridin  was  prescribed.  Sedimentation  rate 
and  hemoglobin  determinations  were  made  at 
frequent  intervals  in  addition  to  red  and  white 
cell  counts. 

Forty  rheumatoid  arthritis  patients  with 
manifestations  of  abnormal  capillary  fragility 
have  been  treated  and  observed  for  three 
months  to  twenty-four  months.  We  divided 
these  patients  into  three  groups. 

Group  I — Twenty-seven  Females 
and  Three  Males  : 

We  placed  into  this  group  five  patients  who 
had  been  on  hesperidin  100  mg.  tablets,  given 
twice  daily,  for  four  months.  Three  of  these 
showed  an  improvement  and  two  were  moder- 
ately improved. 

Four  patients  who  had  been  on  vitamin  C 
100  mg.  tablets,  two  tablets  daily,  for  four 
months.  One  was  benefited,  and  three  showed 
no  apparent  response  to  this  therapy. 


The  above  nine  patients  were  transferred 
to  a group  of  ten  patients  receiving  hesperidin 
50  mg.  combined  with  vitamin  C 50  mg.  in 
tablet  form.  These  patients  have  been  on  this 
therapy  for  a period  of  twenty-four  months. 

A group  of  eleven  female  patients  have  been 
maintained  on  hesperidin-C  for  a period  of 
twelve  months. 

All  of  these  patients  were  given  hesperidin 
50  mgs.  combined  with  vitamin  C 50  mgs.  four 
times  daily  for  six  weeks.  If  a patient  showed 
no  appreciable  improvement  in  the  capillary 
fragility  within  this  time,  the  dose  was  in- 
creased to  six  tablets  daily,  and  if  no  im- 
provement was  manifested  within  another  six 
weeks,  the  therapy  was  discontinued. 

Group  II — Three  Females  and  Two  Males  : 
Tli  is  group  received  lemon  peel  infusion 
concentrate  200  mg.  tablets  (representing  10 
grams  of  fresh  lemon  peel),  three  tablets  daily, 
one  after  each  meal.  The  arthritis  in  one  of 
the  male  patients  was  complicated  by  a gen- 
eralized psoriasis.  Four  patients  have  been 
on  this  therapy  for  eight  months  and  one  pa- 
tient (psoriasis)  for  four  months. 

Group  III  (Control) — Made  up  of 
Two  Groups  of  Five  Patients  Each  : 
One  group  on  high  vitamin  D and  B com- 
plex capsule  therapy,  and  a second  group  on 
protein  hydrolysate  combined  with  B complex 
factors.  These  groups  were  followed  for  a 
period  of  three  months. 

Clinical  Observations  and  Results : 
Group  I : In  this  group  of  thirty  patients, 
eighteen  patients  or  sixty  percent  showed  nor- 
mal capillary  fragility;  nine  patients  or  thirty 
percent  were  borderline  and  three  patients  or 
ten  percent  showed  no  apparent  improvement 
after  six  weeks.  The  nine  patients  with  bor- 
derline capillary  fragility  manifested  normal 
capillary  resistance  on  an  average  of  three 
more  weeks  of  therapy.  The  dose  of  hesperi- 
din-C was  increased  in  the  three  patients,  but 
no  appreciable  improvement  wras  noted  after 
an  additional  six  weeks’  treatment. 

Although  normal  capillary  resistance  was 
apparently  established  in  these  twenty-seven 
patients,  fluctuations  were  observed  in  three 
patients  as  a result  of  emotional  stress,  large 
doses  of  acetylsalicylic  acid  in  two  patients ; 
and  amphetamine  sulfate  in  two  patients. 
Three  patients  developed  severe  upper  respir- 
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atory  infections  with  a subsequent  decreased, 
capillary  resistance. 

The  withdrawal  of  the  drugs  resulted  in  a 
return  to  normal  capillary  resistance.  The 
patients  with  emotional  stress  and  upper 
respiratory  infections  required  an  increase  in 
the  dose  of  the  hesperidin-C  which  readily  in- 
creased and  controlled  the  capillary  resistance. 

Every  effort  should  be  made  to  eliminate 
such  conditions  as  emotional  stress,  certain 
drugs  and  infections,  acute  or  chronic,  which 
cause  an  excess  requirement  for  the  vitamin 
or  vitamin-like  substance ; until  this  is  accom- 
plished, larger  doses  must  be  supplied  in  order 
to  maintain  capillary  resistance. 

In  this  group  the  sedimentation  rate  was  not 
influenced  in  either  direction;  nor  was  there 
any  apparent  effect  on  the  hemoglobin  and  the 
red  and  white  cell  counts. 

Group  II : Four  patients  in  this  group  re- 
ceiving lemon  peel  infusion  concentrate,  show- 
ed an  increase  in  capillary  resistance  within 
four  weeks,  and  became  normal  in  twelve  weeks 
on  three  tablets  of  200  mgs.  each  of  lemon  peel 
infusion  concentrate.  The  psoriatic  patient 
showed  some  improvement  in  the  psoriasis 
which  was  more  apparent  than  real.  One  pa- 
tient manifested  no  improvement,  and  therapy 
was  discontinued  after  twelve  weeks. 

The  larger  dose  of  lemon  peel  infusion  con- 
centrate required  a longer  time  to  establish 
normal  capillary  resistance  than  was  observed 
in  Group  I with  smaller  doses  of  hesperidin-C. 

Group  III — Controls:  In  both  the  high 

vitamin  D — B complex  group  and  the  protein 
hydrolysate — B complex  group,  there  was  no 
apparent  beneficial  influence  on  the  capillary 
resistance  after  a period  of  three  months.  We 
did  not  proceed  any  further  with  this  group 
in  regard  to  this  study. 

The  patients  in  the  vitamin  D-B  complex 
treated  group  showed  no  change  in  their  sedi- 
mentation rates,  hemoglobin  values  or  red  and 
white  cell  counts. 

In  the  protein  hydrolysate-B  complex  treat- 
ed group,  the  patients  showed  a gain  in  weight, 
a reduction  in  the  sedimentation  rate,  an  in- 
crease in  the  hemoglobin  and  red  cell  count. 

Summary 

1.  Abnormal  capillary  fragility  can  be 
demonstrated  in  a large  percentage  of  rheu- 


matoid arthritis  patients  by  means  of  the 
positive  cuff  pressure  test. 

2.  Various  factors,  such  as,  infections, 
either  acute  or  chronic;  nutritional  deficiency; 
drugs  or  chemicals;  emotional  stress,  trauma, 
produce  a tendency  to  abnormal  capillary  fra- 
gility. 

3.  A combination  of  hesperidin  50  mg.,  a 
flavanone  glucoside,  and  ascorbic  acid  50  mgs., 
was  found  to  be  effective  in  restoring  abnormal 
capillary  fragility  to  normal  state  in  ninety 
percent  of  the  patients  treated. 

4.  Lemon  peel  infusion  concentrate,  200 
mg.  in  each  tablet  (representing  10  gms.  of 
fresh  lemon  peel)  restored  abnormal  capillary 
fragility  to  normal,  but  required  a longer 
time  and  larger  doses  as  compared  to  hesperi- 
din-C. 

5.  Fluctuations  in  capillary  resistance,  due 
to  acetylsalicylic  acid,  amphetamine  sulfate, 
emotional  stress  and  severe  upper  respiratory 
infections,  were  observed  in  some  of  the  pa- 
tients. Withdrawal  of  the  drugs  resulted  in 
a rapid  return  to  normal  resistance.  An  in- 
crease in  the  hesperidin-C  dosage  in  the  emo- 
tional stress  and  upper  respiratory  infection 
cases  controlled  and  maintained  normal  capil- 
lary resistance. 

6.  High  vitamin  D and  B complex  therapy 
did  not  have  any  influence  on  capillary  fragil- 
ity in  the  small  group  of  patients  used  as 
controls. 

7.  Protein  hydrolysate  with  B complex  did 
lower  the  sedimentation  rate  and  favorably 
influenced  the  hemoglobin  and  red  cell  count, 
but  there  was  no  apparent  beneficial  effect  on 
the  abnormal  capillary  fragility. 

Comments 

We  suggest  that  hesperidin,  a flavanone 
glucoside  occurring  in  most  varieties  of  citrus 
fruits,  is  essential  for  the  absorption  and  re- 
tention of  vitamin  C,  acting  synergistically 
in  maintaining  normal  capillary  resistance. 

The  correction  of  abnormal  capillary  fragil- 
ity in  rheumatoid  arthritis  patients  should  be 
considered  as  only  one  of  the  phases  to  improve 
all  angles  of  the  patients’  condition.  This 
phase  of  treatment  may  enhance  the  efficacy 
of  other  instituted  therapeutic  procedures. 

N.  B.  The  Hesperidin-C  and  Lemon  Peel  Infusion  Con- 
centrate were  supplied  by  the  National  Drug  Company, 
Philadelphia  44,  Pa. 

717  IF.  State  Street 
216  IF.  State  Street 
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PRESENT  TRENDS  IN  PREPAYMENT 
MEDICAL  AND  HOSPITAL  PLANS 

Harold  V.  Maybee** 

Wilmington,  Del. 

In  1943  the  medical  profession  of  Delaware 
entrusted  the  operation  of  a proposed  prepay- 
ment plan  for  surgical  care  to  the  Blue  Cross 
Plan.  The  Blue  Cross  of  Delaware,  both  its 
Board  of  Trustees  and  its  operating  staff,  was 
and  has  remained  very  conscious  of  the  con- 
fidence you  doctors  thus  placed  in  the  Plan. 
We  have  taken  our  responsibilities  very  seri- 
ously. We  feel  it  necessary  to  report  from 
time  to  time  on  the  progress  of  the  surgical 


“Read  before  the  Medical  Society  of  Delaware,  Wil- 
mington, October  15,  1947. 

““Managing  Director,  Group  Hospital  Service.  IncoiS 
ported. 


plan,  its  relationship  with  the  hospital  plan, 
and  the  problems  immediately  confronting  it. 

This  necessity  is  particularly  apparent  at 
this  time.  Every  month  that  adds  to  our  ex- 
perience with  prepayment  of  medical  and  sur- 
gical care  points  very  clearly  to  one  fact.  In 
giving  supervision  over  the  surgical  plan  to 
our  organization  you  have  given  to  Blue  Cross 
a series  of  responsible  administrative  func- 
tions. But  no  one  of  you  can  divest  himself, 
voluntarily  or  otherwise,  of  the  ultimate  re- 
sponsibility for  the  success  or  failure  of  the 
Plan. 

Probably  this  sounds  trite.  Doctors  have 
been  ready  and  willing  to  acknowledge  their 
ultimate  responsibility  for  the  success  of  the 
hospital  plan.  The  comparatively  large  ac- 
ceptance and  sound  financial  condition  of  the 
plan  is  ample  testimony  of  this  personal  sense 
of  responsibility.  This  is  true,  also,  in  the 
surgical  plan.  Individually  and  as  a group 
you  physicians  of  Delaware  have,  since  the 
plan  started,  been  cooperative  beyond  our 
most  optimistic  expectations.  This  record  of 
cooperation  in  the  surgical  plan  Dr.  Bird,  your 
retiring  President,  will  tell  you  is  the  envy 
of  most  Plan  administrators. 

Let’s  take  some  of  the  good  part  of  the  rec- 
ord made  to  date  by  the  surgical  plan.  Mem- 
bership gain,  for  example,  is  more  than  just  a 
business  of  public  relations.  It  points  to  pub- 
lic confidence,  public  interest,  and  a desire  on 
the  part  of  the  public  for  participation.  The 
Blue  Cross  hospital  plan  has  taken  12  years 
to  secure  a membership  of  145,500  members. 
53%  of  the  population  of  the  state  of  Dela- 
ware. This  is  third  highest  in  the  United 
States.  The  surgical  plan,  starting  in  1943. 
41/0  years  ago,  has  122,500  members  in  Dela- 
ware, 44%  of  the  state  population;  by  far  the 
largest  percentage  of  enrollment  in  any  state, 
or  province  of  Canada.  In  the  event  that 
some  of  you  have  begun  to  mistrust  your- 
selves, after  listening  to  the  proponents  of  the 
Wagner-Murray-Dingell  Bill,  I hope  that  this 
is  reassuring  evidence  that  maybe  you  were 
right  after  all  in  believing  that  the  public  has 
confidence  in  the  organization  and  essential  in- 
tegrity of  American  medicine. 

How  is  it  working  for  you  doctors?  Well, 
consider  the  mere  fact  that  2400  claims  a 
month,  approximately,  clear  through  the  offices 
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of  the  Plan.  Approximately  44%  are  for 
surgery,  31%  for  x-ray,  25%  for  anesthesia. 
Consider  that  we  are  paying  an  average  of 
$64,000  per  month  to  you  doctors  for  the  ser- 
vices rendered  to  these  Blue  Cross  patients. 
Think  for  a moment  that,  if  you  present  your 
bill  promptly,  payment  in  those  2400  cases  is 
made  promptly,  requiring  a minimum  of  book- 
keeping and  accounting  on  your  part,  produc- 
ing certain  payment.  In  many  cases  payment 
comes  in  for  patients  who  hitherto  would  have 
meant  months  of  collection  difficulties  if  pay- 
ment was  ever  received.  There  are  several 
among  you,  I feel  sure,  who  will  testify  that 
our  present  national  prosperity  and  high  wages 
arc  not  the  only  factors  which  account  for  the 
relatively  improved  financial  situation  of  the 
doctors  in  Delaware. 

So  much  for  the  bright  side  of  the  picture. 
From  the  standpoint  of  the  doctor  and  the 
standpoint  of  the  patient  everything  is  fine. 
Only  one  criticism  exists  on  the  part  of  both. 
Some  of  you  doctors  and  a great  many  more 
of  the  public  that  now  is  so  enthusiastic  about 
your  surgical  plan  want  to  know  when  we  are 
going  to  enlarge  its  benefits.  They  specifically 
want  to  know  when  we  are  going  to  cover  home 
and  office  calls  in  medical  cases.  Some  are 
interested  in  additional  coverage  of  diagnos- 
tic procedures,  such  as  laboratory,  etc.  I think 
both  you  and  they  sometimes  wonder  why  we 
move  so  slowly. 

The  answer  to  that  is  in  the  less  encouraging 
side  of  this  report.  From  January  1947 
through  September  1947  the  surgical  plan  lost 
$67,000  of  its  reserves.  Its  position  is  still 
sound  financially,  with  approximately  $147,000 
in  reserve.  We  could  carry  these  losses  for 
about  one  year.  But  that  is  not  the  significant 
fact.  What  is  significant  is  shown  in  a few 
basic  figures  which  explains  this  loss  and 
which  throw  into  our  program  a warning  note 
of  caution.  They  explain  why  we  are  loath 
at  this  time  to  consider  additional  services,  and 
why  now  our  chief  concern  is  to  be  able  to 
maintain  the  services  we  are  offering. 

Here  are  a few  examples  of  what  I mean. 
X-ray  coverage  has  produced  52%  more  cases 
in  1947  per  1000  members  than  in  1945.  For 
every  1000  members  there  were  39%  more 
cases  of  anesthesia  than  in  1945.  In  gyne- 


cology there  were  43%  more,  while  a greater 
increase  was  registered  in  obstetrics.  This 
latter  was,  of  course,  understood  and  accepted 
as  a relatively  temporary  increase  in  hospi- 
talization. 

But  the  same  is  not  so  for  x-ray  and  an- 
esthesia. Whether  or  not  these  are  likely  to 
continue  at  the  same  level  as  we  are  experi- 
encing them  in  1947  is  a matter  of  serious 
concern  to  the  Plan's  staff.  It  should  be  of  simi- 
lar interest  to  the  physicians.  What  to  do 
about  such  high  utilization  is  a problem.  Cer- 
tainly the  public  wants  those  services.  The 
Plan  wants  them  continued,  too.  I feel  sure 
that  the  anesthetist  and  the  roentgenologist 
also  feel  that  they  are  a logical  and  proper 
part  of  the  program.  For  the  moment  I leave 
this  dilemma  with  you. 

But  increase  in  incidence  of  cases  is  not 
strictly  confined  to  the  few  items  above  men- 
tioned. Our  total  number  of  cases  per  1000 
members  per  year  in  the  surgical  plan  in- 
creased through  the  years  1945  and  1947  from 
168  to  248,  figures  which  are  duplicated  to  a 
great  extent  throughout  the  country.  It  is 
interesting  to  note,  however,  that  while  our 
cases  are  increased  80  per  1000  members  per 
year,  an  increase  of  48%,  our  cost  per  member 
increased  50%.  This  discrepancy,  you  can  see, 
points  to  some  increase  in  expense  of  services, 
item  by  item. 

Not  long  ago,  through  mere  accident,  we 
discovered  that  a member  of  our  Plan  had 
been  treated  by  a physician  in  the  patient’s 
home,  the  entire  treatment,  in  this  instance, 
consuming  less  than  15  minutes.  The  physi- 
cian was  unaware  at  the  time  that  this  was  a 
Blue  Cross  case.  lie  was  not  the  family  phy- 
sician and  settled  at  that  time  for  a sum  of 
less  than  $5.00.  The  only  other  contact  this 
patient  had  with  this  particular  physician  was 
over  the  telephone  the  following  day,  at  which 
time  advice  was  sought  and  the  patient  inform- 
ed the  physician  that  the  family  was  covered 
under  Blue  Cross  hospital-surgical  protection. 
Your  surgical  plan  promptly  received  a bill 
for  the  amount  this  procedure  called  for  on 
our  schedule,  which  was  a maximum  of  $50. 
In  addition,  the  statement  of  services  by  the 
physician  made  it  clear  that  the  patient  was 
also  being  charged  an  extra  sum,  even  though 
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the  case  had  been  settled  through  a cash  trans- 
action at  the  time  service  was  rendered. 

We  have  what  we  believe  is  the  most  up-to- 
date,  accurate,  and  generous  Fee  Schedule  of 
any  grout)  in  the  country.  We  spent  several 
thousand  dollars  in  time  of  our  staff  here  in 
trying  to  iron  out  deficiencies  which  had  be- 
come apparent  in  the  last  three  years,  and  in 
seeing  to  it  that  it  becomes  not  only  a value 
to  the  Plan  in  facilitating  adjustments  with 
participating  physicians  but  serves  the  pur- 
pose of  establishing  what  might  be  called  an 
average  basis  of  charges  for  the  surgeons  of 
Delaware.  We  are  aware  (in  this  case  pain- 
fully so)  that  in  certain  instances  this  sched- 
ule provides  payment  disproportionately  large 
in  certain  instances  where  the  procedure  in- 
volved is  more  simple  than  is  usually  the  case 
with  this  particular  condition.  Where  ad- 
vantage is  taken  of  this  fact  and  too  large  a 
fee  is  charged  for  the  service  rendered  a case 
of  this  kind  puts  a severe  strain  on  public  con- 
fidence and  an  unnecessary  and  hazardous  cost 
on  the  Plan. 

It  is,  of  course,  impossible  for  us  to  say 
“Was  the  job  you  did  a hard  one?”  or  “Was 
this  simpler  than  usual?”  and  then  assure  you 
doctors  that  we  will  adjust  the  payment  to 
you  according  to  this  procedure.  You  would 
not  like  it.  Neither  would  we.  So  we  have 
to  set  the  fees  higher  than  in  some  cases  the 
procedures  would  jusify,  relying  on  your  in- 
dividual integrity  to  help  us  handle  situations 
departing  from  the  normal.  We’ve  seen  many 
instances  where  doctors  have  charged  less  than 
the  fee  schedule  for  this  reason.  Most  of  you 
cooperate  in  a way  which  is  beyond  criticism. 
But  it  is  evident  that  some  cases  of  the  kind 
cited  above  do  an  injury  to  the  Plan,  the 
public,  and  the  physicians. 

We  need  your  help  in  this.  We  find  it  im- 
possible to  always  control  such  situations  and 
to  come  across  them  without  occasional  hints 
as  to  where  trouble  might  lie  or  what  individ- 
uals we  might  straighten  out  on  their  attitude 
toward  the  Plan.  But  I can  assure  you  that 
if  you  have  a medical  plan,  this  control  among 
yourselves  becomes  even  more  important.  The 
responsibility  you  yourselves  must  assume.  In 
the  case  I cited  above  I immediately  took  steps 
to  rectify  the  situation  and  a settlement  was 


made  that  was  satisfactory  to  the  Plan,  if  not 
to  the  physician  involved.  We  shall  continue 
to  take  this  position,  backed  by  the  judgment 
of  the  physicians  on  our  Board.  If  it  is  neces- 
sary to  act  drastically  it  will  be  done  with 
only  one  thought  in  mind — the  preservation 
of  the  best  possible  plan  for  the  people  and 
for  the  physicians  of  Delaware. 

The  important  thing  to  get  across  to  you 
is  just  how  vital  the  doctor  is  in  protecting 
both  of  these  plans  which  have  proven  to  be 
of  such  value  to  you  individually.  You  are 
the  men  who  regulate  the  length  of  stay  in  the 
hospitals.  Our  Delaware  hospital  stay  is 
somewhat  high,  compared  to  the  national  aver- 
age for  Plans  of  our  size.  For  example,  among 
Plans  of  100,000  to  200,000  participants  (14 
in  number)  the  average  length  of  stay  during 
the  month  of  July  1947  was  6.47  days.  In  the 
Delaware  Plan  this  was  7.53  days.  The  Dela- 
ware Plan  has  maintained  and  continues  to 
maintain  a relatively  high  length  of  stay  as 
compared  to  many  other  areas  in  the  United 
States  and  Canada. 

You  have  control  over  medicines,  over  the 
extent  of  laboratory  services,  over  the  x-ray 
and  anesthesia,  as  I mentioned  to  you  before. 
You  have  particularly  before  you  the  problem 
of  bringing  to  the  newcomers  of  Delaware,  and 
to  members  of  your  profession  who  have  less 
understanding  of  the  Plan,  just  what  its  im- 
portance is,  and  what  these  problems  are  that 
concern  it. 

I know  that  we  are  touching  on  a very  tick- 
lish situation.  The  thing  fartherest  from  our 
minds  is  to  in  any  way  diminish  or  eliminate 
services  needed  by  a patient  for  proper  worry- 
free  recovery.  We  are  fully  aware  that  it  is 
an  impossibility  for  you  and  for  us  to  elimin- 
ate all  abuse.  Some  abuse  is  intentional.  A 
great  amount  of  it  is  unintentional  and  due 
to  misunderstanding.  It  is  the  abuse  that  is 
due  to  misunderstanding  that  we  can  control 
best  and  where  I think  we  all  need  to  start. 

The  title  of  my  talk  is  “Present  Trends  in 
Prepayment  Medical  and  Hospital  Plans.”  It 
carries  the  implication  that  I was  to  talk  about 
a national  situation.  It’s  quite  true  that  1 
seem  to  have  become  lost  in  our  own  particular 
Delaware  problems.  I can  get  back  to  base 
quickly,  however.  This  is  a problem  which  is 
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not  at  all  peculiar  to  Delaware.  Every  Plan 
with  which  I have  discussed  this  situation  is 
going  through  the  same  general  trend.  New 
York  City  is  giving  serious  consideration  to 
increasing  the  rates  for  the  medical  plan  oper- 
ated there  in  conjunction  with  Blue  Cross.  Al- 
most all  hospital  plans  show  a reflection  in 
their  increased  cost  of  operation  not  entirely 
based  on  a greater  incidence  of  cases  but  due 
in  other  factors.  It  all  points  to  the  public 
having  to  pay  more  for  both  hospital  and 
surgical  care  in  the  very  near  future. 

We  in  the  business  of  offering  medical  and 
hospital  care  on  a prepayment  basis  have  a 
vital  stake  in  keeping  these  costs  to  the  public 
as  low  as  possible.  Higher  prices  may  mean 
pricing  some  members  out  of  the  Plan.  Those 
we  lose  will  be  the  people  who  most  need  it — 
the  store  clerk,  mill  or  factory  worker — the 
person  least  likely  to  be  able  to  pay  you  when 
the  need  arises  for  care.  Above  all  we  don’t 
want  present  prosperity  to  dim  our  view  of 
the  future  and  run  the  risk  of  reverting  to 
conditions  of  the  ’30 ’s. 

I know  that  the  public,  obviously  not  very 
happy  about  our  prospective  increase  in  rates, 
nevertheless  knows  the  reasons  back  of  it.  They 
are  resigned  to  another  instance  of  the  ever 
inflationary  spiral.  But  there  is  the  imme- 
diate necessity  of  meeting  this  present  situa- 
tion honestly,  conscientiously,  and  with  a de- 
gree of  cooperation  on  the  part  of  each  indi- 
vidual that  will  leave  no  room  for  proponents 
of  Federal  medicine  to  say  “I  told  you  so” 
and  to  point  to  the  Wagner-Murray-Dingell 
Bill  as  the  way  in  which  the  public  can  re- 
lieve itself  of  excessive  costs  for  your  services 
and  those  of  the  hospital. 

The  other  day  at  the  Hospital  Association 
of  Delaware  meeting  we  discussed  this  prob- 
lem. We  realize  that  the  public  knows  too 
little  about  the  hospitals.  We  realize  it  knows 
too  little  about  the  Blue  Cross  Plan  and  how 
its  relationship  with  the  hospitals  works  to 
provide  the  benefits  that  today  they  take  so 
much  for  granted.  We  know  that  the  public 
knows  far  too  little  about  where  the  medical 
profession  enters  this  picture  and  we  know, 
of  course,  that  the  complexities  of  the  program 
as  it  presents  itself  to  us  as  I’ve  tried  to  sug- 
gest them  to  you  here  today  are  just  over  their 
heads. 


But  what  is  even  more  important,  we  realize 
that  the  hospitals  and  the  doctors  and  the 
Plan  up  to  now  have  worked  in  a manner 
which  perhaps  was  not  as  efficient  as  it  should 
be.  We  realize  more  than  ever  that  this  rela- 
tive inefficiency  is  not  due  to  lack  of  the  proper 
intentions,  to  lack  of  enthusiasm  or  the  indi- 
vidual integrity  of  physicians,  hospitals  or  the 
public.  AVe  realize,  instead,  that  this  is  a 
matter  of  understanding ; that  too  many  doc- 
tors fail  to  understand  the  importance  of  their 
part  in  this  program.  Too  many  of  them  feel 
that  it  is  a question  of  “Let  George  do  it.” 
Too  many  of  them  feel  that  hospital  adminis- 
trators are  busy  hampering  the  medical  pro- 
fession with  unnecessary  and  what  they  con- 
sider foolish  restrictions.  I think  hospital 
managers  probably  could  be  discovered  who 
might  for  themselves  wonder  among  other 
things  why  doctors  had  their  favorite  proprie- 
tary medicines,  too  many  times  the  same  thing 
with  only  a different  label,  while  medicine 
utilization  among  plan  members  soared  about 
100%  between  1945  and  1946. 

I think  all  of  us  are  coming  to  the  conclu- 
sion that  only  by  hanging  together  can  we 
avoid  hanging  separately.  AVith  this  as  a 
fundamental  concept,  the  Delaware  Hospital 
Association  has  voted  a plan  through  which 
it  is  hoped  some  individual  capable  of  doing 
a job  as  the  job  should  be  done,  either  on  a 
part-time  or  full-time  basis,  will  be  able  to 
spend  the  next  several  years  in  a program  de- 
signed to  bring  together  more  closely  in  a 
more  unified  and  effective  way  the  work  of 
the  doctors,  the  hospitals,  and  the  Blue  Cross 
Plan  so  that  it  will  best  serve  the  public.  This 
individual,  it  is  anticipated,  will  be  respon- 
sible for  interpreting  the  activities  of  the  medi- 
cal and  hospital  profession,  and  to  tell  how 
these  services  have  been  brought  to  the  door 
of  the  average  citizen  through  the  economic 
concept  of  Blue  Cross. 

AVe  hope  that  you  as  individuals  and  as  a 
group  will  go  along  with  us  in  a program  of 
this  kind.  I sincerely  hope  that  you  will  look 
on  some  of  the  problems  I’ve  presented  to  you 
today  as  only  the  scratchings  of  the  surface, 
and  that  you  will  begin  to  think  back  over 
your  own  experience,  having  in  mind  the  way 
that  you  can  best  serve  yourself  by  producing 
the  best  possible  service  from  the  medical  pro- 
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fession.  If  you  do  that,  I feel  that  no  system, 
of  government  medicine  yet  devised  can  equal 
the  service  that  you  yourselves  have  in  your 
power  to  render  through  prepayment  on  a 
voluntary  basis.  Moreover,  I feel  sure,  and 
I know  that  you  feel  sure,  that  from  your  own 
standpoint  this  would  be  an  infinitely  prefer- 
able course. 

Discussion 

Dr.  V.  D.  Washburn  (Wilmington)  : There 
are  connected  with  the  three  general  hospitals 
in  Wilmington,  non-sectarian  hospitals,  ap- 
proximately 100  persons,  men  and  women, 
public-spirited  persons,  who,  with  no  other 
compensation  than  that  of  the  consciousness 
of  having  done  their  work  well  and  in  the 
public  interest,  serve.  These  100  people,  more 
or  less,  serve  as  directors  for  these  three  hos- 
pitals. I would  venture  to  say  that  it  is  prob- 
able that  not  more  than  one  doctor  in  ten  who 
is  serving  as  a member  of  the  staff  in  any  one 
or  more  of  these  hospitals  is  able  to  name  more 
than  one  person  in  ten  who  is  serving  as  the 
director  of  his  hospital.  And  I dare  say  the 
average  may  be  even  less  to  their  being  per- 
sonally acquainted  with  the  men  and  women 
who  are  responsible  for  the  administration 
and  operation  of  these  institutions  in  which 
we  spend  so  much  of  our  time  and  for  whose 
services  as  directors  we  are  so  immensely  in- 
debted. These  hospitals,  including  the  insti- 
tutions under  religious  control,  represent  big 
business.  They  spend  well  in  excess  of  $2 
billion  per  year.  They  admit  possibly  between 
20  and  25,000  persons  per  year  to  the  ward 
rooms  of  those  institutions.  They  employ 
many  hundreds  of  people,  technically  trained, 
of  one  sort  or  another  and  laymen  and  yet  I 
am  certain  I speak  with  authority  when  I say 
that  most  of  us  who  work  in  those  institutions 
are  neither  personally  acquainted  with  those 
who  are  so  responsible  or  even  know  the  names 
of  many  of  them. 

I speak  of  this  only  that  I may  emphasize 
the  fact  that  we  as  doctors  who,  in  the  lan- 
guage of  the  speaker,  entrusted  the  adminis- 
tration and  the  operation  of  the  surgical  plan 
to  the  Group  Hospital  Service,  Inc.,  making 
clear  and  unmistakable  the  fact  that  we  are 
responsible  for  their  having  taken  over  this 
plan  and  administration,  are  yet  so  unfamiliar 


with  so  many  of  the  details  as  has  been  point- 
ed out  by  Mr.  Maybee  in  his  paper  here  this 
morning.  I dare  say  that  many  of  us  are 
unaware  of  the  fact  that  the  administration  of 
the  hospital  plan,  and  indeed  the  administra- 
tion of  the  surgical  plan  is  directly  influenced, 
indeed  on  some  occasions  directly,  made  to  do 
certain  things  through  the  elected  representa- 
tives of  the  medical  profession.  You  may  or 
may  not  recall  that  when  the  group  hospitali- 
zation was  initiated  it  was  carefully  provided 
that  each  hospital  staff  should  have  the  privi- 
lege of  electing  a representative  to  serve — I 
will  use  the  term  Blue  Cross — and  that  pro- 
vision has  been  jealously  guarded  so  that  your 
representatives  are  not  selected  by  the  Board 
of  Directors,  nor  do  they  have  the  privilege  of 
veto,  nor  does,  as  a matter  of  fact,  the  Board 
of  Directors  of  the  Blue  Cross  have  the  power 
of  veto  over  those  who  shall  come  to  them  from 
the  hospital  staffs.  All  that  they  demand  is 
that  the  man  who  has  been  elected  shall  attend 
the  meetings  and  shall  serve,  and  yet  in  spite 
of  the  direct  intent,  direct  responsibility,  in 
spite  of  the  fact  that  this  affects  each  and  every 
one  of  the  members  of  this  Society  personally 
daily  in  one  way  or  another,  either  because  our 
patients  by  virtue  of  being  hospitalized  and 
being  patrons  of  the  Blue  Cross  have  part  of 
their  hospital  bill  paid  and  thus  have  some 
money  left  over  with  which  to  pay  our  fee. 
or  whether  perchance  we  are  in  position  to 
render  some  kind  of  service  where  we  will  be 
directly  compensated,  in  spite  of  this  fact  that 
we  are  directly  concerned,  that  it  is  our  re- 
sponsibility, and  it  does  affect  us  individually, 
it  is  possible  for  Mr.  Maybee  to  have  said  that 
we  have  not  functioned  as  efficiently  as  we 
might  have  and  that  the  reason  for  that  was 
probably  because  of  lack  of  understanding  or 
lack  of  knowledge. 

lie  has  pointed  out  that  there  is  a third 
party  in  interest  here.  He  has  spoken  of  the 
hospital  management.  We  have  spoken  of  it 
ourselves.  This  is  this  business  of  relations 
with  the  public,  this  public  relations.  I asked 
a public  relations  professional  man  in  New 
York  a few  weeks  ago  what  was  his  definition 
of  public  relations  and  his  answer  was,  “Mak- 
ing people  like  you.” 

Well,  I am  very  sure  that  we  should  pay 
great  attention,  give  thoughtful  consideration 
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to  the  paper  that  has  been  presented  this  morn- 
ing, that  we  may  clearly  understand  that  this 
problem  is  of  vital  importance  to  us  and  that 
in  general  it  is  not  sufficient  for  us  to  have 
permitted  those  people  who  are  responsible  for 
the  operation  of  hospitals  to  live  in  a separate 
compartment,  not  knowing  them,  not  being  fa- 
miliar with  their  plans,  nor  is  it  sufficient  for 
us  to  delegate  to  our  representatives  and  know 
very  little  about  the  operation  of  the  Blue 
Cross  or  the  relations  to  the  public  or  to  our 
pocketbooks.  I submit  that  we  are  living  in 
a changing  world,  not  only  in  the  body  politic, 
but  as  well  in  the  practice  of  medicine,  and 
that  it  behooves  us  to  take  a more  personal 
interest  not  only  in  seeing  to  it  that  we  per- 
sonally know  our  directors  better  and  our  pub- 
lic better,  but  we  individually  by  a practice 
of  high  ethical  concepts  do  the  things  that 
should  be  done,  and  the  things  that  shouldn't 
be  done  do  not  creep  in,  and  that  hospital 
patients  are  discharged  as  promptly  as  may  be, 
and  that  while  no  one  shall  be  denied  proper 
x-ray  or  other  diagnostic  features,  that  we  will 
personally  in  our  daily  lives  and  administra- 
tion see  to  it  that  these  things  shall  be  ad- 
ministered efficiently  on  every  occasion  every 
day. 

And  finally  let  me  say  that  I think  the  medi- 
cal profession  has  been  singularly  fortunate  in 
the  character  of  the  management  and  the  ad- 
ministration in  general  and  in  the  conduct  of 
the  Managing  Director  of  Blue  Cross.  In  par- 
ticular, we  have  benefited  by  the  public  spirit- 
ed and  loyal  discharge  of  their  obligations  to 
us  of  the  directors  of  the  Blue  Cross,  who 
serve  without  compensation.  This  is  all  a mat- 
ter of  public  service  on  the  part  of  the  hos- 
pital directors  and  the  management  of  the 
Blue  Cross.  We  are,  indeed,  indebted  to  them 
for  their  splendid  service. 

Dr.  James  Beebe  (Lewes)  : I don’t  want 
to  take  up  much  of  your  time  because  the  sub- 
ject has  been  thoroughly  covered  by  Mr.  May- 
bee  and  Dr.  Washburn,  but  as  a delegate  to 
the  AMA  for  the  past  several  years  I know 
they  lay  a great  deal  of  stress  on  these  volun- 
tary hospital  prepayment  plans.  They  say 
that  is  going  to  be  our  biggest  weapon  in  deal- 
ing with  the  Murrav-Wagner-Dingell  Bill  and 
some  other  bills  of  that  sort,  and  if  we  give 
satisfactory  hospital  and  medical  service  to 


the  people  in  our  state  through  these  plans, 
then  that  will  take  away  the  demand  from 
the  people  for  these  bills. 

It  is  a grave  question  on  the  part  of  the 
AMA  whether  the  demand  comes  from  the 
politicians  or  the  people.  The  Blue  Cross  has 
been  spoken  of  by  delegates  whom  I have  come 
in  contact  with  from  other  states.  The  Blue 
Cross  in  Delaware  is  apparently  an  ideal  plan 
to  these  people.  In  the  first  place  the  physi- 
cian’s fee  is  not  set.  The  Blue  Cross  pays 
$50,  $75  or  $100  toward  the  cost  of  an  opera- 
tion. The  contract  is  between  the  surgeon  and 
the  patient.  They  merely  reimburse  the  pa- 
tient to  take  care  of  a certain  portion  of  that 
case,  and  in  other  states  that  doesn’t  seem  to 
be  the  case,  especially  in  Pennsylvania.  A 
prominent  Philadelphian  told  me  he  could  not 
sign  up  with  the  prepayment  plan  in  Pennsyl- 
vania because  it  limited  his  fees,  and  he  would 
rather  do  the  work  for  nothing  than  to  accept 
$100  as  a fee  that  he  should  get  $500  for,  with 
his  experience  and  capability.  We  are  not 
limited  in  that  way. 

The  hospital  administration,  through  a 
change  of  staff  rules,  should  limit  these  spe- 
cial services  that  are  ordered  for  the  patient 
beyond  the  needs  of  the  patient.  The  younger 
men  are  prone  to  order  an  x-ray  of  a fracture 
two  or  three  times  a week.  When  I first  start- 
ed to  treat  fractures  we  didn’t  have  any  x-ray. 
We  had  to  depend  upon  our  clinical  experi- 
ence and  ability.  Now  they  can’t  treat  a frac- 
ture without  having  an  x-ray  every  other  day. 
AVe  have  tried  to  limit  that  in  our  hospital  by 
having  the  chief  or  somebody  okay  these  orders 
for  x-rays,  and  we  have  gotten  it  down  to  a 
reasonable  point.  The  laboratory  procedure 
the  same  way.  AVe  get  a patient  in  with  an 
acute  asthma  of  some  sort  or  some  abdominal 
distress  and  they  will  order  the  works — gall 
bladder,  barium,  fluoroscope — and  with  very 
little  physical  diagnosis  which  would  probably 
eliminate  the  reason  for  a number  of  x-ray 
series,  etc.  I don’t  want  any  one  to  suffer 
through  lack  of  x-rays. 

Those  are  just  a few  of  the  things  I have 
found,  Mr.  Maybee,  and  our  hospital  is  very, 
very  willing  to  arbitrate  when  a question  comes 
up.  Blue  Cross  has  been  very  fair  with  the 
hospitals  downstate,  and  I am  sure  they  have 
been  here.  AVe  are  very  fortunate  in  having 
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the  kind  of  Blue  Cross  which  we  have  here. 

Mr.  Maybee  and  his  associates,  I am  sure, 
realize  that  the  cost  of  the  hospitalization,  the 
cost  of  the  doctor’s  armamentarium,  etc.,  have 
increased  rapidly  in  the  past  five  or  ten  years, 
therefore,  they  have  got  to  pass  this  cost  on 
to  the  individual,  and  I believe  the  individuals 
in  the  state  will  accept  that  cost  because  they 
are  demanding  the  service. 

Mr.  Maybee  : I would  like  to  make  one 

comment  only,  and  that  is  on  Dr.  Beebe’s  com- 
ment on  the  type  of  plan  we  have  here  which 
is  the  indemnification  plan,  as  opposed  to  the 
service-indemnity  plan,  where  for  a certain 
group  of  people  with  certain  specified  salary 
limitations  service  must  necessarily  be  given 
by  the  doctor  without  additional  charge.  That 
is  the  type  of  plan  that  now  exists  in  Penn- 
sylvania and  to  which  Dr.  Beebe  referred. 

It  is  an  interesting  commentary  on  the  type 
of  cooperation  we  have  had  from  the  medical 
profession  in  Delaware,  that  of  all  of  the  cases 
we  have  had  since  1943,  even  though  the  doctor 
could  charge  more  for  services  than  the  amount 
specified  on  the  fee  schedule,  66  per  cent  of  all 
of  our  cases  have  been  given  coverage  in  full 
by  the  doctors.  Only  one-third  of  our  cases 
have  been  covered  with  any  extra  charge  being 
made  to  the  patient.  That  I believe  is  prob- 
ably a better  record  than  many  of  the  so-called 
service-indemnity  plans  can  show,  since  they 
generally  provide  service  to  the  patient  only 
in  income  brackets  of  less  than  .$3000  a year 
for  the  family. 

It  is  also  interesting  to  note  that  the  Plan 
has  covered  77  per  cent  of  the  total  charges 
levied  by  the  doctors  in  the  state  so  that  in 
general  the  average  patient  going  in  can  be 
sure  that  the  doctors  of  this  state  will  co- 
operate to  the  extent  where  he  will  pretty 
nearly  always  come  out  without  any  addition- 
al charge.  (Applause) 


NATIONAL  BLOOD  PROGRAM  OF  THE 
AMERICAN  RED  CROSS 

Close  cooperation  between  the  American 
Red  Cross,  medical  societies,  hospitals  and  pub- 
lic health  officials  will  insure  that  bloood  cen- 
ters to  be  established  under  the  new  National 
Blood  Program  of  Red  Cross  will  not  dupli- 
cate existing  facilities. 


Unlike  the  wartime  blood  collection  pro- 
gram of  Red  Cross,  where  blood  was  procured 
exclusively  for  the  armed  forces,  the  new  pro- 
gram will  undertake  to  supply  blood  to  ci- 
vilian, veterans  and  U.  S.  Public  Health  hos- 
pitals as  well  as  Army  and  Navy  hospitals. 
Annual  estimated  needs  are  3,700,000  pints, 
on  the  basis  of  five  pints  for  each  general  hos- 
pital bed  and  one  pint  for  each  bed  occupied 
by  a neuropsychiatric  or  tuberculosis  patient. 
As  new  uses  for  blood  are  discovered,  this 
estimate  may  be  increased. 

Before  a blood  center  is  inaugurated  a care- 
ful survey  will  be  made  to  determine  whether 
local  blood  needs  are  being  adequately  met.  A 
medical  advisory  committee,  appointed  on  the 
recommendation  of  the  local  medical  society, 
will  take  part  in  these  surveys.  Centers  will 
not  be  established  until  the  medical  society, 
the  hospitals  and  public  health  officials  are  in 
agreement  as  to  the  need  and  until  it  has  been 
determined  that  facilities  are  available  to  in- 
sure the  successful  operation  of  the  center. 

The  Red  Cross  does  not  plan  to  locate  cen- 
ters in  communities  where  needs  are  being  ade- 
quately met  by  existing  blood  banks.  How- 
ever, in  cases  where  existing  blood  banks  de- 
sire to  become  integrated  into  the  National 
Blood  Program,  efforts  will  be  made  for  them 
to  do  so. 

Four  regional  centers  of  a proposed  national 
network  are  already  in  operation  at  Rochester, 
N.  Y. ; Wichita,  Kans. ; Stockton,  Calif.,  and 
Atlanta,  Cla.  By  January,  1949,  it  is  expected 
that  50  additional  fixed  centers  and  approxi- 
mately 60  mobile  units  will  be  functioning. 
Long  range  plans  call  for  the  establishment 
of  140  metropolitan  centers,  250  centers  to 
serve  smaller  cities  and  towns  and  from  600 
to  800  mobile  units  to  cover  outlying  suburban 
and  rural  areas.  It  is  estimated  that  from 
three  to  five  years  will  be  required  to  reach  this 
objective. 

The  new  program  is  designed  to  meet  the 
increasing  needs  for  blood  in  modern  medical 
practice.  Blood  will  be  collected  from  volun- 
tary donors  at  centers  and  mobile  units.  It 
will  be  examined  for  safe  medical  use,  labelled 
according  to  group,  titer,  Rh  factor  and  ex- 
piration date  of  usefulness  for  transfusion. 
Proper  refrigeration  will  be  maintained  from 
the  time  of  collection  until  delivery.  Before 
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blood  reaches  its  expiration  date  of  usefulness 
as  whole  blood  it  will  be  returned  to  centers 
for  processing  into  plasma.  Plasma  processed 
at  centers  will  be  supplied  to  hospitals  and 
physicians  as  needed. 

Each  center  will  have  a technical  director, 
a physician,  appointed  on  the  recommendation 
of  the  local  medical  advisory  board.  The  tech- 
nical director  will  be  responsible  for  all  the 
scientific  and  technical  phases  of  the  program. 
Both  fixed  centers  and  mobile  units  will  be 
staffed  by  registered  nurses  who  have  had 
special  training  in  the  technique  of  veni- 
puncture. Collecting  and  processing  blood 
will  lie  done  under  the  most  meticulous  stan- 
dards established  by  the  national  organization. 
These  standards  will  be  uniform  throughout 
the  country. 

The  Red  Cross  will  bear  the  entire  expense 
of  collecting,  processing  and  distributing 
blood.  Blood  will  be  furnished  physicians  and 
hospitals  without  charge.  The  only  cost  to  a 
patient  receiving  the  blood  or  plasma  furnish- 
ed by  a center  will  be  the  medical  or  hospital 
fee  in  connection  with  its  administration. 

While  the  primary  objective  of  the  new 
blood  program  is  to  furnish  essentially  needed 
whole  blood,  it  is  ultimately  planned  to  supply 
a variety  of  clinically  proven  blood  derivatives. 
( )nce  the  program  has  reached  a stage  where 
sufficient  blood  is  available,  beyond  the  need 
for  whole  blood,  a part  of  it  will  be  diverted 
for  fractionation.  When  the  program  reaches 
the  fractionation  phase,  Red  Cross  will  enter 
into  contracts  with  reliable  commercial  labora- 
tories for  the  processing  of  plasma,  serum  al- 
bumin, immune  serum  globulin,  antihemophilic 
globulin  and  other  derivatives  of  clinically 
proven  worth. 

Whole  blood  will  be  distributed  directly  to 
hospitals,  but  when  derivatives  are  available 
in  sufficient  quantities  for  distribution,  they 
will  be  made  available  to  physicians  through 
state  health  departments. 

The  new  National  Blood  Program  was 
launched  by  Red  Cross  after  prolonged  consul- 
tation with  leaders  in  the  American  Medical 
Society,  the  American  Hospital  Association, 
the  U.  S.  Public  Health  Service,  the  army,  the 
navy  and  the  veterans  administration. 

The  technical  and  scientific  phases  of  the 


program  will  be  guided  by  the  Blood  and 
Blood  Derivatives  Committee  of  the  Red  Cross 
Advisory  Board  on  health  services.  This  com- 
mittee is  composed  of  leaders  in  the  blood  field, 
physicians,  surgeons,  biochemists  and  clinical 
pathologists.  Its  personnel  is  identical  with 
that  of  the  Blood  and  Blood  Derivatives  Com- 
mittee of  the  Division  of  Medical  Sciences  of 
the  National  Research  Council.  The  partici- 
pation of  this  committee  in  the  National  Blood 
Program  insures  for  Red  Cross  the  most  ex- 
pert professional  guidance  to  be  found  in  the 
country. 

The  new  program  will  provide  strong  re- 
inforcement of  the  efforts  of  the  medical  pro- 
fession to  save  lives  and  prevent  suffering. 


The  toxicity  of  streptomycin  now  appears 
to  be  sufficiently  great  to  deny  use  of  the  drug 
to  those  patients  who  are  making  satisfactory 
progress  under  conventional  forms  of  treat- 
ment. At  present,  most  experienced  physi- 
cians prefer  to  reserve  the  limited  supply  for 
patients  more  acutely  ill,  and  especially  for 
those  in  whom  the  disease  has  been  progres- 
sive during  recent  months,  and  no  other  treat- 
ment is  likely  to  be  effective.  Streptomycin 
is  of  no  lasting  or  significant  benefit  to  pa- 
tients who  apparently  have  hopeless,  destruc- 
tive types  of  pulmonary  tuberculosis.  H. 
McLeod  Riggins,  M.  D.  and  H.  Corwin  Hin- 
shaw,  M.  D.,  Am.  Rev.  Tbc.,  Aug.,  1947. 


In  regions  where  histoplasmin  sensitivity  is 
widespread,  pulmonary  infiltrations  as  well  as 
calcifications  are  frequently  nontuberculous, 
and  can  be  differentiated  from  tuberculosis 
only  by  skin  tests  at  present.  Michael  L. 
Furcolow,  M.  D.,  Herbert  L.  Mantz,  M.  D.  and 
Ira  Lewis,  M.  D.,  Pub.  Health  Rep.,  Dee.  5. 
1947. 


The  tuberculosis  patient  who  has  not  learn- 
ed the  practical  facts  of  life  concerning  tu- 
berculosis, who  has  not  found  a job  and  a way 
of  living  which  are  compatible  with  his  in- 
dividual case,  can  hardly  look  forward  to  a 
successful  recovery  and  useful  life.  Paul  R. 
Hawley,  M.  D.,  Bull.  Am.  College  Surgeons, 
Sept.,  1947. 
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FEE  SCHEDULE  FOR  MEDICAL 
SERVICES  — PART  I 
Submitted  to  Veterans  Administration  by 
Medical  Society  of  Delaware 


CLINICAL  LABORATORY  TESTS 

0001 —  Red,  white  and  differential  blood  counts  in- 

cluding instrumental  colorimetric  hemoglo- 
bin estimation  $ 5.00 

0002 —  Blood  smear  for  malaria  2.00 

0003 —  Urinalysis,  routine  chemical  and  microscopic  2.00 

0004 —  Blood  Wassermann  I complement-fixation ) ....  3.50 

0005 —  Blood  Kahn  (precipitation)  2.50 

0006 —  Venepuncture  and  procuring  of  blood  for 

serology  without  serological  examination  ....  1.00 

0007 —  Spinal  fluid  Wassermann  (complement- 

fixation)  3.50 

0008 —  Chemical  examination  of  blood  complete,  in- 

cluding creatinin,  urea,  dextrose,  nitrogen 

lor  NPN)  and  uric  acid  15.00 

0009 —  Sputum  examination  for  tuberculosis  (plain 

smear)  2.00 

0010 —  Determination  of  basal  metabolic  rate  5.00 


VISITS  AND  EXAMINATIONS 

0011 —  Examination  to  determine  need  of  hospitaliza- 

tion   3.00 

0012 —  Complete  general  routine  physical  examination 

including  routine  urinalysis  7.50 


Day®. 


Night”, 


Visits  within  city  limits 
First  Subsequent 

I Office  0013  3.50  0014  2.50 

{ Home  0015  4.00  0016  4.00 

I Hospital  0017  4.00  0018  3.50 

) Home  0019  7.00  0020  7.00 

j Hospital  0021  7.00  0022  7.00 


0023 — Charge  for  mileage  one  way  for  day  or  night 
visit  outside  city  limits  in  addition  to  ap- 


propriate fee  0.75 

"Day  8:00  a.  m.  — 7 :00  p.  m. 

"Night  7:00  p.  m.  — 8:00  a.  m. 


EXAMINATIONS  BY  SPECIALISTS 

0024 —  General  surgical  7.50 

0025 —  Orthopedic  7.50 

0026 —  Complete  examination  of  heart,  including 

electrocardiogram  15.00 

0027 —  Electrocardiogram  with  interpretation  10.00 

0028 —  Physical  examination  of  lungs  5.00 

0029 —  Roentgenological  study  of  chest  10.00 

0030 —  Gastrointestinal,  including  barium  meal  and 

enema,  X-ray  and  fluoroscopy  with  pre- 
liminary KUB  film  35.00 

0031 —  Dermatological  7.50 

0032 —  Allergy  investigation  including  history,  physi- 

cal examination,  relevant  laboratory  pro- 
cedures (skin  tests,  smears  of  sputum  and 
nasal  secretions,  vital  capacity,  etc.)  and 
report  30.00 

0033 —  Diagnostic  skin  tests  only,  intradermal  or 

scratch,  40  extracts  15.00 

0034 —  Each  additional  intradermal  or  scratch  test  0.25 

0035 —  Genitourinary  examination  without  cystoscopy 

including  prostatic  smear  and  urinalysis....  10.00 

0036 —  Genitourinary  examination  with  cystoscopy  25.00 

0037 —  Gynecological  .'. 7.50 

0038 —  Proctological  (rectal  speculum  I 5.00 

0039 —  Psychiatric  examination — One  hour  (50-60 

minutes)  10.00 

0039A — Each  half  hour  (25-30  minutes)  additional 

to  original  60-minute  hour  5.00 

0040 —  Neurological  examination — One  hour  (50-60 

minutes)  10.00 

0040A — Each  half  hour  (25-30  minutes)  additional 

to  original  60-minute  hour  5.00 

0041 —  Examination  of  ears,  nose  and  throat  5.00 

0042 —  Special  ear  examination,  including  audiome- 

tric test  with  chart  10.00 


0043 —  Special  ear  examination,  including  caloric 

or  Barany  test  with  audiogram  and  report  20.00 

0044 —  Examination  of  eyes  with  refraction,  manifest 

or  cycloplegic,  to  include  either  a copy  of 
the  prescription  ordered  as  a report  of  the 
refractive  error  and  fundus  findings,  as 
well  as  a report  of  abnormalities  found  ....  10.00 

0045 —  Examination  of  eyes  with  refraction,  mani- 

fest or  cycloplegic,  to  include  either  a copy 
of  the  prescription  ordered  or  a report  of 
of  the  refractive  error  and  fundus  findings, 
together  with  a report  of  the  visual  field 
findings  (the  latter  by  chart  if  the  field  is 


abnormal)  12.50 

0046 —  Examination  by  internist  to  determine  diag- 

nosis   15.00 

OUT-PATIENT  TREATMENT  BY  SPECIALISTS 

0047 —  Dermatological:  First  visit  5.00 


0048 —  Dermatological:  Each  subsequent  visit  3.00 

0049 —  Ear,  Nose  and  Throat:  First  visit  5.00 

0050 —  Ear,  Nose  and  Throat:  Each  subsequent  visit  3.00 

0051 —  Ophthalmological:  First  visit  5.00 

0052 —  Ophthalmological:  Each  subsequent  visit  3.00 

0052A — Other  comparable  specialties:  First  visit 5.00 

0052B — Other  comparable  specialties:  Each  subse- 
quent visit  3.00 

0053 —  Psychiatric  treatment  (Psychotherapeutic 

conference) 

One  hour  150-60  minutes)  10.00 

0053 A — One  half  hour  (25-30  minutes)  5.00 

0054 —  Neurological  treatment  (treatment  is  under- 

stood to  be  the  usual  follow-up  care  and 
observation  after  diagnosis  has  been  made  at 
original  neurological  examination)  One  hour 

(50-60  minutes)  10.00 

0054A — One-half  hour  (.25-30  minutes)  5.00 


PART  II 

NOTE:  The  fees  for  surgical  services  listed  here- 
in include  fourteen  (14)  days’  routine  post-opera- 
tive care  but  are  exclusive  of  hospital  charges, 
clinical  laboratory,  anesthetists’,  and  x-ray  fees. 
Fees  for  visits  and  dressings  after  fourteen  (14) 
days’  completed  post-operative  care  are  the  same 
as  those  listed  as  hospital,  home  and  office  visits 
in  Part  I of  this  fee  schedule,  Items  0013  to  0022, 
inclusive. 

If  two  or  more  surgical  procedures  are  perform- 
ed by  the  same  physician  on  the  same  patient  con- 
currently or  immediately  successively,  (e.  g.,  re- 
pair of  unilateral  indirect  inguinal  hernia  and 
operation  for  varicocele)  the  fee  for  the  two  or 
more  procedures  will  be  the  greater  or  greatest 
lee  plus  one-half  each  smaller  fee  or  fees.  The 
fee  for  two  or  more  such  concurrent  operations  will 
never  exceed  twice  the  greater  or  greatest  fee. 

If  two  surgical  procedures  are  performed  by 
two  different  surgeons  on  the  same  patient  con- 
currently or  immediately  successively  (e.  g.,  inter- 
vertebral disc  operation  and  vertebral  fixation), 
the  fee  for  each  surgeon  will  be  seventy-five  per- 
cent of  the  fee  listed  for  each  operative  procedure. 

SPECIAL  SERVICES 

Detention  with  patient  in  critical  condition  at 


home  or  hospital 

0100 —  Per  hour — 8 a.  m.  — 7 p.  m 10.00 

0101 —  Per  hour — 7 p.  m.  — 8 a.  m 10.00 


Formal  consultation”  by  specialists  (in  sur- 
gery, internal  medicine,  dermatology,  oph- 
thalmology, ear,  nose  and  throat,  radiology, 
anesthesiology  and  comparable  specialties) 


0102 —  In  office,  first  visit  10.00 

0103 —  Subsequent  similar  consultation  or  visit  5.00 


Formal  consultation  by  specialists  lin  surgery, 
internal  medicine,  dermatology,  ophthal- 
mology, ear,  nose  and  throat,  radiology, 
anesthesiology  and  comparable  specialties) 


0104 —  In  veteran’s  home  or  in  hospital,  first  visit 15.00 

0105 —  Subsequent  similar  consultation  or  visit  7.50 

0106 —  Surgical  assistant’s  fee  (allowed  only  in  case 

of  prior  authorization  by  VA)  10-15  AA 

"See  Page  2 


EXAMINATIONS — SPECIAL  (For  diagnostic  purposes) 
ALLERGY 


”0032 — Allergy  investigation  including  history,  phy- 
sical examination,  relevant  laboratory  pro- 
cedures (skin  tests,  smears  of  sputum  and 
nasal  secretions,  vital  capacity,  etc.)  and 

report  30.00 

0033 — Diagnostic  skin  tests  only,  intradermal  or 

scratch,  40  extracts  15.00 

”0034 — Each  additional  intradermal  or  scratch  test  0.25 

0200 —  Patch  tests  (for  contact  dermatitis)  each  test  0.50 

0201 —  Tests  with  bacterial  extracts,  e.  g.,  bruceller- 

gin,  coccidioidin,  Frei  test,  each  2.00 

0202 —  Sputum  examination,  cytological  for  eosi- 

nophiles  2.00 

0203 —  Nasal  secretion  examination,  cytological  for 

eosinophiles  1.00 

0204 —  Measurement  of  vital  capacity  0.50 

ENDOSCOPY 

0210 —  Bronchoscopy,  without  biopsy  25.00 

0211 —  Bronchoscopy,  with  biopsy  35.00 

0212 —  Bronchoscopy,  with  removal  of  foreign  body  50.00 

0213 —  Bronchoscopy,  subsequent  to  initial  bron- 

choscopy   20.00 

0214 —  Cystoscopy  25.00 

0215 —  Cystoscopy,  with  ureteral  catheterization 

or  biopsy  35.00 

0216 —  Esophagoscopy,  with  or  without  biopsy  or 

dilatation  35.00 

0217 —  Esophagoscopy,  with  removal  of  foreign  body  50-100 

0218 —  Esophagoscopy,  subsequent  to  initial  esop- 

phagoscopy  with  or  without  dilatation  20.00 

0219 —  Gastroscopy  35.00 

0220 —  Peritoneoscopy  35.00 

0221 —  Proctoscopy  5.00 

0222 —  Sigmoidoscopy  10.00 

0223 —  Thoracoscopy,  diagnostic,  with  or  without 

biopsy  25.00 
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PARACENTESIS 

0230 —  Paracentesis,  abdomen,  diagnostic  15.00 

0231 —  Paracentesis,  joint,  diagnostic  10.00 

0232 —  Paracentesis,  pericardium,  diagnostic  15.00 

0233 —  Paracentesis,  tympanum,  diagnostic  10.00 

0234 —  Sternal  puncture,  diagnostic  20.00 

0235 —  Thoracentesis,  diagnostic  10.00 

*“1421 — Paracentesis,  abdomen,  therapeutic  5.00 

***5520 — Paracentesis,  joint,  therapeutic  5.00 

****4311 — Paracentesis,  pericardium,  therapeutic  5.00 

“Also  listed  in  PART  I 


**Also  listed  under  SURGERY — ABDOMINAL 
***Also  listed  under  SURGERY— ORTHOPEDIC 
****Also  listed  under  SURGERY— THORACIC 


*3407 — Paracentesis,  tympanum,  therapeutic  5.00 

**4325 — Thoracentesis,  therapeutic  5.00 

GASTRIC  TESTS 

0240 —  Gastric  chemical,  routine,  including  test  meal 

and  withdrawal  of  stomach  contents  5.00 

0241 —  Gastric  contents  for  acidity,  by  histamine  ....  5.00 

0242 —  Gastric  contents  for  pepsin  3.00 

0243 —  Duodenal  contents  for  pancreatic  ferments  ....  3.00 

TUBERCULOSIS 

0250 —  Gastric  wash  for  tubercle  bacilli  with  smear 

(withdrawal  of  specimen  by  laboratory) 5.00 

0251 —  Gastric  wash  for  tubercle  bacilli  with  smear 

inot  including  withdrawal  of  specimen!  3.00 

0252 —  Gastric  wash  for  tubercle  bacilli  with  culture 

(withdrawal  of  specimen  by  laboratory) 7.00 

0253 —  Gastric  wash  for  tubercle  bacilli  with  culture 

and  virulence  test  10.00 

0254 —  Gastric  wash  for  tubercle  bacilli  (withdrawal 

of  specimen  by  laboratory)  and  with  ani- 
mal inoculation  12.00 

***0009 — Sputum  examination  for  tuberculosis 

(plain  smear)  2.00 

0255 —  Sputum,  smear  for  tubercle  bacillus 

(concentration  method)  5.00 

0256 —  Sputum,  culture  for  tubercle  bacillus  7.00 

0257 —  Sputum,  culture  for  tubercle  bacillus  with 

virulence  test  15.00 

0258 —  Sputum,  animal  inoculation  for  diagnosis  of 

tuberculosis  with  report  of  autopsy  10.00 

0259 —  Tuberculin  skin  test  iMantouxl  5.00 

0260 —  Urine,  culture  for  tubercle  bacillus  7.00 

0261 —  Urine,  animal  inoculation  for  diagnosis  of 

tuberculosis  with  report  of  autopsy  10.00 

X-RAY  PREPARATION 

0270 —  Arteriography  or  phlebography  including  in- 

jection of  contras  medium  but  excluding 
X-ray  fee  35.00 

0271 —  Bronchography,  including  anesthesia  and  in- 

stillation of  contrast  medium  but  excluding 
X-ray  fee  10.00 

0272 —  Myelography,  including  operative  preparation 

and  removal  of  contrast  medium  but  ex- 
cluding X-ray  fee  15.00 


“Also  listed  under  SURGERY— OTOLOGICAL 
**Also  listed  under  SURGERY— THORACIC 
***Also  listed  in  PART  I 

0273 — Pneumoencephalography,  including  operative 


preparation  but  excluding  X-ray  fee  15.00 

0274 —  Pneumoperitoneum  25.00 

0275 —  Ventriculography,  including  operative  prepa- 

ration but  excluding  X-ray  fee  50.00 


AUTOPSY  AND  BIOPSY 


Autopsy,  with  report 

In  VA  hospital  (histological  technique  per- 
formed by  hospital  staff). 

0300 —  Excluding  central  nervous  system  25.00 

0301 —  Including  central  nervous  system  35.00 

Outside  VA  hospital  (report  includes  histolo- 
gical preparation  and  examination) 

0302 —  Excluding  central  nervous  system  50.00 

0303 —  Including  central  nervous  system  75.00 

0304 —  Biopsy,  with  report  of  histological  examination  10.00 

MISCELLANEOUS 

0310 —  Electrical  examination  of  muscles  10.00 

0311 —  Electroencephalography  with  interpretation  ....  20.00 

0312 —  Intraocular  tension  3.00 

0313 —  Lumber  puncture,  including  local  anesthesia 

and  obtaining  fluid  10.00 

0314 —  Physical  examination  diagnostic  for  physical 

or  occupational  therapy  10.00 

*0045 — Visual  fields.  Examination  of  eyes  with  re- 
fraction, manifest  or  cycloplegic,  to  include 


either  a copy  of  the  prescription  ordered  or 
a report  of  the  refractive  error  and  fundus 
findings,  together  with  a report  of  the  visual 
field  findings  (the  latter  by  chart  if  the 


field  is  abnormal)  12.50 

EXAMINATIONS— BACTERIOLOGICAL 

0400 — Animal  inoculation  for  diagnosis,  with  report 

of  autopsy  10.00 


0401 —  Cultural  examination  for  fungi  5.00 

0402 —  Microscopic  examination  for  fungi  2.00 

0403 —  Pus  or  exudate  (smear)  2.00 

0404 —  Pus  or  exudate,  cultural  examination, 

classification  5.00 

0405 —  Throat  culture,  classification  of  organism  5.00 

0406 —  Throat  smear  1.00 

0407 —  T.  Pallidum  (dark  field  i,  initial  examination  ....  5.00 

0408 —  T.  Pallidum  (dark  field),  subsequent  examina- 

tion   3.00 

“Also  listed  in  PART  I 
EXAMINATIONS— BLOOD 

0600 —  Agglutination  test  for  typhoid,  paratyphoid, 

or  undulant  fever  3.00 

0601 —  Bleeding  time  : 1.00 

0602 —  Blood  culture,  including  classification  5.00 

0603 —  Blood  typing  (grouping)  2.00 

0604 —  Rh  factor  2.00 

0605 —  Coagulation  time  1.00 

0606 —  Sedimentation  rate  2.00 

0607 —  Estimation  of  sugar  tolerance  10.00 

0608 —  Van  den  Bergh  blood  test  for  icterus  2.50 

0609 —  Volume  index  3.00 

0610 —  Blood  calcium  4.00 

0611 —  Blood  chlorides  3.00 

0612 —  Carbon  dioxide  combining  power  of  blood 

plasma  5.00 

0613 —  Cholesterol  4.00 

0614 —  Creatinin  3.00 

0615 —  Dextrose  3.00 

0616 —  Non-protein  nitrogen  3.00 

0617 —  Blood  phosphorus  3.00 

0618 —  Urea  nitrogen  3.00 

0619 —  Uric  acid  3.00 

0620 —  Blood  platelet  count  1.50 

0621 —  Total  erythrocyte  count  2.00 

0622 —  Fragility  test  for  erythrocytes  5.00 

0623 —  Hemoglobin  estimation,  instrumental  colori- 

metric   2.00 

0624 —  Differential  leucocyte  count  2.00 

0625 —  Total  leucocyte  count  2.00 

0626 —  Reticulocyte  count  2.00 

*0001 — Red,  white  and  differential  blood  count  in- 
cluding colorimetric  hemoglobin  estimation  5.00 

*0002 — Blood  smear  for  malaria  2.00 

*0004 — Blood  Wassermann  I complement-fixation)  ....  3.50 

*0005 — Blood  Kahn  (precipitation  I 2.50 

“000s — Chemical  examination  of  blood  complete,  in- 
cluding creatinin,  urea,  dextrose,  nitrogen 
(or  NPN  i and  uric  acid  15.00 

EXAMINATIONS— FECES 

0700 —  Cultural  examination  of  feces  for  causative 

micro-organism  (classification  of  organism  I ....  5-15 

0701 —  Fat  in  feces  (qualitative  I 1.00 

0702 —  Parasites  and  ova  (concentration  method) 5.00 

0703 —  Occult  blood  1.00 

“Also  listed  in  PART  I 

EXAMINATIONS— SPINAL  FLUID 

0800 —  Examination  of  spinal  fluid  for  causative  or- 

ganism (smear)  3.00 

0801 —  Cell  count  2.00 

0.802 — Colloidal  gold  reaction  5.00 

0803 —  Total  protein  (quantitative)  3.00 

0804 —  Sugar  and  chlorides  (quantitative)  3.00  each 

*0007 — Spinal  fluid  Wassermann  (complement- 

fixation)  3.50 

0805 —  Cultural  examination  of  spinal  fluid,  includ- 

ing classification  of  causative  micro-organism  5.00 

0806 —  Globulin  test  1.00 

0807 —  Complete  examination  of  spinal  fluid,  includ- 

ing complement-fixation  test,  colloidal  gold, 
total  protein,  sugar  and  chlorides,  globulin 
test  and  cell  count  10.00 

EXAMINATIONS— URINE 

“0003 — Urinalysis,  routine  chemical  and  microscopic  2.00 

0900 —  Urinalysis,  routine  chemical  1.00 

0901—  Chlorides  3.00 

0902 —  Creatinin  3.00 

0903 —  Cultural  examination  including  classification 

of  micro-organism  5.00 

0904 —  Hydrogen  ion  concentration  1.00 

0905 —  Mosenthal  test  3.00 

0906 —  Total  nitrogen  (Kjeldahl)  3.00 

0907 —  Renal  function  test  (phenolsulphonephthalein)  3.00 

0908 —  Urea  nitrogen  3.00 

0909 —  Uric  acid  3.00 

0910 —  Urobilin  1.00 

**0260 — Urine,  culture  for  tubercle  bacillus  7.00 

**0261 — Urine,  animal  iniculation  for  diagnosis  of 

tuberculosis  with  report  of  autopsy  10.00 

SURGERY— UNCLASSIFIED 

1000 —  Abscess,  deep  (including  ischio-rectal)  35.00 

1001 —  Abscess,  superficial  or  furuncle  5.00 

1002 —  Adenectomy,  cervical  or  inguinal  (minor)  ....  15.00 

1003 —  Adenectomy,  cervical  or  inguinal  (radical)  ....  150.00 

1004 —  Anal  fissure,  operation  for  30.00 

1005 —  Breast  tumor,  small,  benign,  excision  50.00 

1006 —  Breast,  resection  of,  simple  75.00 

1007 —  Breast,  resection  of,  radical,  including  axil- 

lary nodes  


200.00 
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1008 —  Carbuncle  25-50 

1009 —  Cellulitis  25.00 

1010 —  Depuytren’s  contracture  100.00 

•'Also  listed  in  PART  I 

“Also  listed  under  EXAMINATIONS— SPECIAL 

1011 —  Fistula-in-ano,  operation  for  75.00 

1012 —  Hemorrhoidectomy  50.00 

1013 —  Ingrown  toenail  15.00 

1014 —  Thyroidectomy  150.00 

1015 —  Ulcer,  varicose,  excision  with  skin  graft  100.00 

1016 —  Varicose  veins,  injection  treatment,  each 

injection  5.00 

1017 —  Varicose  veins,  one  leg,  operation  for  60.00 

1018 —  Varicose  veins,  both  legs,  operation  for  100.00 

SURGERY— ABDOMINAL 

1400 —  Abscess,  liver,  operation  for  150.00 

1401 —  Appendectomy  100.00 

1402 —  Cholecystectomy,  with  or  without  chole- 

dochostomy  150.00 

1403 —  Cholecystostomy  100.00 

1404 —  Choledochostomy  (secondary  operation!  150.00 

1405 —  Colostomy  100.00 

1406 —  Fecal  fistula,  abdominal,  operation  for  125.00 

1407 —  Gastrectomy  (partial)  200.00 

1408 —  Gastroenterostomy  150.00 

1409 —  Gastrostomy  100.00 

1410 —  Herniotomy,  diagphragmatic  150.00 

1411 —  Herniotomy,  ventral  100.00 

1412 —  Herniotomy,  inguinal  or  femoral,  unilateral  ....  75.00 

1413 —  Herniotomy,  inguinal  or  femoral,  bilateral  125.00 

1414 —  Herniotomy,  with  intestinal  resection  150.00 

1415 —  Intestinal  obstruction,  operation  for,  with- 

out resection  150.00 

1416 —  Intestinal  obstruction,  operation  for,  with  re- 

section   200.00 

1417 —  Large  bowel  carcinoma,  resection  with  or 

without  preliminary  colostomy  200.00 

1418 —  Laparotomy,  exploratory  100.00 

1419 —  Laparotomy  and  drainage,  general  peritonitis  100.00 

1420 —  Meckel’s  diverticulum,  operation  for  100.00 

1421 —  Paracentesis,  abdomen,  therapeutic  5.00 

1422 —  Pyloroplasty  150.00 

1423 —  Splenectomy  150.00 

1424 —  Ulcer,  gastric  or  duodenal,  operation  for  150.00 

1425 —  Vagotomy,  abdominal  125.00 

1426 —  Vagotomy,  abdominal  and  gastroenterostomy  150.00 

SURGERY— BURNS  AND  TRAUMATIC  WOUNDS 
BURNS 

1800 —  First  degree,  less  than  10%  body  surface  10.00 

Second  degree 

1801 —  Less  than  25%  of  body  surface  25.00 

1802 —  More  than  25%  of  body  surface  50-100 

1803 —  Third  degree  burns,  depending  on  the  area  in- 

volved   50-100 

TRAUMATIC  WOUNDS 

1900 —  Incised,  minor  procedure  (office  type)  10.00 

1901 —  Lacerated  10-25 

1902 —  Punctured  10-25 

1903 —  Foreign  body  removal  10-50 


SURGERY— GYNECOLOGICAL 

2000 —  Bartholin’s  gland,  excision  35.00 

2001 —  Bartholin’s  gland,  incision  10.00 

2002 —  Cervical  polyp,  curettage  50.00 

2003 —  Cervic,  amputation  of  (trachelorrhaphy)  ....  75.00 

2004 —  Cervix,  cauterization  15.00 

2005 —  Cervix,  conization  20.00 

2006 —  Cervix,  repair  of  tear  40.00 

2007 —  Colporrhaphy,  combined,  including  peri- 

neorrhaphy   125.00 

2008 —  Cul-de-sac,  drainage  30.00 

2009 —  Cystocele,  repair  of  75.00 

2010 —  Dilatation  and  curettage  50.00 

2011 —  Fistula,  recto-vaginal  125.00 

2012 —  Fistula,  vesico-vaginal  150.00 

2013 —  Hysterectomy,  simple  (supracervical)  150.00 

2014 —  Hysterectomy,  vaginal,  including  plastic  repair  175.00 

2015 —  Panhysterectomy  175.00 

2016 —  Hysterectomy,  with  adnexa  150.00 

2017 —  Labial  tumors  or  cysts,  removal  of  40.00 

2018 —  Laparotomy,  exploratory  100.00 

2019 —  Myomectomy,  vaginal  operation 

(intrauterine)  75.00 

2020 —  Myomectomy,  with  laparotomy  125.00 

2021 —  Oophorectomy,  unilateral  or  bilateral  125.00 

2022 —  Perineorrhaphy  75.00 

2023 —  Perineorrhaphy,  repair  of  cystocele  or  recto- 

cele  and  trachelorrhaphy  150.00 

2024 —  Rectocele,  repair  of  75.00 

2025 —  Salpingectomy,  unilateral  or  bilateral  with  or 

without  oophorectomy  125.00 

2026 —  Tubal  inflation  15.00 

2027 —  Urethral  caruncle,  removal  of  15.00 

2028 —  Uterine  displacement,  correction 

(laparotomy  for  suspension)  125.00 

2029 —  Uterine  polypi,  removal  with  curettage  50.00 

2030 —  Uterine  prolapse,  operation  for,  including 

perineal  repair  150.00 

2031 —  Vulvectomy,  complete,  with  bilateral  inguinal 

adenectomy  175.00 


SURGERY— NEUROSURGERY 


2300 —  Aneurysm,  intracranial,  operation  for  200.00 

2301 —  Auditory  nerve  section  150.00 

2302 —  Brain  abscess,  excision  of  150.00 

2303 —  Brain  abscess,  primary  tapping  of  100.00 

2304 —  Brain  abscess,  subsequent  tapping  of  25.00 

2305 —  Brain  tumor,  operation  for  200.00 

2306 —  Carotid  ligation  for  intracranial  arterio- 

venous fistula  or  aneurysm  100.00 

2307 —  Chordotomy  125.00 

2308 —  Craniotomy,  exploratory,  bilateral  Iburr  holes)  75.00 

2309 —  Craniotomy,  operative,  unilateral  150.00 

2310 —  Gasserian  ganglion,  posterior  root  section  150.00 

2311 —  Gasserian  ganglion,  injection  of  alcohol  50.00 

2312 —  Hematoma,  extradural,  operation  for  150.00 

2313 —  Hematoma,  subdural,  operation  for  100.00 

2314 —  Laminectomy  125.00 

2315 —  Neuroma,  superficial,  resection  of  50.00 

2316 —  Nucleus  pulposus  or  intervertebral  disc,  rup- 

tured, extruded  or  crushed,  operation  for....  125.00 

2317 —  Osteomyelitis  of  skull,  excision  of  150.00 

2318 —  Peripheral  nerve,  suture  or  lysis  of  125.00 

2319 —  Prefrontal  lobotomy  100.00 

2320 —  Scalenus  anterior  syndrome,  operation  for  75.00 

2321 —  Supraorbital  nerve,  evulsion  of  50.00 

Sympathetic  nervous  system,  operations 

2322 —  Unilateral  resection  100.00 

2323 —  Bilateral  resection  150.00 

2324 —  Presacral  plexus  resection  100.00 

”0313 — Lumbar  puncture,  including  local  anesthesia 

and  obtaining  fluid  10.00 

*0272 — Myelography,  including  operative  preparation 
and  removal  of  contrast  medium  but  exclud- 
ing X-ray  fee  15.00 

”0273 — Pneumoencephalography,  including  operative 

preparation  but  excluding  X-ray  fee  15.00 

'0275 — Ventriculography,  including  operative  prepa- 
ration but  excluding  X-ray  fee  50.00 

Also  listed  under  EXAMINATIONS— SPECIAL 

SURGERY— NOSE  AND  THROAT 

2700 —  Abscess,  oral  (not  to  include  dental  or  peri- 

dental   5-20 

2701 —  Abcess,  pharyngomaxillary  space,  external 

drainage  of  100.00 

2702 —  Abscess,  peritonsillar  20.00 

2703 —  Abscess,  retropharyngeal  20.00 

0210 — Bronchoscopy,  without  biopsy  25.00 

”0211 — Bronchoscopy,  with  biopsy  35.00 

”0212 — Bronchoscopy,  with  removal  of  foreign  body  50.00 

”0213 — Bronchoscopy,  subsequent  to  initial  bron- 
choscopy   20.00 

'Also  listed  under  EXAMINATIONS-SPECIAL. 

0216 — Esophagoscopy,  with  or  without  biopsy  or 

dilatation  35.00 

”0217 — Esophagoscopy,  with  removal  of  foreign  body  50-100 

0218 — Esophagoscopy,  subsequent  to  initial  esopha- 
goscopy   20.00 

2704 —  Esophagus,  dilatation  of  by  means  of  bougies 

or  sounds — office  procedure,  no  anesthesia  5.00 

2705 —  Fulguration  or  electrocoagulation  of  minor 

tumor  of  trachea  or  esophagus  50.00 

2706 —  Laryngectomy  i total)  200.00 

2707 —  Laryngofissure  125.00 

2708 —  Laryngoscopy,  direct,  with  biopsy  of  tumor 30.00 

2709 —  Laryngeal  tumor,  benign,  removal  by  direct 

laryngoscopy  50.00 

2710 —  Tracheotomy  75.00 

2711 —  Ligation  of  jugular  vein  or  carotid  artery  75-100 

2712 —  Nasal  bones,  fracture,  reduction  of  20.00 

2713 —  Nasal  polypus,  removal  of  25.00 

2714 —  Nasal  septum,  submucous  resection  of  75.00 

2715 —  Sinus,  ethmoid,  radical  operation  for,  external 

or  intranasal  150.00 

2716 —  Radical  external  fronto-spheno-ethmoid 

operation  150.00 

2717 —  Sinus,  frontal,  trephination  50.00 

2718 —  Sinus,  maxillary,  intranasal  anthrotomy 

(antrum  window)  50.00 

2719 —  Sinus,  maxillary,  radical  operation  for  100.00 

2720 —  Sinus,  sphenoid,  intranasal  drainage  of 

(sphenoidectomy)  50.00 

2721 —  Sinuses,  accessory  nasal,  irrigation  of  10.00 

2722 —  Tonsillectomy,  with  adenoidectomy  if  indicated  40.00 

2723 —  Adenoidectomy  25.00 

2724 —  Turbinate  bone,  galvano-cauterization  of  10.00 

2725 —  Turbinectomy  25.00 


SURGERY— OBSTETRICAL 

NOTE:  Complete  maternity  care,  including  pre- 

natal and  postpartum  care,  is  not  provided  by 


Veterans  Administration. 

2900 —  Abortion  or  miscarriage  50.00 

2901 —  Breast  abscess,  deep  30.00 

2902 —  Caesarian  section  150.00 

2903 —  Delivery  in  pregnancy,  excluding  Caesarian  50.00 

2904 —  Ectopic  pregnancy,  ruptured  125.00 

SURGERY— OPHTHALMOLOGICAL 

3000 —  Cataract,  needling  operation  for  60.00 

3001 —  Cataract,  operation  for  100.00 

3002 —  Chalazion,  operation  for  10.00 

3003 —  Corneal  ulcer,  cauterization  5.00 
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3004 —  Corneal  transplant  150.00 

3005 —  Ectropion,  operation  for  50.00 

-Also  listed  under  EXAMINATIONS— SPECIAL 

3006 —  Entropion,  operation  for  50.00 

3007 —  Entropion,  cautery  puncture  or  Snelling 

sutures  15.00 

3008 —  Enucleation  of  eye,  simple  75.00 

3009 —  Enucleation  of  eye  with  implantation  for 

restoration  of  orbit  100.00 

3010 —  Evisceration  of  eye  75.00 

3011 —  Foreign  body,  removal  from  conjunctiva  5.00 

3012 —  Foreign  body,  removal  from  cornea,  simple  ....  5.00 

3013 —  Foreign  body,  removel  from  cornea  requiring 

dissection  or  curettage  10.00 

3014 —  Foreign  body,  intraocular,  removal  with  or 

without  magnet  100.00 

3015 —  Glaucoma,  corneal  paracentesis  for  50.00 

3016 —  Glaucoma,  operations  of  all  types  for  at- 

tempted permanent  cure  100.00 

3017 —  Hordeolum,  operation  for  5.00 

3018 —  Iridectomy,  non-glaucomatous  75.00 

3019 —  Laceration  of  lid,  suture  of  25.00 

3020 —  Laceration  of  globe,  suture  of  50.00 

3021 —  Lacrymal  duct,  dilatation  of  5.00 

3022 —  Lacrymal  sac,  excision  of  75.00 

3023 —  Lacrymal  sac,  dacryocystorhinostomy  100.00 

3024 —  Orbit,  reconstruction  of  100.00 

3025 —  Pterygium,  operation  for  35.00 

3026 —  Ptosis,  operation  for  75.00 

3027 —  Retina,  detached,  operation  for  125.00 

3028 —  Strabismus,  operation  for  75.00 

SURGERY— OTOLOGICAL 

3400 —  Aural  polypus,  removal  of  15.00 

3401 —  Fenestration  operation  for  clinical  otosclerosis  300.00 

3402 —  Mastoid,  acute,  operation  for  125.00 

3403 —  Mastoid,  radical  operation  for  150.00 

3404 —  Mastoidectomy,  with  lateral  sinus  drainage 

and  with  or  without  jugular  ligation  250.00 

3405 —  Mastoidectomy  with  facial  nerve  decompres- 

sion, suture  or  graft  300.00 

3406 —  Lateral  sinus,  secondary  drainage  of  150.00 

3407 —  Paracentesis,  tympanum,  therapeutic  5.00 

SURGERY— THORACIS 

4300 —  Decortication  for  chronic  empyema  150.00 

4301 —  Decortication  for  hemothorax  100.00 

4302 —  Esophagogastrostomy  200.00 

4303 —  Esophagus,  resection  of  200.00 

4304 —  Foreign  body,  removal  from  lungs  100.00 

4305 —  Foreign  body,  removal  from  heart  200.00 

4306 —  Gastrectomy,  transthoracic  200.00 

4307 —  Ligation  of  patent  ductus  arteriosus  150.00 

4308 —  Lobectomy  200.00 

4309 —  Mediastinotomy  100.00 

4310 —  Oleothorax  10.00 

4311 —  Paracentesis,  pericardium,  therapeutic  5.00 

4312 —  Pericardectomy  150.00 

4313 —  Pericardotomy  (open  drainage  of  pericardium)  100.00 

4314 —  Phrenic  nerve  operation  35.00 

4315 —  Pneumolysis,  extrapleural  100.00 

4316 —  Pneumolysis,  intrapleural  100.00 

4317 —  Pnuemonectomy  200.00 

4318 —  Pneumonotomy  100.00 

4319 —  Pneumothorax,  artificial,  first  induction  15.00 

4320 —  Pneumothorax,  artificial,  refill  5.00 

4321 —  Pneumothorax,  extrapleural  75.00 

4322 —  Scaleniotomy  25.00 

4323 —  Subphrenic  abscess,  drainage  100.00 

4324 —  Thoracentesis,  therapeutic  5.00 

4325 —  Thoracoscopy,  cutting  pleural  adhesions  75.00 

4326 —  Thoracoplasty,  each  stage  75.00 

4327 —  Thoracoplasty,  Schede  operation  150.00 

4328 —  Thoracostomy,  without  rib  resection  35.00 

4329 —  Thoracostomy,  with  rib  resection  50.00 

4330 —  Thoracotomy,  exploratory  75.00 

4331 —  Tumor,  thoracic  wall,  transpleural  removal....  150.00 

4332 —  Tumor,  mediastinal,  removal  of  150.00 

4333 —  Vagotomy,  transthoracic  100.00 

SURGERY— TUMORS 
ASPIRATION 

4700 —  Cyst,  superficial  10.00 

FULGURATION  OR  ELECTROCOAGULATION 

4701 —  Tumor,  superficial  10.00 

4702 —  Tumor  (minor)  of  trachea,  esophagus  or 

bladder  50.00 

EXPLORATION  WITH  BIOPSY 


4702 — Tumor,  requiring  a major  operative  approach 
including  exploration,  verification  of  exis- 
tence, location  and  biopsy.  This  item  ap- 
plies particularly  to  major  operative  ap- 
proach to  chest,  abdomen,  head  or  brain 
when  only  biopsy  is  taken,  but  is  also  rele- 
vant to  such  major  operation  terminating  in 
biopsy  (rather  than  resection)  in  any  lo- 


cation   100.00 

REMOVAL,  EXCISION,  RESECTION  OR 
OPERATION  FOR 

4704 —  Tumor  or  cyst,  small,  benign  50.00 

4705 —  Cyst  or  sinus,  pilonidal  75.00 

4706 —  Cyst,  sebaceous,  small  10.00 
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4707 —  Cyst,  sebaceous,  large  15.00 

4708 —  Cyst,  thyroglossal  100.00 

4709 —  Epithelioma,  lip,  tongue  or  face  50-150 

4710 —  Epulis  25.00 

4711 —  Papilloma,  bladder  100.00 

4712 —  Papilloma,  external  10.00 

4713 —  Tumor,  abdominal  wall  50-125 

SURGERY— UROLOGICAL 

5000 —  Circumcision,  adult  25.00 

5001 —  Cystectomy,  complete  175.00 

5002 —  Cystectomy,  partial  150.00 

*0214 — Cystoscopy  25.00 

*0215 — Cystoscopy  with  ureteral  catheterization 

or  biopsy  35.00 

5003 —  Cystoscopy,  operative  35-100 

5004 —  Cystotomy,  suprapubic  75.00 

5005 —  Epididymectomy  50.00 

5006 —  Hydrocele,  aspiration  of  10.00 

5007 —  Hydrocele,  operation  for  50.00 

5008 —  Litholapaxy  75.00 

5009 —  Nephrectomy  175.00 

5010 —  Nephrotomy  150.00 

5011 —  Orchidectomy  75.00 

5012 —  Prostatectomy,  perineal  175.00 

5013 —  Prostatectomy,  suprapubic,  two-stage  200.00 

5014 —  Prostatic  resection,  transurethral  100-175 

5015 —  Prostatic  abscess,  incision  and  drainage  75.00 

5016 —  Pyelotomy  with  removal  of  calculus  150.00 

5017 —  Ureteral  stone,  removal  of  (non-operative)....  25-75 

5018 —  Uretero-intestinal  anastamosis,  unilateral  100.00 

5019 —  Uretero-intestinal  anastamosis,  bilateral, 

one-stage  150.00 

5020 —  Ureterolithotomy  150.00 

5021 —  Urethral  fistula,  operation  for  75.00 

5022 —  Urethrotomy,  external  75.00 

5023 —  Urethrotomy,  internal  50.00 

5024 —  Varicocele,  operation  for  50.00 

“Also  listed  under  EXAMINATIONS— SPECIAL 

SURGERY— ORTHOPEDIC 

5500 —  Arthroplasty,  major  joint  150.00 

5501 —  Application  of  plaster  cast,  chest  20.00 

5502 —  Application  of  plaster  cast,  thighs  and  hips....  25.00 

5503 —  Application  of  plaster  cast,  thigh  and  leg  10.00 

5504 —  Application  of  plaster  cast,  torso  25.00 

5505 —  Application  of  plaster  cast,  torso  and  hips 35.00 

5506 —  Application  of  plaster  cast,  entire  body  45.00 

5507 —  Bone  graft  (long  bone),  including  plaster  cast  175.00 

5508 —  Bone  plate,  removal  of  50.00 

5509 —  Bone  tumor,  extensive,  removal  of  150.00 

5510 —  Bone  tumor,  small,  removal  of  50.00 

5511 —  Cartilage  of  condyle  of  femur,  removal  of  ....  75.00 

5512 —  Cartilage,  semilunar,  removal  from  joint  100.00 

5513 —  Claw  foot,  operation  for  100.00 

5514 —  Coccyx,  excision  of  50.00 

5515 —  Hallux  valgus,  unilateral,  operation  for  60.00 

5516 —  Hallux  valgus,  bilateral,  operation  for  75.00 

5517 —  Hammer  toe,  operation  for  25.00 

5518 —  Osteomyelitis,  operation  for,  small  bones  50.00 

5519 —  Osteomyelitis,  operation  for,  large  bones, 

tibia,  fibula,  femur,  humerus,  radius,  ulna, 

spine,  pelvis)  100.00 

*2317 — Osteomyelitis  of  skull,  exicision  of  150.00 

5520 —  Paracentesis,  joint,  therapeutic  5.00 

5521 —  Sequestrum,  removal  of  (deep)  100.00 

5522 —  Sequestrum,  removal  of  (superficial)  50.00 

5523 —  Tenorrhaphy,  one  50.00 

5524 —  Tenorrhaphy,  each  additional  25.00 

5525 —  Tenotomy,  closed  25.00 

5526 —  Torticollis,  spasmodic,  operation  for  125.00 

5527 —  Vertebral  fixation  (Albee  or  Hibbs)  150.00 

“Also  listed  under  SURGERY— NEUROSURGERY 


FRACTURES  AND  DISLOCATIONS 

NOTE:  The  fees  stated  for  fractures  and  dislocations 

include  reduction,  fixation  and  fourteen  days’  post- 
operative care  but  are  exclusive  of  hospital  charges, 
anesthetist's  and  X-ray  fees.  (See  note  at  beginning 
of  Part  II  of  this  fee  schedule).  Fees  for  visits  after 
fourteen  days’  completed  postoperative  care  will  be 
the  applicable  ones  of  those  listed  as  hospital,  home 
or  office  visits  in  Part  I of  this  fee  schedule — Items 
0013-0022,  inclusive. 

Plaster  casts  applied  or  reapplied  for  fractures  or 
dislocations  during  the  period  covered  by  the  fourteen 
days’  after-care  are  considered  a part  of  the  treatment 
and  no  additional  fees  for  application  of  casts  for  these 
conditions  will  be  authorized.  The  fee  for  application 
or  reapplication  of  plaster  casts  after  fourteen  days’ 
completed  postoperative  care  will  be  fifty  percent  of 
the  appropriate  fee  listed  under  Items  5501-5506,  in- 
clusive. One  hundred  percent  of  these  items  will  be 
charged  only  when  disability  other  than  fracture  or 
dislocation  is  being  treated. 

The  cost  of  Plaster  of  Paris  used  for  casts  in  contract 
or  private  hospitals  will  be  listed  as  a part  of  the  hos- 
pital charge. 

Compound  fractures.  The  fee  for  care  of  compound 
fracture  is  that  for  care  of  simple  fracture  plus  fifty 
percent,  except  when  otherwise  specified. 

Open  operation  for  fracture  or  dislocation.  The  fee 
for  open  operation  when  this  procedure  is  necessary 
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for  reduction  and  fixation  of  a fracture  or  dislocation 
is  that  for  care  of  simple  fracture  or  dislocation  plus 
fifty  percent,  except  when  differently  specified. 

Multiple  fractures.  When  more  than  one  bone  is 
fractured,  the  fee  will  be  that  for  the  major  fracture 
plus  fifty  percent  of  the  fee  listed  for  each  other 
fracture. 

Fracture  involving  dislocation.  When  a fracture  in- 
volves dislocation,  the  fee  will  be  that  for  the  fracture 
plus  fifty  percent  of  the  fee  for  treatment  of  the 
dislocation. 


SURGERY— ORTHOPEDIC  I Compound  and 


Simple  Fractures) 

Simple 

Carpal  bone,  one  6000 — 25.00 

Carpal  bones,  each  additional  6001 — 5.00 

Clavicle  6002 — 50.00 

Coccyx  6003 — 10-50 

Femur  6004 — 100.00 

Femur,  saturing,  plating  or 

nailing  6005 — 150.00 

Fibula,  including  Potts’  fracture  6006 — 35.00 
Fibula,  including  Potts’  fracture, 

suturing  or  plating  6007 — 52.50 

Finger,  one  6008 — 25.00 

Fingers,  each  additional  6009 — 5.00 

Humerus  6010 — 50.00 

Humerus,  suturing  or  plating  6011 — 100.00 

Metacarpal  bone,  one  6012 — 25.00 

Metacarpal  bones,  each  additional  6013 — 5.00 

Metatarsal  bone,  one  6014 — 25.00 

Metatarsal  bones,  each  additional  6015 — 5.00 

Patella  6016—  50.00 

Patella,  suturing  or  plating  or 

excision  6017 — 100.00 

Pelvis  6018 — 75.00 

Radius,  or  ulna,  or  both,  including 

Colles’  fracture  6019 — • 50.00 

Radius,  or  ulna,  or  both,  including 
Colies’  fracture,  suturing  or 

plating  6020 — 100.00 

Rib,  one  6021—  10.00 

Ribs,  each  additional  6022 — 5.00 

Sacrum  6023 — 50.00 

Scapula  6024—  30.00 

Sternum  6025 — 50.00 

Tarsal  bone,  one  6026 — 25.00 

Tarsal  bones,  each  additional  6027 — 5.00 

Tibia,  including  Potts’  fracture 6028 — 75.00 

Tibia,  including  Potts’  fracture, 

suturing  or  plating  6029 — 112.50 

Tibia  and  fibula  6030 — 100.00 

Tibia  and  fibula,  suturing  or 

plating  6031 — 150.00 

Toe,  one  6032 — 25.00 

Toes,  each  additional  6033 — 5.00 

Vertebrae,  one  or  more  6034 — 100.00 


Vertebra,  transverse  process  only  6035 — 35.00 

SURGERY— ORTHOPEDIC  ( Dislocations) 

7000 —  Carpal  bone,  one  

7001 —  Carpal  bones,  each  additional  

7002 —  Clavicle  

7003 —  Elbow  

7004 —  Finger,  one  

7005 —  Fingers,  each  additional  

7006—  Hip  

7007—  Knee  

7008 —  Mandible  

7009 —  Metacarpal  bone,  one  

7010 —  Metacarpal  bones,  each  additional  

7011 —  Metatarsal  bone,  one  

7012 —  Metatarsal  bones,  each  additional  

7013—  Patella  

7014 —  Pelvis  

7015—  Rib  

7016—  Shoulder  

7017 —  Shoulder,  recurrent  or  habitual,  reduction 

only  

7018 —  Shoulder,  recurrent  or  habitual,  correct- 

ing operation  

7019 —  Tarsal  bones,  one  

7020 —  Tarsal  bones,  each  additional  

7021—  Thumb  


Compound 

6500—  37.50 

6501—  7.50 

6502—  75.00 

6503—  15-75 

6504— 150.00 

6505— 150.00 

6506—  52.50 

6507—  52.50 

6508—  37.50 

6509—  7.50 

6510—  75.00 

6511— 100.00 

6512—  37.50 

6513—  7.50 

6514—  37.50 

6515—  7.50 

6516—  75.00 

6517— 100.00 

6518— 112.50 

6519—  75.00 


6520—100.00 


6523—  75.00 

6524—  45.00 

6525—  75.00 

6526—  37.50 

6527—  7.50 

6528— 112.50 

6529— 112.50 

6530— 150.00 

6531— 150.00 

6532—  37.50 

6533—  7.50 

6534— 150.00 

6535—  52.50 


50.00 
5.00 

25.00 

50.00 

10.00 
5.00 

75.00 

75.00 

10.00 
50.00 

5.00 

50.00 

5.00 

50.00 

75.00 

25.00 

50.00 

50.00 

125.00 

75.00 

10.00 
25.00 


7022—  Toe,  one  10.00 

7023 —  Toes,  each  additional  5.00 

7024 —  Vertebrae,  one  or  more  100.00 


NOTE:  The  fee  for  open  reduction  of  a dislo- 

cation will  be  the  appropriate  fee  listed  above  plus 
fifty  percent. 

SURGERY— ORTHOPEDIC  iJoint  Resections 


or  Arthrodeses) 

7400—  Ankle  joint  100.00 

7401 —  Elbow  joint  100.00 

7402 —  Hip  joint  150.00 

7403—  Knee  joint  100.00 

7404 —  Shoulder  joint  125.00 

7405—  Wrist  joint  100.00 

SURGERY— ORTHOPEDIC  I Amputations  I 

7800 —  Forequarter  amputation  I interscapulo- 

thoracic  amputation)  200.00 

7801 —  Disarticulation  at  shoulder  150.00 

7S02— Arm  100.00 

7803 —  Forearm  100.00 

7804—  Hand  100.00 

7805 —  Metacarpal,  one  50.00 

7806 —  Metacarpals,  each  additional  10.00 

7807 —  Finger,  one  50.00 

7808 —  Fingers,  each  additional  10.00 

7809 —  Hindquarter  amputation  (interinomino- 

abdominal  amputation)  200.00 

7810 —  Disarticulation  at  hip  150.00 

7811—  Thigh  100.00 

7812—  Leg  125.00 

7813—  Foot  100.00 

7814 —  Metatarsal,  one  50.00 

7815 —  Metatarsals,  each  additional  10.00 

7S16 — Toe,  one  25.00 

7817 — Toes,  each  additional  5.00 

ANESTHESIA 

Any  type 

8000 —  First  half-hour  or  fraction  thereof  15.00 

8001 —  Each  subsequent  half-hour  or  fraction 

thereof  5.00 


i No  additional  fee  is  approved  for  local  anes- 
thesia used  in  connection  with  usual  treatments 
in  office  or  home.  Time  is  to  be  calculated  from 
beginning  of  anesthesia  to  delivery  of  patient  to 
hospital  bed.) 

MISCELLANEOUS  MEDICAL  TREATMENT 

NOTE:  A physician  who  dispenses  drugs  or 

biologieals  will  consider  this  service  included  in 
his  established  visit  fee  when  the  drugs  are  routine 
non-expensive  items.  When  an  expensive  drug  is 
required,  it  is  suggested  that  the  physician  prescribe 
(it  is  understood  that  a physician  may  prescribe 
all  drugs — expensive  and  non-expensive)  and  the 
prescription  be  filled  at  a V.  A.  pharmacy  or  by 
a pharmacy  participating  in  a state  pharmaceutical 


plan. 

Allergic  desensitization  to  hay  fever 
ipreseasonal  or  perennial) 

8100 —  For  tree,  grass  or  weed  season  30.00 

8101 —  For  two  of  these  seasons  50.00 

8102 —  For  all  three  seasons  65.00 

8103 —  Desensitization  to  dust  alone  or  in  combination 

with  other  allergens  30.00 

8104 —  Vaccine  therapy  for  asthma,  course  of  treat- 

ment   30.00 

8105 —  Blood  transfusion,  not  including  cost  of  blood  15.00 

8106 —  Blood  transfusion,  not  including  cost  of  blood, 

involving  exposure  of  vein  25.00 

8107 —  Blood  for  transfusion,  supply  by  donor  of 

blood  per  100  cc  5.00 

8108 —  Colonic  irrigation  3.00 

S109 — Hypodermoclysis  5.00 

8110 —  Injections:  subcutaneous  or  intramuscular, 

exclusive  of  cost  of  drug,  biological  or 
other  medication  3.50 

8111 —  Injection,  intravenous,  exclusive  of  cost  of 

drug,  biological  or  other  medication  5.00 

8112 —  Non-surgical  drainage  of  gall-bladder  4.00 

8113 —  Preparation  of  autogenous  vaccine  including 

original  culture  10.00 

8114 —  Spinal  medication,  any  type,  as  with  menin- 

gococcus serum,  exclusive  of  cost  of  drug 
or  biological  10.00 

8115 —  Therapy,  histamine,  per  treatment  5.00 
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8116 —  Therapy,  electroshock  or  metrazol,  per  treat- 

ment, to  include  medication,  curare,  etc., 
as  employed  5.00 

8117 —  Therapy,  insulin  shock,  per  treatment,  to 

include  medication  10.00 

8118 —  Therapy,  fever  (mechanical)  per  treatment, 

to  include  medication  and  parenteral  ad- 
ministration of  fluids  if  required  10.00 

8119 —  Therapy,  malarial  fever,  per  course  75.00 


OCCUPATIONAL  THERAPY  AND  PHYSIOTHERAPY 
NOTE:  Physical  therapy  and  occupational  thera- 

py are  understood  to  be  treatment  rendered  by 
physicians  practicing  in  the  field  of  physical  medi- 
cine or  by  physical  therapists  or  occupational  thera- 
pists who  render  such  treatment  on  a prescription 
basis  under  the  direction  of  physicians.  Authori- 
zation for  physical  therapy  and  occupational  thera- 
py will  be  issued  only  to  physicians  who  will  in 
relevant  cases  pay  the  physical  or  occupational 
therapists. 

OCCUPATIONAL  THERAPY 

8800 — Occupational  therapy  per  patient  per  hours 
(the  fee  per  patient  per  day  not  to  exceed 
85.00  • 2.00 

Occupational  therapy  in  groups  (the  fee  per 
group  per  day  not  to  exceed  $10.00  and 
groups  not  to  exceed  five  in  number) 


8S01 — Two  patients,  per  hour  4.00 

8802 —  Group  of  3 to  5 patients,  per  hour  5.00 

Supplies  are  to  be  furnished  by  the  occupa- 
tional therapist  whenever  necessary. 

PHYSICAL  THERAPY  I 

8803 —  Infra-red  lamp  1.50 

8804 —  Baker  ) 

8805 —  Ultra  Violet  Ray  \ 

8806—  Whirlpool  | 

8807 —  Contrast  baths  , 2.00 

8S08 — Paraffin  baths  | 

8809 — Hot  fomentations  ' 


8810 —  Short  or  long  wave 

8811 —  Galvanism  \ 

8812 —  Sinusoidal  1 

8813 —  Ionization  f 

8814 —  Hydrotherapy  > 2.50 

8815 —  Local  massage  and  infra-red  or  baker  l 

8816 —  Local  muscle  reeducation  and  infra-  1 

red  or  baker  ' 

8817 —  Suction  pressure  | 

8818 —  Electrical  muscle  test  3 00 

8819 —  Any  combination  of  treatment  to  j 

one  extremity  or  back  ' 


8820 —  General  massage 

8821 —  General  exercises,  postural  or  corrective 

8822 —  General  underwater  exercises 

8823 —  Gait  training 

8824 —  General  manual  muscle  test  (anterior 

poliomyelitis) 

8825 —  Muscle  reeducation  (anterior  poliomyelitis) 

8826 —  Any  combination  of  treatment  to  two  or 

more  extremities  including  back 


8827 — Above  listed  treatment  in  home  4.00 


raphy),  will  be  included  by  the  radiologist  as  a 
part  of  the  service  for  the  fees  listed  below.  In 
arteriography,  phlebography,  bronchography,  mye- 
lography, pneumoencephalography,  ventriculogra- 
phy, retrograde  pyelography,  and  uterosalpingogra- 
phy, the  fees  listed  below  are  for  x-ray  only;  the 
fees  for  preparation  for  x-rays  in  these  procedures 
are  listed  under  EXAMINATIONS  — SPECIAL 
and  SURGERY  — GYNECOLOGICAL.  The  total 
fee  for  retrograde  pyelography  is  cystoscopy  with 
ureteral  catheterization  plus  the  x-ray  fee  shown 


below. 

9100 —  Abdomen  (KUB)  10.00 

9101 —  Arteriography  or  phlebography  15.00 

9102 —  Bronchography  25.00 

*0029 — Chest,  roentgenological  study  of  10.00 

9103 —  Colon,  barium  enema  12.00 

9104 —  Cystography  15.00 

9105 —  Esophagus  (only)  8.00 

9106 —  Eye,  localization  of  foreign  body,  Sweet 

method  or  equivalent  25.00 

9107 —  Fistulae,  contrast  study  10.00 

9108 —  Gall  bladder,  Graham  technique  15.00 

*0030 — Gastrointestinal,  including  barium  meal  and 

enema,  x-ray  and  fluoroscopy  with  prelimin- 
ary KUB  film  35.00 

9109 —  Kymography  10.00 

9110 —  Laminagraphy  15.00 

9111 —  Mandibles  10.00 

9112 —  Mastoids,  including  petrous  pyramids  15.00 

9113 —  Maxilla  and  facial  bones  18.00 

9114 —  Myelography  20.00 

9115 —  Nasal  bones  10.00 

9116 —  Optic  foramina,  both  for  comparison  10.00 

9117 —  Pelvis  15.00 

9118 —  Pneumoencephalography  20.00 

9119 —  Pyelography,  intravenous,  including  cost  of 

dye  20.00 

9120 —  Pyelography,  retrograde  15.00 

9121 —  Sacroiliac  joint  12.00 

9122 —  Sialography  10.00 

9123 —  Sinuses,  paranasal  15.00 

9124—  Skull  15.00 

9125 —  Small  intestinal  series  20.00 

9126 —  Smith-Petersen  nail  25.00 

9127 —  Spine,  cervical  15.00 

9128 —  Spine,  dorsal  15.00 

9129 —  Spine,  lumbo-sacral  with  coccyx  15.00 

9130 —  Spine,  entire  35.00 

9131 —  Stomach  and  duodenum  only  with  barium 

meal  15.00 

9132 —  Thorax,  ribs  5.00 

9133 —  Urethrocystography  12.00 

9134 —  Uterosalpingography  25.00 

9135 —  Ventriculography  including  preliminary  films  20.00 


9150 — Special  examinations  requiring  additional  time 
or  unusual  procedure.  The  fee  shall  be  that 
for  the  examination  in  question  plus  an  ad- 


ditional   50% 

9151— INTERPRETATION  OF  ROENTGENOGRAMS 

per  case  5.00 

Not  to  exceed  $6,000.00  per  annum  per 
Radiologist 

“Also  listed  in  PART  I 


ROENTGENOLOGY  WITH  INTERPRETATION 
BONES  AND  JOINTS  OF  EXTREMITIES 

9000 —  Shoulder  joint  10.00 

9001 —  Hip  joint  10.00 

9002 —  Films  of  bones  or  joints  distal  to  shoulder 

or  hip  10.00 

9003 —  Additional  films  of  bones  and  joints  distal 

to  shoulder  or  hip  5.00 

9004 —  Maximum  fee  for  other  than  shoulder  or 

hip  joint  7.50 

GENERAL 


NOTE:  Preparation  of  the  patient  for  radiogra- 

phy in  procedures  requiring  barium  meals  or 
enemas,  intravenous  injection  (as  in  the  Graham 
technique  for  gall  bladder  or  intravenous  pyelog- 


X-RAY  THERAPY,  DEEP  & SUPERFICIAL 

9500 —  Original  consultation  10.00 

9501 —  Each  subsequent  visit  where  therapy  is  given  3.00 

9502 —  Per  r unit  delivered  regardless  of  factors 

employed  0.005 

9503 —  Each  follow-up  examination  limited  to  15  in 

one  year  3.00 

9504 —  Maximum  fee  for  x-ray  therapy  175.00 

RADIUM  & RADON  THERAPY 

9601 —  Each  examination  and  treatment  10.00 

9602 —  Each  subsequent  visit  limited  to  15  in 

one  year  3.00 

9603 —  Per  milligram  or  millicurie  hour  0.05 

9604 —  Maximum  fee  for  radium  treatment  or  radon 

insertion  175.00 

(When  radon  is  not  furnished  by  the  gov- 
ment  cost  will  be  added) 
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Y.  A.  Fee  Schedule 

AVe  are  printing  in  this  issue  of  The 
Journal  the  complete  fee  schedule  approved 
by  the  Medical  Society  of  Delaware  and  the 
Ar.  A.  Administration  for  home  care  of  vet- 
erans in  the  state  of  Delaware.  For  the  most 
part,  these  fees  are  quite  fair.  In  some  places 
we  believe  they  are  too  low,  and  in  some  others 
they  are  more  than  adequate,  the  average  be- 
ing, as  we  said,  a fair  schedule. 

At  present  not  every  doctor  in  Delaware  is 
eligible  to  render  this  care  for  veterans.  Only 
those  physicians  who  have  signed  up  on  the 
blank  sent  out  by  the  Secretary  of  the  Society 
last  fall  are  eligible.  However,  it  is  the  desire 
of  the  Society  and  of  the  Y.  A.  that  every 
doctor  in  Delaware  sign  up  and  become  eligi- 


ble. Under  the  contract,  which  was  printed  in 
The  Journal  for  January,  1948,  it  is  pro- 
vided that  such  signing  up  must  be  through 
the  office  of  the  Secretary,  Dr.  Gerald  A. 
Beatty,  503  Delaware  Avenue,  AVilmington. 

Dr.  Par  ran  Goes 

Dr.  Thomas  Parran,  Surgeon-General  of  the 
United  States  Public  Health  Service  for  the 
past  twenty  years,  will  be  relieved  of  his  of- 
fice on  April  6,  when  his  current  four-year 
term  expires.  President  Truman  has  appointed 
in  his  stead  Dr.  Leonard  A.  Scheele,  as  the  new 
Surgeon-General.  Dr.  Scheele  is  being  pro- 
moted over  the  heads  of  some  others  on  the  list 
because  of  his  splendid  record  as  an  organizer. 

AATe  view  the  passing  of  Dr.  Parran  with 
mixed  feelings.  As  an  administrator  of  a 
many-angled  and  difficult  office,  he  leaves  be- 
hind him  an  excellent  record  for  efficiency.  As 
a man,  we  have  known  him  personally  for 
many  years  and  esteem  him  highly.  But  ,we, 
along  with  all  the  others  who  are  opposed  to 
socialized  medicine,  do  not  like  his  latter-day 
espousal  of  regimented  medicine,  as  contem- 
plated in  the  AVagner  Bill.  This  is  a reversal 
of  the  position  he  took  many  years  ago.  It 
now  depends  on  just  what  position  Dr.  Scheele 
will  take  on  this  issue  as  to  whether  we  are 
jumping  out  of  the  frying  pan  into  the  fire,  or 
whether  the  Public  Health  Service  will  be 
amenable  to  the  voices  of  the  thinking  public 
and  of  the  profession.  Doubtless  both  of  them 
have  acted,  and  will  continue  to  act,  according 
to  directives  from  above. 

In  any  event,  we  wish  Dr.  Scheele  all  suc- 
cess in  his  new  undertaking,  and  we  wish  con- 
tinued success  to  Dr.  Parran,  who  we  under- 
stand will  remain  in  the  United  States  Public 
Health  Service  in  a new  assignment,  probably 
overseas. 
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re : Executive  Secretary 

After  two  years  of  consideration  of  the  sub- 
ject of  employing  a part  time  executive  sec- 
retary for  the  Medical  Society  of  Delaware, 
the  House  of  Delegates  at  its  meeting  in  Octo- 
ber, 1947,  adopted  a budget  to  provide  for 
the  employment  of  such  an  official.  To  pro- 
vide funds  for  this  purpose  and  for  the  other 
items  that  make  up  the  expenses  of  a Society 
conducted  along  modern  lines,  the  dues  were 
raised  to  twenty-five  dollars  ($25.00)  for  the 
year  1948.  This  jump  from  the  previous  dues 
of  ten  dollars  ($10.00)  is  a considerable  one, 
and  the  House  named  this  sum  only  after 
considerable  discussion,  when  it  was  approved 
without  a dissenting  vote.  The  crux  of  the 
discussion  was  that  the  elected  Secretary  sim- 
ply did  not  have  time  to  carry  on  the  ever- 
increasing  correspondence,  to  make  arrange- 
ments for  the  annual  meeting  and  the  program 
thereof,  and  all  the  many  little  odds  and  ends 
that  the  secretaryship  called  for.  This  was 
the  definite  opinion  of  the  last  two  secretaries, 
who  spoke  at  length  concerning  this  matter. 
(See  Transactions  in  the  December,  1947  is- 
sue.) 

The  Budget  Committee,  in  whose  hands  the 
management  of  the  program  was  placed  by 
the  House,  has  appointed  your  Editor  to  this 
new  position  effective  March  1st.  The  latter 
has  accepted  this  appointment  with  the  un- 
derstanding that  it  is  for  this  year  only  and 
that  he  reserves  the  right  to  decline  reappoint- 
ment next  year,  should  such  a reappointment 
be  tendered.  In  other  words,  the  present  setup 
is  a tryout  for  both  the  Society  and  the  new 
official. 

In  our  new  endeavor  in  behalf  of  the  So- 
ciety, we  bespeak  your  patience  and  coopera- 
tion during  the  year,  as  there  is  much  old 
material  to  be  completed,  classified  and  codi- 
fied, new  record  files  to  be  established  and  an 
augmented  program  to  be  arranged  for,  to  say 
nothing  of  the  current  items. 

One  thing  is  certain:  at  long  last  this  an- 
cient and  honorable  Society  is  stepping  out  in 
the  right  direction — towards  modernity. 


MISCELLANEOUS 

Influenzal  Meningitis 

Recovery  from  influenzal  meningitis  is  more 
prompt  and  complications  are  fewer  when 
treatment  by  spinal  puncture  is  omitted,  ac- 
cording to  two  doctors  in  the  February  28 
issue  of  The  Journal  of  the  American  Medical 
Association. 

The  writers  are  Archibald  L.  Hoyne,  M.  D., 
and  Rowine  Hayes  Browm,  M.  D.,  from  the 
Municipal  Contagious  Disease  and  Cook 
County  Disease  Hospitals,  Chicago. 

Influenzal  meningitis  is  a type  of  inflam- 
mation of  the  three  membranes  which  envelop 
the  brain  and  spinal  cord.  It  is  caused  by 
an  influenzal  virus,  but  its  symptoms  resem- 
ble those  of  other  types  of  bacterial  menin- 
gitis. 

Rare  in  adults,  the  disease  was  formerly 
almost  universally  fatal.  The  sulfonamide 
compounds,  specific  anti-influenzal  serum  and 
streptomycin  have  all  made  the  picture  more 
optimistic,  but  even  today  there  is  no  stan- 
dard accepted  for  their  application.  Many 
doctors  still  believe  that  numerous  spinal  taps 
for  drainage  are  necessary  even  after  diagno- 
sis has  been  established  by  spinal  tap.  Fur- 
thermore, when  the  National  Research  Council 
released  streptomycin  for  treatment  it  advised 
that  the  new  antibiotic  be  injected  by  spinal 
puncture. 

The  Chicago  doctors’  conclusion  is  based 
on  a dozen  years  of  experience  in  the  treat- 
ment of  meningitis.  In  their  article  they  re- 
port specifically  on  14  consecutive  patients 
with  influenzal  meningitis  treated  at  the  Coun- 
ty hospital  in  1946  and  1947  and  16  consecu- 
tive patients  treated  at  the  Municipal  hospital 
in  1946.  There  was  only  one  death  in  each 
group,  and  in  both  of  the  fatal  cases  the  pa- 
tients had  been  given  streptomycin  by  spinal 
puncture  as  well  as  intramuscularly.  On  the 
other  hand,  23  of  the  28  patients  who  recov- 
ered had  received  no  treatment  by  spinal 
puncture  after  diagnosis.  These  23  had  been 
given  streptomycin  intramuscularly,  had  been 
treated  with  serum,  or  had  received  sulfona- 
mide compounds — sometimes  all  three. 

“The  primary  purpose  for  a lumbar  punc- 
ture should  be  to  establish  a diagnosis,”  Dr. 
Hoyne  and  Dr.  Brown  conclude. 
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SERVICE  AT  NIGHT 

The  American  Medical  Association  called 
on  county  medical  societies  today  to  meet  the 
public  demand  for  emergency  medical  service 
at  night. 

“From  many  sections  of  the  United 
States,”  say  an  editorial  in  the  March  6 issue 
of  The  Journal  of  the  American  Medical  Asso- 
ciation, “complaints  have  come  lately  that  per- 
sons who  have  called  physicians  late  at  night 
have  been  unable  to  secure  attendance  from 
either  those  whom  they  considered  their  family 
physicians  or  from  specialists  or,  indeed,  from 
any  physician.” 

Answering  this  condition,  The  Journal  says 
that  county  medical  societies  in  some  areas 
maintain  a physicians’  telephone  exchange 
which  takes  the  responsibility  for  locating  phy- 
sicians if  response  is  not  made  to  the  ringing 
of  the  telephone  in  the  home  or  in  the  office. 

The  editorial  says : 

In  one  western  community  a fire  chief  gave 
to  the  press  information  to  the  effect  that  he 
had  called  twenty-four  doctors  and  had  been 
unable  to  secure  attendance  by  any  of  them. 
A subsequent  investigation  indicated  that  he 
had  actually  talked  only  to  two  osteopaths  who 
had  stated  that  the  case  was  not  within  their 
province — (strange  indeed!) — and  that  he 
had  been  unable  to  reach  physicians.  In  some 
instances  the  difficulty  of  secring  a physician 
had  been  made  part  of  a battle  to  secure  con- 
trol of  the  ambulance  system  or  the  first  aid 
organization  of  the  place  concerned. 

Conditions  Worse  in  Large  Cities 

Notwithstanding  the  explanation  of  these 
isolated  instances,  many  physicians  do  dodge 
the  making  of  calls  on  patients  in  the  late 
hours  of  the  night  or  early  morning ; the 
crowding  of  physicians’  offices  and  hospitals 
makes  difficult  in  large  cities  even  the  securing 
of  a prompt  appointment  in  the  office.  Some 
radio  comedians  are  now  using  the  public  in- 
terest in  the  question  as  the  basis  for  jibes  at 
the  medical  profession ; Groucho  Marx  recent- 
ly said  to  one  of  his  contestants,  “Make  an 
appointment  with  the  doctor  and  probably 
you’ll  see  him  in  two  or  three  days.” 

Many  persons  and  some  physicians  seem  to 
believe  that  a doctor  must  respond  to  any  call 
that  comes  to  him.  The  law  does  not  cover 


this  situation  as  far  as  is  known.  The  Prin- 
ciples of  Ethics  are  explicit : 

“A  physician  is  free  to  choose  whom  he  will 
serve.  He  should,  however,  always  respond 
to  any  request  for  his  assistance  in  an  emer- 
gency or  whenever  temperate  public  opinion 
expects  the  service.  ’ ’ 

Interpretation  of  this  statement  should  not 
lie  difficult.  In  one  city  recently  a child  was 
struck  by  an  automobile  and  sustained  a frac- 
ture. The  accident  occurred  on  a corner  next 
to  a great  building  in  which  were  housed  many 
physicians.  Someone  from  the  street  who  had 
seen  the  accident  attempted  to  secure  the  ser- 
vices of  a half  dozen  physicians  who  were  at 
the  time  in  their  offices,  yet  all  refused  to  re- 
spond to  the  call,  offering  as  excuses  the  spe- 
cialties which  they  practiced  or  the  fact  that 
they  were  at  the  moment  engaged  with  a pa- 
tient. Public  opinion  condemned  them  un- 
equivocally; their  failure  to  respond  greatly 
injured  the  good  will  of  the  public  for  the 
medical  profession  in  the  community  as  a 
whole. 

Some  Areas  Set  up  Phone  Exchange 

Wh  en  the  pressure  on  the  medical  profes- 
sion becomes  severe,  as  it  is  now  in  this  post- 
war period,  demands  are  likely  to  press  too 
heavily  on  the  available  service.  Organization 
of  the  medical  profession  to  meet  the  emer- 
gency needs  was  a conspicuous  part  of  the 
solution  of  wartime  problems.  Some  com- 
munities have,  however,  established  perma- 
nent organizations  for  attending  to  such  de- 
mands. County  medical  societies  in  some 
areas  maintain  a physicians’  telephone  ex- 
change which  takes  the  responsibility  for  lo- 
cating physicians  if  response  is  not  made  to 
the  ringing  of  the  telephone  in  the  home  or 
in  the  office.  For  meeting  emergencies  the 
exchange  maintains  a list  of  physicians  who 
are  willing  to  make  calls  at  night.  Many  young- 
physicians  gladly  list  their  names  with  such 
exchanges.  The  medical  societies  of  the  Dis- 
trict of  Columbia,  of  Milwaukee  and  of  Oak- 
land, Calif.,  have  established  physicians’  ser- 
vice bureaus  and  have  registered  the  names 
of  physicians  who  are  willing  to  respond  to 
calls  from  persons  unknown  to  them  who  are 
seeking  a physician.  These  bureaus  will  sup- 
ply to  any  caller  the  names  of  three  specialists 
when  a specialized  service  is  requested.  In- 
formation is  also  maintained  as  to  physicians 
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who  are  available  during  the  day  or  at  night 
and  the  offices  in  which  they  are  available. 
Many  of  the  night  calls  come  from  older  phy- 
sicians who  request  the  bureau  to  send  young 
practitioners  on  emergency  calls.  These  are 
samples  of  specific  organizations  which  are 
meeting  the  public  demand  for  emergency 
medical  service. 

Actually  comparatively  few  “night  calls” 
are  so  urgent  that  harm  would  result  from 
postponing  response  until  morning.  Never- 
theless, the  patient  who  suffers  pain  or  the 
mother  who  is  frightened  over  a condition  in 
her  child  that  she  does  not  understand  is  little 
interested  in  explanations  as  to  the  percentage 
of  emergency  calls  that  are  not  really  emer- 
gencies. 

Physicians  Must  Carry  Heavy  Burden 

Intemperate  discussion  of  this  subject  has 
caused  some  publications  to  assert  that  a gov- 
ernment medical  service  would  prevent  such 
incidents.  These  statements  are  made  with- 
out knowledge  of  what  actually  occurs  when 
government  agencies  take  over  medical  prac- 
tice. When  the  physician  is  placed  on  a non- 
professional basis,  he  is  likely  to  act  like  other 
nonprofessional  employees. 

Any  human  being  who  is  fatigued  or  ex- 
hausted by  long  hours  of  work  under  condi- 
tions of  stress  and  great  responsibility  will 
eventually  reach  a point  at  which  response  is 
difficult.  People  should  understand  that  the 
physicians  of  the  United  States  carried  a tre- 
mendous burden  during  the  war.  The  re- 
moval of  one-third  of  the  medical  profession 
from  private  practice  placed  enormous  stress 
on  those  who  remained  at  home.  The  young 
men  who  returned  from  the  war  have  to  work 
hard  to  bring  themselves  up-to-date  and  they 
have  the  same  problems  of  housing,  difficulties 
of  securing  equipment  and  making  postwar  ad- 
justments that  occur  in  every  other  occupa- 
tion. These  adjustments  will  be  made  grad- 
ually. Nothing  is  to  be  gained  by  unwar- 
ranted, acrimonious  and  intemperate  charges 
of  failure  to  meet  what  seem  to  be  absolute 
obligations. 

Think  of  the  benefit  from  a campaign  to 
stop  the  spray  of  infected  mouth  and  nose 
droplets!  Not  only  would  the  spread  of  the 
disease  be  slowed  but  the  seasonal  surge  of 


diseases  like  the  common  cold,  influenza, 
measles,  whooping  cough  and  pneumonia 
would  diminish.  It  would  be  possible  to  go 
to  a movie  without  having  a germ-laden  spray 
hurled  at  one  from  behind  and  consequently 
having  to  suffer  from  the  other  fellow’s  res- 
piratory infection.  Under  these  conditions, 
dodging  the  tubercle  bacillus,  in  and  out  of 
the  hospital,  would  be  possible  for  all  of  us. 
Ezra  Bridge,  M.D..  NTA  Bull.,  June,  1947. 


A turning  point  has  now  been  reached  in 
the  chemotherapy  of  tuberculosis.  Although 
streptomycin  may  not  be  the  final  answer  in 
the  treatment  of  this  scourge  of  mankind — 
and  I hope  that  it  is  not — it  has  opened  a new 
path,  a path  of  antibiotic  approach  to  chemo- 
therapy, an  approach  sought  since  the  dis- 
covery of  the  bacterial  nature  of  the  disease ; 
the  control  of  tuberculosis  may  finally  ma- 
terialize and  thus  advance  man  one  step  fur- 
ther in  his  battle  against  disease  and  epi- 
demics. Selman  A.  Wakeman,  D.Sc.,  Ph.D., 
JAMA,  Oct.  25,  1947. 


It  is  wise  to  assume  that  all  subjects  who 
show  a positive  tuberculin  test  before  the 
age  of  three  years  have  active  infection.  In 
such  children,  the  infection  has  hardly  had 
time  to  become  inactive.  Joseph  D.  Wasser- 
sung,  M.  I).,  N.  E.  Jour.  Med.,  July  3,  1947. 

BOOK  REVIEWS 

Sexual  Behavior  in  the  Human  Male.  By 
Alfred  C.  Kinsey,  Professor  of  Zoology,  In- 
diana University;  Wardel  B.  Pomeroy,  Re- 
search Associate,  Indiana  University;  and 
Clyde  E.  Martin,  Research  Associate,  Indiana 
University.  Pp.  SOI,  with  173  charts  and  159 
tables.  Cloth.  Price,  $6.50.  Philadelphia: 
W.  B.  Saunders  Company,  1948. 

This,  the  most  comprehensive  work  on  the 
subject  now  extant,  and  based  on  12,000  case 
histories,  contains  data  never  before  available, 
much  of  which  is  startling.  It  indicates  that 
our  former  ideas  of  the  sex  urge  and  its  grati- 
fication, at  all  ages,  from  the  teensters  to  the 
oldsters,  may  need  to  be  revamped.  This 
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predicates,  further,  a possible  indication  for  a 
revision  of  our  moral  code ; certainly  it  is  a 
sermon  in  favor  of  early  marriage.  The 
church  may  not  like  some  of  its  implications. 

This  book  is  so  well  known  already  that, 
even  among  the  laity,  it  is  referred  to  as  ‘‘  The 
Kinsey  Report.”  It  is  of  maximum  impor- 
tance to  doctors,  lawyers,  teachers,  biologists, 
researchers,  and  social  workers;  we  especially 
recommend  it  to  the  clergy. 

When  Kinsey  et  al  publish,  in  due  season, 
their  similar  study  on  the  human  female,  it 
is  our  humble  prediction  that  it  will  show  that 
the  sex  patterns  and  mores  of  the  two  sexes 
are  quite  similar.  How  could  it  be  otherwise? 
For.  as  that  observant  and  philosophical  poet, 
Kipling,  says : 

The  sins  ye  do 
By  t wo  and  two 
Ye  must  pay  for,  one  by  one. 


Minor  Surgery.  By  Frederick  Christopher, 

B.  S.,  M.  D.,  F.  A.  C.  S.,  Associate  Professor  of 
Surgery  at  Northwestern  University  Medical 
School.  Sixth  edition.  Pp.  1058,  with  937 
illustrations.  Cloth.  Price,  $12.00.  Philadel- 
phia: W.  B.  Saunders  Company,  1948. 

Christopher’s  Minor  Surgery  comes  along 
every  four  years,  by  the  clock,  proof  enough 
that  it  is  an  excellent  book,  keeping  up  to 
the  times.  Much  minor  surgery  is  major  in 
its  difficultness  and  consequences,  and  this 
book  covers  such  instances  in  a superlative 
way.  The  book  represents  thirty  years  of 
dispensary  and  hospital  practice,  and  has  been 
thoroughly  revised,  with  new  sections  added 
totalling  52  pages. 

Still  the  best  Minor  Surgery  we  know  of. 


A Manual  of  Clinical  Therapeutics — A Guide 
for  Students  and  Practitioners.  By  Windsor 
C.  Cutting,  M.  D„  Professor  of  Therapeutics, 
Stanford  University  School  of  Medicine.  Sec- 
ond edition.  Pp.  712,  with  30  illustrations. 
Cloth.  Price,  $5.00.  Philadelphia:  W.  B. 

Saunders  Company,  1948. 

This  new  Cutting  contains  103  more  pages 
than  the  first  edition,  made  necessary  by  the 
recent  additions  and  improvements  in  the 
therapeutic  armamentorium.  It  is  a true 


manual — concise,  but  accurate  and  ample. 
There  are  9 appendices,  of  special  procedures, 
diet  lists,  treatment  of  poisoning,  weights,  etc. 
This  work  is  highly  recommended  to  students, 
internes,  and  practitioners. 


Neutron  Effects  on  Animals.  By  the  Staff 
of  the  Biochemical  Research  Foundation.  Pp. 
197;  illustrated.  Cloth.  Price,  $3.00.  Balti- 
more: Williams  & Wilkins  Company,  1947. 

This  little  volume  from  Newark,  Delaware, 
reports  the  results  of  preliminary  researches 
in  an  effort  to  find  the  most  promising  aspects 
for  future  explorations.  It  is  difficult  to  read, 
much  less  to  understand,  unless  one  has  a bet- 
ter-than-average  knowledge  of  physics.  These 
researches  from  the  Delaware  cyclotrone,  and 
the  others  to  follow,  will  tie  in  with  the  other 
investigations  being  made,  under  Federal  con- 
trol, of  nuclear  physics,  such  as  improved  atom 
bombs,  etc.,  and  their  effects  on  the  human 
economy. 


The  Selected  Writings  of  Benjamin  Rush. 

Edited  by  Dagobert  D.  Runes.  Pp.  433.  Cloth. 

Price,  $5.00.  New  York:  Philosophical 

Library,  Inc.,  1947. 

These  selections  of  the  writings  of  the  fa- 
mous Rush  are  indicative  of  his  wide  range  of 
knowledge  and  interests,  and  are  grouped  as 
follows:  On  Good  Government;  On  Educa- 

tion; On  Natural  Sciences;  and  On  Miscel- 
laneous Things.  As  a political  seer  he  ranked 
close  to  his  fellow  Philadelphian,  Benjamin 
Franklin.  As  a scientist  he  was  undeniably 
America’s  first  psychiatrist.  His  ideas  of 

education  were  advanced  for  his  day.  We 
enjoyed  most  the  chapter  on  “Medicine 
Among  the  Indians  of  North  America.” 

This  is  an  excellent  book  to  take  with  you 
on  that  vacation. 


140  Million  Patients.  By  Carl  Malmberg. 

Cloth.  Pp.  242.  Price,  $2.75.  New  York: 

Reynal  & Hitchcock,  1947. 

This  book  is  an  argument  for  socialized 
medicine,  and  follows  the  technique  familiar 
now  to  everybody.  If  you  are  not  now  in 
favor  of  socialized  medicine  this  Malmberg 
opus  will  not  convert  you. 
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and  Welfare  Center 
L.  J.  Jones,  Wilmington 
L.  B.  Flinn,  Wilmington 
A.  R.  Cruchley,  Middletown 

I.  J.  MacCollum,  Wyoming 
E.  L.  Stambaugh,  Lewes 

Rural  Medical  Service 

J.  R.  Downes,  Newark 
T.  H.  Baker,  Elsmere 
J.  D.  Niles,  Middletown 

C.  J.  Prickett,  Smyrna 

H.  W.  Smith,  Harrington 
Bruce  Barnes,  Seaford 
W.  G.  Hume,  Selbyville 

Industrial  Health 
H.  L.  Springer,  Wilmington 
J.  M.  Kimmick,  Wilmington 
L.  C.  McGee,  Wilmington 
H.  V’P.  Wilson,  Dover 
J.  B.  Baker,  Milford 
E.  L.  Stambaugh,  Lewes 

D.  L.  Bice,  Seaford 


WOMAN'S  AUXILIARY 

Mrs.  George  C.  McElfatrick,  President,  Wilmington 

Mrs.  J.  H.  Mullin,  First  Vice-President,  Wilmington  Mrs.  S.  W.  Rennie,  Recording  Secretary,  Wilmington 

Mrs.  W.  C.  Deakyne,  Second  Vice-President,  Smyrna  Mrs.  A.  M.  Gehret,  Corresponding  Secretary,  Wilmington 

Mrs.  G.  W.  M.  VanValkenburgh,  Third  Vice-President,  Georgetown  Mrs.  C.  M.  Bancroft,  Treasurer,  Wilmington 


NEW  CASTLE  COUNTY  MEDICAL 
SOCIETY 

Meets  Third  Tuesday 
A.  Leon  Heck,  President 

C.  L.  Munson,  President-elect 

L.  W.  Anderson,  Vice-President 

D.  D.  Burch,  Secretary 
Charles  Levy,  Treasurer 

Board  of  Directors  and  Nominating 
Committee : L.  B.  Flinn  1948,  Ira 

Burns  1949,  Roger  Murray  1950. 

Board  of  Censors:  N.  W.  Voss  1948, 

C.  L.  Hudiburg  1949,  C.  L.  Munson 
1950,  J.  M.  Messick  1951,  I.  M.  Flinn, 
Jr.  1952. 

Program  Committee:  C.  L.  Munson, 

A.  L.  Heck,  L.  W.  Anderson. 

Legislative  Committee : L.  C.  McGee, 

F.  A.  Bowdle,  J.  R.  Durham,  Jr.,  J. 
A.  Giles,  J.  C.  Pierson. 

Public  Relations  Committee:  V.  D. 

Washburn,  C.  T.  Lawrence,  Jr.,  M.  B. 
Pennington,  O.  N.  Stern,  C.  E.  Wagner. 
Medical  Economics  Committee : W. 

M.  Pierson,  G.  A.  Beatty,  W.  E.  Bird, 

E.  M.  Bohan,  E.  T.  O’Donnell. 

Necrology  Committee:  Charles  Ma- 

roney,  I.  Charamella,  S.  W.  Rennie. 

Auditing  Committee:  F.  S.  Skura, 

A.  G.  Gluckman,  E.  G.  Laird. 

Delegates  (1948):  D.  D.  Burch, 

Ira  Burns,  N.  L.  Cutler,  J.  R.  Durham, 
Jr.,  J.  A.  Giles,  A.  L.  Heck,  J.  C.  Pier- 
son, W.  F.  Preston,  M.  A.  Tarumianz, 
R.  0.  Y.  Warren. 

Alternates  (1948):  G.  M.  Boines, 

Italo  Charamella,  D.  M.  Gay,  L.  S. 
Hayes,  A.  J.  Heather,  A.  D.  King, 

E.  T.  O’Donnell,  M.  B.  Pennington, 

F.  P.  Rovitti,  O.  N.  Stern. 

Delegates  (1949):  L.  W.  Anderson, 

W.  E.  Bird,  L.  B.  Flinn,  G.  W.  K. 

Forrest,  J.  F.  Hynes,  L.  J.  Jones,  E.  G. 
Laird,  L.  C.  McGee,  Roger  Murray, 
J.  D.  Niles,  V.  D.  Washburn. 

Alternates  (1949)  : E.  M.  Bohan, 

I.  M.  Flinn,  Jr.,  A.  D.  King,  C.  E. 
Maroney,  E.  T.  O’Donnell,  W.  M.  Pier- 
son, D.  J.  Preston,  W.  T.  Reardon, 

J.  A.  Shapiro,  O.  N.  Stern,  J.  W. 

Urie. 


KENT  COUNTY  MEDICAL 
SOCIETY 

Meets  First  Wednesday 

Benjamin  F.  Burton,  President,  Do- 
ver. 

S.  M.  I).  Marshall,  Vice-President, 
Milford. 

Stanley  Worden,  Secretary-Treas- 
urer, Dover. 

Delegates:  I.  J.  MacCollum,  Wm. 

Marshall,  Jr. 

Alternate:  J.  S.  McDaniel. 

Censor:  Baker  S.  McDaniel. 

DELAWARE  ACADEMY  OF 
MEDICINE 

Open  10  A.  M.  to  5 P.  M. 
Gerald  A.  Beatty,  President. 

B.  M.  Allen,  First  Vice-President. 
Robert  R.  Wier,  Second  Vice-Presi- 
dent. 

Andrew  M.  Gehret,  Secretary. 
Irvine  M.  Flinn,  Jr.,  Treasurer. 

DELAWARE  PHARMACEUTICAL 
SOCIETY 

Thomas  N.  Davis,  President,  Wilming- 
ton. 

Irvin  Waller,  First  Vice-President, 
Bridgeville. 

J.  G.  McNaughton,  Second  Vice-Presi- 
dent, Middletown. 

H.  C.  Helm,  Third  Vice-President, 
Dover. 

Wallace  Watson,  Secretary,  Wilming- 
ton. 

Albert  Dougherty,  Treasurer,  Wil- 
mington. 

MEDICAL  COUNCIL  OF  DELAWARE 

Hon.  Charles  S.  Richards,  President; 
Joseph  S.  McDaniel,  M.  D.,  Secretary; 
Wallace  M.  Johnson. 


SUSSEX  COUNTY’  MEDICAL 
SOCIETY 

Meets  Second  Thursday 

Robert  S.  Long,  President,  Frank- 
ford. 

John  W.  Lynch,  Vice-President,  Sea- 
ford. 

Leslie  M.  Dobson,  Secretary-Treas- 
urer, Milford. 

Delegates:  Bruce  Barnes,  C.  M. 

Moyer,  J.  B.  Homan,  A.  H.  Williams. 

Alternates s V.  A.  Hudson.  J.  L.  Fox. 

G.  W.  M.  VanValkenburgh,  E.  L.  Stam- 
baugh. 

DELAWARE  STATE  DENTAL 
SOCIETY’ 

James  Krygier,  President,  Dover. 

R.  R.  Wier,  First  V.  P.,  Wilmington. 

C.  W.  Johnson,  Second  F.  P.,  Wil- 
mington. 

G.  A.  Zurkow,  Secretary,  Wilmington 

H.  H.  McAllister,  Treasurer,  Wil- 
mington. 

P.  A.  Traynor,  Delegate  A.D.A.,  Wilm. 

DELAWARE  STATE  BOARD  OF 
HEALTH 

J.  D.  Niles,  M.  D.,  President,  Mid- 
dletown; Mrs.  F.  G.  Tallman,  Vice 
Pres.,  Wilmington ; W.  B.  Atkins, 

D.  D.  S.,  Secretary,  Millsboro;  Bruce 
Barnes,  M.  D.,  Seaford;  Mrs.  C.  M. 
Dillon,  Wilmington;  J.  B.  Baker,  M.  D., 
Milford ; Mrs.  Alden  Keane,  Middle- 
town ; E.  R.  Mayerberg,  M.  D.,  Wil- 
mington. Edwin  Cameron,  M.  D., 
Executive  Secretary,  Dover. 


BOARD  OF  MEDICAL  EXAMINERS 

J.  S.  McDaniel,  President-Secretary : 
Wm.  Marshall,  Assistant  Secretary ; W 
E.  Bird,  J.  E.  Marv’il,  L.  J.  Jones. 
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“The  most  satisfactory  results  . . 


V 


IRRITABLE 

BOWEL 

SYNDROME 


“Therapeutic  efforts  toward  the  relief  of  constipation 
in  patients  with  an  irritable  bowel  syndrome 
must  be  continued  over  prolonged  periods  of  time. 
Cathartics  which  exert  their  action  by  direct 
irrigation  of  the  intestinal  mucosa  have 
no  place  in  long-term  bowel  management.  . . . 

The  most  satisfactory  results  were 

obtained  with  a hydrophilic  mucilloid  [Metamucil] 

prepared  from  psyllium  seed.  . . 


METAMUCIL 


When  prolonged  treatment  is  indicated,  Metamucil — 
the  “smoothage”  management  of  constipation  — 
fits  well  into  the  program. 

Smooth,  gentle,  normal  evacuation  — the  desired  action  in 
the  irritable  bowel  syndrome  — is  afforded  by 
the  use  of  Metamucil. 

Metamucil  is  ihe  highly  refined  mucilloid  of  Plantago  ovata  (50%),  a seed 
of  die  psyllium  group,  combined  with  dextrose  (50%) 
as  a dispersing  agent.  Metamucil  is  the  registered  trademark  of 
G.  D.  Searle  & Co.,  Chicago  80,  Illinois. 

*Dolkart,  R.  E.;  Dentler,  M.,  and  Barrow,  L.  L.:  The  Effect  of 

Various  Types  of  Therapy  in  the  Management  of  the  Irritable  Bowel 
Syndrome,  Illinois  M.  J.  ()0:2X 7 ( Nov.)  1946. 


RESEARCH 
IN  THE  SERVICE 


SEARLE 


OF  MEDICINE 
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Lieu;  U 


Contains  0.2%  Furacin 
(brand  of  nitrofurazone: 
5-nitro-2-furaldehyde 
semicarbazone)  in  a 
water-soluble  base. 


*. 

another  of  its  several  advantages: 


chnnhconh2 


FURACIN  SOLUBLE  DRESSING  has  'proven  effective 

in  reducing  the  mixed  infections  of  wounds  and  burns.  Prior  to  treatment,  Snyder  et  al.*  found 
heavy  growth  in  the  majority  of  swab-cultures  from  19  war  wounds  and  burns.  Following  insti- 
tution of  Furacin  Soluble  Dressing  therapy, 
the  majority  of  cultures  became  sterile;  only 
4 per  cent  continued  to  show  heavy  growth. 


jfindicaticni  • 


Infected  surface  wounds,  or  for  the  prevention  of  such 
infection 

Infections  of  second  and  third  degree  burns 

Carbuncles  and  abscesses  after  surgical  intervention 

Infected  varicose  ulcers 

Infected  superficial  ulcers  of  diabetics 

Impetigo  of  infants  and  adults 

Treatment  of  skin-graft  sites 

Osteomyelitis  associated  with  compound  fracture 
Secondary  infections  following  dermatophytoses 


♦Snyder,  M.  L.,  Kiehn,  C.  L.  & Christopherson,  J.  W.,  Mil.  Surg. 
57:380,  1945. 


LITERATURE  ON  REQUEST 
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PRIVINE  hydrochloride,  0.05  per  cent,  is  sufficiently  potent 
to  produce  long-lasting  relief  in  the  average  case  of 
nasal  congestion  in  patients  of  all  ages.  It  is  therefore  the 
Privine  preparation  of  choice  for  regular  prescription  purposes. 


Privine  hydrochloride,  0.1  per  cent,  fills  the  need  for  an 
agent  which  will  produce  the  intense  vasoconstriction 
frequently  necessary  for  adequate  visualization  and 
for  pre-  and  post-operative  shrinkage.  It  is  therefore 
the  Privine  preparation  of  choice  for  direct  use  in  the 
office  or  hospital. 

When  properly  administered,  Privine  hydrochloride 
induces  prolonged  vasoconstriction  with  relative  freedom 
from  local  or  general  side  effects.  Three  drops  will 
usually  produce  nasal  decongestion  lasting  3~6  hours. 
Overdosage  should  be  avoided. 


Issued  :0. 05%,  bottles  of  1 fl.oz.and  16  fl.  ozs.  • Jelly,  0.05fc,  tubes  of  20  Gm. 
0.1 9c,  bottles  of  16  fl.  ozs.  only 


PRODUCTS, 


INC.,  SUMMIT,  NEW  JERSEY 


PRIVINE  1 brand  ef  napLa^oltne)  • Tradi-mark  Rtg.  U.  S.  Par.  Off. 
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M attack  Building 

the  Marshall  Square  sanitarium 

WEST  CHESTER,  PENNA. 


FOR  CHRONIC 
DISEASES 
AND 

PSYCHIATRIC 

PATIENTS 


Everett  Sperry  Barr.  M.B. 

Director 

I.  M.  Waggoner,  M.D. 
Medical  Director 


A recognized  hospital  of  110  beds 


/HE  housing  facilities  provide  for  group- 
ing of  different  types  of  patients.  12  build- 
ings and  6 acres  ground  in  West  Chester, 
farms  of  400  acres  with  appropriate  build- 
ings four  miles  from  West  Chester. 

Physiotherapy,  occupational  and  recrea- 
tional therapy,  shock  therapy  when  indi- 
cated, medical  and  nursing  supervision  are 
included  in  the  weekly  rates. 

Resident  psychiatrist.  Medical  Director. 
Adequate  medical  staff.  Clinical  labor- 
atory. 
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CARE . . . 

in  Compounding 

The  moment  a patient  places  your  prescription 
in  the  hands  of  a pharmacist,  that  pharmacist 
becomes  the  guardian  of  your  professional  repu- 
tation. Thus  it  is  imperative  to  you,  Doctor, 
to  know  that  your  prescriptions  are  compounded 
with  skill  and  care. 

Because  many  of  your  colleagues  know  that  our 
prescription  departments  employ  only  conscien- 
tious, skilled,  registered  pharmacists  - — stock 
the  more  dependable  drugs,  chemicals  and 
pharmaceutical  specialties  — use  the  latest  and 
most  exquisitely  accurate  equipment  — and 
dispense  precisely  compounded,  double-checked 
prescriptions,  they  often  direct  their  patients 
to  us.  You're  invited  to  join  this  group. 

We  welcome  all  recommendations  and  assure 
the  medical  profession  that  their  patients  are 
served  promptly,  courteously,  at  fair  prices  and 
with  professionally  precise  prescriptions. 

ECKERD'S 

DRUG  STORES 

723  Market  Street  — 513  Market  Street 
900  Orange  Street 
Wilmington,  Delaware 


ACCIDENT  • HOSPITAL  • SICKNESS 

INSURANCE 


For  Physicians,  Surgeons,  Dentists  Exclusively 


$5,000.00  accidental  death  $8.00 

$25.00  weekly  Indemnity,  accident  and  sickness  Quarterly 


$10,000.00  accidental  death  $16.00 

$50  00  weekly  indemnity,  accident  and  sickness  Quarterly 

$15,000.00  accidental  death  $24.00 

$75.00  weekly  indemnity,  accident  and  sickness  Quarterly 

$20,000.00  accidental  death  $32.00 

$100.00  weekly  indemnity,  accident  and  sick-  Quarterly 

ness 

ALSO  HOSPITAL  EXPENSE  FOR  MEMBERS, 
WIVES  AND  CHILDREN 


85c  out  of  each  $ 1.00  gross  income  used  for 
members'  benefits 


$3,000,000.00  $15,000,000.00 

INVESTED  ASSETS  PAID  FOR  CLAIMS 

$200,000.00  deposited  with  State  of  Nebraska  for  protection 
of  our  members. 

Disability  need  not  be  incurred  in  line  of  duty — benefits 
from  the  beginning  day  of  disability 

PHYSICIANS  CASUALTY  ASSOCIATION 
PHYSICIANS  HEALTH  ASSOCIATION 

46  years  under  the  same  management 

400  First  National  Bank  Building  # Omaha  2,  Nebraska 


WHEN  "REGULAR"  MILK 

WON'T  DO 


With  cream  in  every  drop  to  make 
it  smooth-tasting  and  delicious.  Sealtest 
Homogenized  Vitamin  D Milk  is  a favorite 
with  everyone.  But  for  some  of  your  pa- 
tients it  may  be  a "must."  Children  and 
grown-ups  who  have  trouble  digesting  reg- 
ular milk  can  usually  assimilate  the  food 
elements  in  Sealtest  Homogenized  Vitamin 
D Milk  with  ease.  This  is  because  the  milk 
solids  are  broken  up  into  minute  particles 
and  distributed  through  the  bottle.  400  U.S.P. 
units  of  vitamin  D added  afford  extra  bone 
protection,  too.  When  you  advise  milk,  be 
sure  to  mention  Sealtest  Homogenized 
Vitamin  D Milk. 
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VALENTINE'S 

\/ALSPAR 

V HOUSE  PAINT 

WHOLESALE  DISTRIBUTORS 

VALSPAR  PRODUCTS 

Flowers  . . . 

Geo.  Carson  Boyd 

at  216  West  10th  Street 

Phone:  4388 

ALSO  EVERYTHING  THE  HOSPITAL 
MAY  NEED  IN: 

HARDWARE 
JANITOR  SUPPLIES 
CHINA  WARE 
ENAMEL  WARE,  ETC. 

Delaware  Hardware 
Company 

HARDWARE  SINCE  1822 
2nd  & Shipley  Sts.  Wilmington,  Del. 

FRAIM'S  DAIRIES 

Distributors  of  rich  Grade  "A"  pas- 
teurized Guernsey  and  Jersey  milk 
testing  about  4.80  butter  fat,  and 
rich  Grade  "A"  Raw  Guernsey  milk 
testing  about  4.80.  This  milk  comes 
from  cows  which  are  tuberculin  and 
blood  tested. 

Try  our  Sunshine  Vitamin  "D"  milk, 
testing  about  4 per  cent,  Cream 
Buttermilk,  and  other  high  grade 
dairy  products. 

VANDEVER  AVE.  & LAMOTTE  ST. 

Wilmington,  Delaware 

\\i\n 

NEWSPAPER 

W 

and 

\I\J  e maintain 

PERIODICAL 

prompt  city-wide 

PRINTING 

delivery  service 

for  prescriptions. 

An  important  branch 

of  our  business  is  the 

■a 

as 

printing  of  all  kinds 

of  weekly  and  monthly 

CAPPEAU’S 

papers  and  magazines 

Drug  Stores  of  Service 

DELAWARE  AVE.  at  DUPONT  ST. 

The  Sunday  Star 

Dial  8537 

30TH  & MARKET  STREETS 

Printing  Department 

Dial  2-0952 

Established  1881 
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^.UfCen'd  Service 

Preparations  by  Luzier  are  selected  to  suit  the  individual's  cosmetic 
requirements  and  preferences  as  determined  by  the  answers  to  a 
Selection  Questionnaire.  They  are  made  available  to  the  public 
by  Cosmetic  Consultants  who  assist  with  the  selection  of  suitable 
types,  shades,  and  variations  of  Luzier  preparations  and  suggest 
the  manner  of  application  to  obtain  the  best  results,  the  most  desirable 
cosmetic  effect. 

Formulas  may  be  had  on  written  request  and  in  specific  cases,  when  there 
is  a history  or  suspicion  of  allergy,  materials  are  available  for  testing. 

Luzier's  Fine  Cosmetics  and  Perfumes  are  distributed  in  Delaware  by: 

META  MITCHELL 
701  West  10th  Street 
Wilmington  16,  Delaware 

Phone:  2-2502 


The  knee-joint  cross- 
section  shows  that 
Hanger  Artificial 
Limbs  are  not  com- 
plicated mechanisms, 
not  loosely-fitted  pieces,  but  a few  expertly-machined 
parts  carefully  assembled  by  experts.  The  simple 
construction  making  possible  the  efficient  operation 
of  Hanger  Limbs  is  the  result  of  long  study  and  re- 
search. It  is  dependent  on  precision-made  parts 
properly  assembled.  Hanger  craftsmen  are  carefully 
selected  and  trained  for  this  important  work.  Each 
Hanger  Limb  therefore  conforms  to  specifications 
developed  by  years  of  experience. 


PRECISION 

III 

Expert  Craftsmen 


HANGERS 


ARTIFICIAL 
LIMBS 


334-336  N.  13th  Street 
Philadelphia  7,  Penn 


These  important 
Rh  SERVICES 
are  now  available 


1.  Rh  testing,  including  Rh  typing, 
tests  for  Rh  antibodies,  and  ti- 
trations. 

{Blood  specimens  can  be  submitted 
by  mail.) 

2.  Anti-Rh  serum  for  rapid  slide 
testing. 

3.  High  titer  anti-A  and  anti-B 
blood  typing  sera. 

4.  Rh  negative  blood  of  all  types, 
distributed  under  U.  S.  Govern- 
ment License  No.  139. 

For  complete  information  write  to: 


THE  PHILADELPHIA 
SERUM  EXCHANGE 

A non-profit  organization 


1740  Bainbridge  Street 
Philadelphia  46,  Pa. 
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Freihofer's 

PARKE 

Enriched 
Perfect  Bread 

Institutional  Supplier 
Of  Fine  Foods 

Vitamins 

Iron 

Minerals 

• 

• 

COFFEE  TEAS 
SPICES  CANNED  FOODS 

FLAVORING  EXTRACTS 

• 

Fresh  from  the  oven 

L.  H.  Parke  Company 

made  in  Wilmington 

Philadelphia  - Pittsburgh 

Baynard  Optical 
Company 

Prescription  Opticians 

We  Specialize  in  Making 
Spectacles  and  Lenses 
According  to  Eye  Physicians' 
Prescriptions 

Blankets  — Sheets  ■ — - Spreads  — 
Linens  — Cotton  Goods 

Rhoads  &l  Company 

Hospital  Textile  Specialists  Since  1891 
Manufacturers  — Converters 
Direct  Mill  Agents 
Imports  — Distributors 
MAIN  OFFICE 

401  North  Broad  Street,  Philadelphia,  Pa. 
FACTORY 
Philadelphia,  Penna. 

A Wilson  Home  Freezer 

§mm 

5th  and  Market  Sts. 
Wilmington,  Delaware 

for  healthful,  luxurious  living 

• • O 

Models  from  6 cu.  ft.  to  60  cu.  ft. 
on  display  at 

Diamond  Ice  & Coal  Co. 
827  Market  Street 
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Enjoy  instant , plentiful  hot  water 


For  downright  conven- 
ience, comfort  and  health 
of  your  family  — you 
should  have  an  ample, 
reliable  supply  of  hot 
water  ! With  an  Auto 
matic  Gas  Water  Heat 
er  in  your  Home,  you're 
sure  of  all  the  hot  water 
you  want,  when  you  want 
it.  For  lightening  house- 
_ hold  tasks,  bathing, 

cleaning,  dishwashing,  laundering  and  many 
other  uses.  Besides,  you  save  time  and  worry, 
for  you're  sure  of  constant  water  tempera- 
tures at  low  cost.  Arrange  for  the  installation 
of  an  Automatic  Gas  Water  Heater  in  your 
home  now.  Ask  your  Plumber,  or  stop  in  to 
see  us. 


DELAWARE  POWER  £ LIGHT  CO. 


With  an  Automatic  Gas 

WATER  HEATER 


/**/<*<•  e 


’T3ordm6 

REC  U S PAT.  OM 

ICE  CREAM 


2^*7 


Garrett,  Miller  & 
Company 

Electrical  Supplies 
Heating  and  Cooking  Appliances 
G.  E.  Motors 

N.  E.  Cor.  4th  and  Orange  Sts. 
Wilmington  - - - - Delaware 


A Store  for  . . . 

Quality  Minded  Folk 
Who  arc  Thrift  Conscious 

LEIBOWITZ'S 
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Aid  in  conservative  treatment  when  the 

fifth  lumbar  vertebra  slips  on  the  sacrum 


Patient  of  intermediate 
type  of  build;  roentgen- 
ograms showed  spon- 
dylolisthesis, grade  1, 
with  congenital  defects. 
Symptoms  developed 
after  a fall  on  the  ice 
during  pregnancy. 


Same  patient  after 
application  of  support. 
Patient  reported  relief 
from  pain  which  was 
confined  to  the  back 
and  called  attention  to 
the  ease  and  comfort  in 
the  wearing  of  the 
support. 


. . . advantages  of  the  C/yyVP  lumbosacral  support 

. . . THE  WELL  BONED  BACK — Curves  ill  and  under  the  gluteal 
muscles,  relieving  the  tension  of  these  muscles  on  their 
attachments. 

Wide  shaped  piece  of  material  at  top  (fastening  in  front) 
holds  the  support  still  more  closely  about  the  lumbar  spine. 

...THE  SLIDE  LACING  ADJUSTMENT  — Assists  in  steadying 
the  pelvic  girdle. 

It  also  allows  for  reinforcing  with  aluminum  steels  or 
Camp  Spinal  Brace. 

The  elastic  releases  make  for  comfort. 


S.  H.  CAMP  AND  COMPANY  . JACKSON,  MICHIGAN 

World’s  Largest  Manufacturers  of  Scientific  Supports 
Offices  in  New  York  • Chicago  • Windsor,  Ontario  • London,  England 
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INCREASED  IRRITATION 

follow 

INCREASED  SMOKING? 

PEOPLE  are  smoking  heavily . . . far  more  than  ever  before. 

To  minimize  nose  and  throat  irritation  due  to  smoking, 
may  we  suggest  the  cigarette  proved*  definitely  and  measur- 
ably less  irritating  . . . Philip  Morris. 

This  proof  of  Philip  Morris  superiority  is  dependent  not 
only  upon  laboratory  evidence,  but  on  clinical  observation  as 
well.  Research  was  conducted  not  by  anonymous  investigators , 
but  by  recognized  authorities  . . . and  published  in  leading 
medical  journals. 

The  fact  is  Philip  Morris  advantages  result  directly  from 
a distinctive  method  of  manufacture  described  in  published 
reports. 

* Laryngoscope , Feb.  1935,  Vol.  XLV,  No.  2,  149-154;  Laryngoscope,  Jan.  1937, 

Vol.  XLV1I,  No.  1,  58-60;  Proc.  Soc.  Exp.  Biol,  and  Med.,  1934,  32,  241;' 

N.  Y,  State  Journ.  Med.,  Vol.  35,  6-1-35,  No.  11,  590-592. 


Philip  Morris 

Philip  Morris  & Co.,  Ltd.,  Inc. 

119  Fifth  Avenue,  N.  Y. 

TO  THE  PHYSICIAN  WHO  SMOKES  A PIPE:  We  suggest  an  unusually  fine  new  blend  — Country 
Doctor  Pipe  Mixture.  Made  by  the  same  process  as  used  in  the  manufacture  of  Philip  Morris  Cigarettes. 


The  rooster’s  legs 
are  straight. 

The  boy’s  are  not. 


The  rooster  got  plenty  of  vitamin  D. 


Fortunately,  extreme  cases  of  rickets  such  as  the  one  above  illustrated 
are  comparatively  rare  nowadays,  due  to  the  widespread  prophy- 
lactic use  of  vitamin  D recommended  by  the  medical  profession. 

One  of  the  surest  and  easiest  means  of  routinely  administering  vitamin  D (and  vitamin 
A)  to  children  is  MEAD’S  OLEUM  PERCOMORPHUM  WITH  OTHER  FISH-LIVER 
OILS  AND  VIOSTEROL.  Supplied  in  10-cc.  and  50-cc  bottles.  Also  supplied  in  bottles 
of  50  and  250  capsules.  Council  Accepted.  All  Mead  Products  Are  Council  Accepted. 
Mead  Johnson  & Company,  Evansville,  21,  Ind.,  U.  S.  A. 
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BACKGROUND 

Three  Decades  of  Clinical  Experience 

THE  use  of  cow’s  milk,  water  and  carbohydrate  mix- 
tures represents  the  one  system  of  infant  feeding  that 
consistently,  for  over  three  decades,  has  received  universal 
pediatric  recognition.  No  carbohydrate  employed  in  this 
system  of  infant  feeding  enjoys  so  rich  and  enduring  a 
background  of  authoritative  clinical  experience  as  Dextri- 
Maltose. 

DEXTRI-MALTOSE  No.  1 (with  2%  sodium  chloride),  for  normal  babies. 

DEXTRI-MALTOSE  No.  2 (plain,  salt  free),  permits  salt  modifications  by  the  physician. 
DEXTRI-MALTOSE  No.  3 (with  3%  potassium  bicarbonate),  for  constipated  babies. 

These  products  are  hypo-allergenic. 

DEXTRI-MALTOSE 


Please  enclose  professional  card  when  requesting  samples  of  Mead  Johnson  products  to  cooperate  in  preventing  their 

reaching  unauthorized  persons 

Mead  Johnson  & Company,  Evansville,  Ind.,  U.  S.  A. 


effective 
and  hence  of  value  in 
sy philo therapy.  It  has  the 
advantage  of  being  a pure 
stable  chemical  substance  and 
relatively  easy  to  administer, 
and  in  the  doses  used  in 
therapy,  well  tolerated.'  * 


*Cushny . A.  R Pharmacology  and  Therapeutics,  1 3th  Ed.,  Lea  & Febiger,  Philadelphia,  1947,  p.  183. 


• • 


Disappearance  of  spirochetes,  healing  of  lesions,  and 
reversal  of  seropositivity  in  a large  percentage  of  cases  in 
series  after  series  attest  its  spirocheticidal  effectiveness. 
Equally  adapted  to  the  intensive,  the  intermediate  or 
conventional  prolonged  treatment  schedules. 


V MAPHARSEN 


IS 


an  arsenical  of  choice 

in  antiluetic  therapy. 


MAPHARSEN  ( oxophenarsine  hydrochloride,  P.  D.  & Co.) 
is  supplied  in  single  dose  ampoules  of  0.04  Gm.  and  0.06  Gm., 
in  boxes  of  10.  Multiple  dose  ampoules,  each  containing 
0.6  Gm.,  are  available  in  boxes  of  10. 


PARKE,  DAVIS  & COMPANY  DETROIT  3 2,  MICHIGAN 
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Urinary  Stimulation 

Stimulation  of  urinary  secretion  with 
Salyrgan-Theophylline  appears  to  be 
due  chiefly  to  its  renal  action 
consisting  of  depression  of  tubular 
reabsorption.  In  addition,  there  is  a 
direct  influence  on  edematous  tissue, 
mobilizing  sodium  chloride  and  water. 

Salyrgan-Theophylline  is  indicated 
primarily  in  congestive  heart  failure 
when  edema  and  dyspnea  persist 
after  rest  and  adequate  digitalization. 
Gratifying  diuresis  usually  sets  in 
promptly  and  often  totals  from  3000 
to  4000  cc.  in  twenty-four  hours. 

Injections  at  about  weekly  intervals 
help  to  insure  circulatory  balance  for 
long  periods  of  time. 

Good  results  may  also  be  obtained  in 
chronic  nephritis  and  nephrosis. 


SALYRGAN 

THEOPHYLLINE 

Brand  of  Mersalyl  and  Theophylline 


WELL  TOLERATED  POTENT  MERCURIAL  DIURETIC 


Ampuls  of  1 cc.  and  2 cc.  for 
intramuscular  and  intravenous  injection. 
Enteric  coated  tablets  for  oral  use. 


INC. 


New  York  13,  N.  Y.  Windsor,  Ont. 


SALYRGAN.  trademark  Reg.  U.  S.  Pat.  Off.  & Canada 
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Successful  in  infant  feeding  — ’round  the  world 


All  around  the  world — wherever 
doctors  and  nurses  give  babies  a 
better  start  through  better  care — 
Nestle's  Milk  Products  have  been 
best  known  and  most  used  for  over 
80  years. 

Yes,  for  more  than  three  genera- 
tions we  have  worked  with  the 
medical  profession  to  develop  milk 
foods  which  met  each  advance  in 


scientific  knowledge  with  a corre- 
sponding improvement  in  product. 


Thus,  Nestle’s  was  the  first  evap- 
orated milk  fortified  with  -400  U.S.P. 
units  of  genuine  Vitamin  D3  per 
pint. 

Nestle’s  accepts  milk  only  from 
carefully  inspected  herds.  As  further 
assurance  of  quality,  rigid  controls 
check  Nestle’s  Milk  every  step  of 
the  way.  We  even  take  the  plant 
apart  every  day  and  wash  it! 


That’s  why  so  many 

NextlI’i  M 

doctors  recommend 

EVAPORATED  1111 

NllTLE'x  Milk 

M 1 LK  fSBftpwi 

■ TV  W £(  F000SAND  S 1 Approved  for  1 

^\NUTMTI0N/^  VITAMIN  D 
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Experience  is  the  Best  Teacher 


R.  J.  Reynolds 
Tobacco  Co., 
Win6ton-Salem, 

N.C. 


EXPERIENCE  IS  THE  BEST  TEACHER 
IN  CIGARETTES,  TOO! 


With  the  thousands  and  thousands  of  smokers  who 
have  tried  and  compared  many  different  brands  of 
cigarettes.  Camels  are  the  “choice  of  experience.” 

Try  Camels  yourself!  Find  out  how  much  your 
taste  appreciates  the  full,  rich  flavor  of  Camel’s 
choice,  properly  aged,  expertly  blended  tobaccos— 
how  your  throat  welcomes  Camel’s  cool  mildness. 

Let  your  own  experience  tell  you  why  more 
people  are  smoking  Camels  than  ever  before. 


According/  to  a Nationwide  survey: 


Jktore  Doctors  Smoke  € IWMMjS 

than  any  other  cigarette 

Three  leading  independent  research  organizations  in  a nationwide  survey  asked  113,597  doctors 
what  cigarette  they  smoked.  The  brand  named  most  was  Camel! 
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\ 9 Custom-made  clots  are  now  available  with  Gelfoam.*  / 


'•  The  old  surgeon  may  hav  e dreamed  of  the  day  when  a ready- 
made elot  would  staunch  oozing  surfaces,  capillary"  bleeding, 
trickling  from  small  veins,  hemorrhage  from  resected  tissues. 

The  surgeon  of  today  has  at  hand  a custom-made  clot  with 
Gelfoam,  the  absorbable  hemostatic  gelatin  sponge.  Cut  or 
molded  to  the  exact  specifications  of  any  wound,  and  applied 
with  or  without  thrombin,  Gelfoam  may  be  left  in  situ  with- 
out fear  of  tissue  reaction.  *Trademark,  Reg.  V.  S.  Pat.  Off. 

Gelfoam 

fine  pharmaceuticals  since  1886 
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350  MADISON  AVENUE,  NEW  YORK  17,  N.  Y. 

In  Canada  write  The  Borden  Company , Limited,  Spadina  Crescent,  Toronto 

mull-Soy 


• _ • 


sensitive 


MULL-SOY  is  a liquid  hypoallergenic  food  prepared  from  water, 
soy  flour,  soy  oil,  dextrose,  sucrose,  calcium  phosphate,  calcium 
carbonate,  salt  and  soy  lecithin,-  homogenized  and  sterilized. 
Available  in  1 5 Vi  fl.  c~  ;at;  at  drug  stores  everywhere. 


when  milk 

becomes  "forbidden  food" 


• When  children  (infants  and 
adults,  too)  are  unable  to  tolerate 
the  animal  proteins  in  cow’s 

milk,  MULL  SOY  — the  emulsified  soy 
concentrate  — is  the  replacement 
of  choice.  It  is  highly  palatable,  and 
easily  digestible,  without  the 
offending  proteins  of  animal  origin. 

• MULL-SOY  is  a biologically 
complete  vegetable  source  of  all 
essential  amino  acids.  In  standard 
1:1  dilution,  it  also  provides 
the  other  important  nutritional 
factors  of  fat,  carbohydrate  and 
minerals  in  quantities  that  closely 
approximate  those  of  cow’s  milk. 

• To  prepare  MULL-SOY,  simply 
dilute  with  equal  parts  of  water. 

BORDEN'S  PRESCRIPTION  PRODUCTS  DIVISION 
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middle  age  buoyant  activity 


The  physical  and  emotional  distress  caused  by 
hot  flushes,  nervous  spells  and  other  symptoms  may 
completely  alter  the  personality  and  life  pattern 
of  the  woman  at  the  climacteric. 

Clinical  experience  has  shown  that,  in  the  majority  of 
cases,  prompt  remission  of  disturbing  symptoms  can 
be  expected  following  the  use  of  " Premarin In  addition, 
this  natural  oral  estrogen  usually  imparts  "a  sense  of  v/ell- 
being". . . the  plus  in  " Premarin " therapy  v/hich  enables 
the  patient  to  resume  an  active  and  enjoyable  existence. 
Three  potencies  of  " Premarin " permit  the  physician 
to  adapt  therapy  to  the  particular  needs  of  the  patient: 
tablets  of  2.5  mg.,  1 .25  mg.,  and  0.625  mg.,  also  liquid 
containing  0.625  mg.  in  each  4 cc.  (1  teaspoonfulj. 

While  sodium  estrone  sulfate  is  the  principal 
estrogen  in  " Premarin other  equine  estrogens 
. . . estradiol,  equilin,  equilenin,  hippulin  . . . are 
probably  also  present  in  varying 
amounts  as  water  soluble  conjugates. 


CONJUGATED  ESTItOGENS  (equine) 


m i m 

I It:  'A 


Ayerst.  McKenna  & Harrison 
Limited 

22  East  40th  St.,  New  York  1 6,  N.  Y. 
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b/unfufuir 


for 


Penicillin 

Hydroxylamine 

hydrochloride 


Penicillin 
Hydroxy/amine 
hydrochloride 
Staphylococcus 


Frequent,  exacting  and  varied  tests — 138  in  all 
—protect  Penicillin  Abbott  in  the  course  of  pro- 
duction. These  138  Abbott  tests,  in  addition  to 
those  conducted  by  the  Food  and  Drug  Adminis- 
tration, are  your  assurance  that  Penicillin  Abbott 
can  be  used  with  confidence.  From  mold  to  finished 
product,  the  tests  include  not  only  sterility  but 
also  potency,  pyrogens,  toxicity,  penicillin  G con- 
tent, heat  stability,  pH,  moisture  content,  solu- 
bility and  crystallinity.  As  a result.  Penicillin 
Abbott  is  absolutely  dependable — whether  in 
cartridges,  vials,  troches,  tablets  or  ointments. 
Remember  the  name  Abbott  for  penicillin  needs. 
Abbott  Laboratories,  North  Chicago,  Illinois. 


Hydroxylamine 

hydrochloride 


PENICILLIN 


Staphylococcus 

aureus 


STERILITY  TEST  — one  of  138  separate  tests  made  by  Abbott  in 
the  production  of  dependable  penicillin:  Six  tubes,  each  containing 
15  cc.  of  sterile  culture  medium,  are  used.  Tubes  1,  2,  3 and  4 receive 
1 cc.  of  a solution  of  100,000  units  of  penicillin  dissolved  in  10  cc.  of 
hydroxylamine  hydrochloride.  This  chemical  compound  inactivates 
penicillin  so  that  its  antibiotic  power  does  not  influence  sterility 
findings.  Tube  4,  in  addition,  receives  1 cc.  of  a 24-hour  culture  of 
Staphylococcus  aureus  to  show  whether  penicillin  had  been  inacti- 
vated. Activity  of  S.  aureus  is  tested  by  tube  5,  which  receives  1 cc. 
of  bacterial  culture  only.  Tube  6 receives  1 cc.  of  hydroxylamine 
hydrochloride  to  test  sterility  of  inactivator.  All  six  tubes  are  incu- 
bated at  37°  C.,  observed  on  2nd,  4th  and  7th  days.  (F.D.A.  require- 
ment, 4 days.)  Typical  tests  results:  Tube  6 remains  clear,  showing 
inactivator  was  sterile.  Tube  5 grows  out  (becomes  cloudy  with 
bacteria),  showing  that  S.  aureus  is  active.  Tube  4 grows  out,  proving 
that  penicillin  in  it  and  in  Tubes  1,  2 and  3 had  been  inactivated  by 
hydroxylamine  hydrochloride.  Tubes  1,  2 and  3 remain  clear,  show- 
ing that  no  bacterial  growth  has  taken  place  and  penicillin  is  sterile. 


Diagnosis 

WITHOUT  Disturbance 
in  cholecystography 


lien  gallbladder  pathology  is  suspected, 
accurate  roentgenologic  demonstrations 
of  normal,  malfunctioning  and  calculous 
organs  afford  decisive  information 
to  physician  and  surgeon. 


convenient  oral  contrast  medium  for  gall- 
bladder visualization,  permits  precise  diagnosis 
by  a simplified  technic  causing  little  or  no 
discomfort  to  most  patients. 


Six  0.5  Gm.  tablets  after  a light,  usually  fat-free 
evening  meal  constitute  the  sole  preparation 
required  for  Priodax*  cholecystography. 
No  involved  dietary  prescriptions  or 
adjuvant  premedication  with  alkalies,  pressor 
agents  or  paregoric  are  necessary. 


PACK  AG  I \ G : Priodax,  beta-  ( 4-hydroxy-3,5-diiodophenyl ) - 
alpha-phenyl-propionic  acid,  is  supplied  in  envelope, 
of  six  0.5  Gm.  tablets,  available  in  boxes  of  1,  5,  25  and 
100  envelopes,  each  bearing  instructions  for  the 
patient.  Hospital  Dispensing  Packages  contain 
4 rolls  of  250  tablets  each. 

I CORPORATION  • BLOOMFIELD.  NEW  JERSEY 


IN  CANADA,  SCHERIN'C  CORPORATION  LIMITED,  MONTREAL 
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For  More  Rapid  Desensitization  of  the  Hay-Fever  Patient 


PYRIBENZAMINE 


The  prophylactic  administration  of  Pyribenzamine  hydro- 
chloride prior  to  a desensitizing  dose  of  allergen  has  proved 
successful  in  the  prevention  of  cons'.itutional  reactions.1  By 
using  Pyribenzamine  routinely  during  desensitization  therapy, 
it  is  possible  to  make  greater  increments  of  dosage,  thereby 
reducing  the  total  number  of  injections  required.2 

Likewise,  in  the  prophylaxis  and  treatment  of  allergic  reaction 
to  liver  extract,  penicillin,  the  sulfonamides  and  certain  other 
drugs,  Pyribenzamine  has  proved  efficacious.1, 3 

1.  Arbesman,  C.  E.  et  al.  Jl.  of  Allergy  17:275,  Sept.  1946. 

2.  Fuchs,  A.  M.  et  al.  Jl.  of  Allergy  18:385,  Nov.  1947. 

3.  Feinberg,  S.  M.  and  Friedlaender,  S.  Am.  J.  Med.  Sci.  213:58,  Jan.  1947. 


ISSUED:  Scored  tablets  50  mg.  • Elixir,  5 mg.  per  cc. 


R MACEUTICAL  PRODUCTS,  INC.,  SUMMIT,  NEW  JERSEY 


2/1354M 


PYRIBENZAMINE  (brand  of  tripelennamine)  • T.  M.  Reg.  U.  S.  Pat.  Off. 
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Educating  people  to 


More  than  23  million  people  read  the  magazines 
that  carry  the  Parke  Duvis  series  of  "See  Your 
Doctor”  messages. 

In  the  interest  of  the  medical  profession.  Parke, 
Davis  and  Company  has  continued  this  educa- 
tional campaign  for  over  19  years. 

To  date,  210  full-page  messages  have  been  pub- 
lished in  leading  national  magazines. 


PARKE,  DAVIS  & CO. 


XIV 


Delaware  State  Medical  Journal 


April,  1948 


GOOD  INSURANCE  WHEN 


THREATENS 


When  increased  nutrient  needs,  fin- 
icky appetite,  or  food  aversions 
threaten  the  nutritional  state  by  lim- 
iting food  intake,  the  delicious  food 
drink  made  by  mixing  Ovaltine 
with  milk  is  employed  to  advantage. 

This  nutritional  supplement 
proves  good  insurance  against  an 
inadequate  nutrient  intake,  since 
three  glassfuls  daily  brings  even  an 
ordinary  diet  to  optimal  levels.  It 


supplies  generous  amounts  of  all 
the  nutrients  considered  essential: 
biologically  adequate  protein,  B 
complex  and  other  vitamins  includ- 
ing ascorbic  acid,  readily  utilized 
carbohydrate,  easily  emulsified  fat, 
and  important  minerals.  Adults  and 
children  both  enjoy  the  delicious 
taste  of  Ovaltine.  Hence  it  is  readily 
taken  by  all  patients  in  the  recom- 
mended quantity. 


THE  WANDER  COMPANY,  360  N.  MICHIGAN  AVE.,  CHICAGO  1,  ILL. 


Three  servings  daily  of  Ovaltine,  each  made  of 


Vi  oz.  of  Ovaltine  and  8 oz.  of  whole  milk,*  provide: 


CALORIES 

. . 669 

VITAMIN  A . . . 

. . . 3000  I.U. 

PROTEIN 

. . 32.1  Gm. 

VITAMIN  Bi  . . . 

. . . 1.16  mg. 

FAT 

. . 31.5  Gm. 

RIBOFLAVIN  . . . 

. . . 2.00  mg. 

CARBOHYDRATE  . . 

64.8  Gm. 

NIACIN  

. . . 6.8  mg. 

CALCIUM  

. . 1.12  Gm. 

VITAMIN  C . . . 

PHOSPHORUS  . . . 

. . 0.94  Gm. 

VITAMIN  D . . . 

. . . 417  I.U. 

IRON 

. . 12.0  mg. 

COPPER  

*Based  on  average  reported  values  for  milk. 
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THE 

CLINICIAN’S 

CHOICE 


A 


report  t covering  a comprehensive  study 
reveals  that  the  diaphragm-jelly  technique  is  the  over- 
whelming choice  of  clinicians  versed  in  conception 
control. 

In  keeping  with  this  authoritative  opinion,  we  suggest 
the  specification  of  the  “RAMSES”*  Prescription  Packet 
No.  501  when  you  desire  to  provide  the  patient  with 
the  optimum  in  protection. 

The  quality  of  “RAMSES”  Gynecological  Products  is 
the  finest  obtainable.  They  are  available  through  all 
recognized  pharmacies. 

Active  Ingredients:  Dodecaethyleneglycol  Monolaurate  5%;  Boric  Acid  1%; 
Alcohol  5%. 

i gynecological  division 

JULIUS  SCHMID , Inc. 

423  West  33th  Street,  NewYork  19,  N.Y. 

quality  first  since  188} 


*The  word  "RAMSES"  is  a 
registered  trademark  of  Julius 
Schmid,  Inc. 

t Human  Fertility  10:  25  (Mar.) 
1945. 
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An  Effective  Adjunct  in  theTreatment 
of  Certain  Types  of  Tuberculosis 


As  an  adjunct  to  conventional  therapy, 
clinical  experience  has  indicated  that 
Streptomycin  is  the  most  effective  chem- 
otherapeutic agent  in  the  treatment  of 
certain  cases  of  tuberculosis.  In  selected 
cases,  Streptomycin  has  been  found  ef- 
fective in  shortening  the  period  of  disa- 
bility. 

The  new,  improved  form  of  this  val- 
uable antibacterial  agent — Streptomycin 
Merck  (Calcium  Chloride  Complex)  — 
provides  three  noteworthy  advantages: 
(i)  increased  purity,  (2)  minimum  pain 


following  injection,  and  (3)  uniform  po- 
tency. 

Write  for  the  New  Booklet 

“ STREPTOMYCIN  IN  TUBERCULOSIS ” 

Recently  published,  this  booklet  pre- 
sents abstracts  of  the  two  authoritative 
reports  which  appeared  in  The  Journal 
of  the  American  Medical  Association, 
November  8,  1947,  showing  the  results 
of  the  use  of  Streptomycin  in  more  than 
900  cases  of  tuberculosis.  It  will  be 
mailed  to  you  on  request. 


STREPTOMYCIN  MERCK 

(Calcium  Chloride  Complex) 

- 

z ^ . ■ 

^ 0-J-  ■ 


- /'Sill 


ilHIV 


- 

M IfMSgr 

t»  run  mr  o nn 


-MERCK  & CO.,  Inc. 

Manufacturing  Chemists 

, RAHWAY,  N.  J.  in  Canada:  Merck  & Co.,  Ltd.,  Montreal,  Que 


A "One-Product  Treatment 
far  Pernicinus  Anemia 


In  the  treatment  of  pernicious  anemia  it  is  important  to  re- 
store and  maintain  a normal  blood  picture.  Equally  impor- 
tant is  the  prevention  of  irreversible  neurological  changes. 

Injectable  Liver  Extracts,  Lilly,  provide  a one-product 
solution  for  the  treatment  of  pernicious  anemia.  With  suit- 
able doses,  not  only  is  the  red-blood-cell  count  maintained 
at  normal  levels,  but  central-nervous-system  degeneration  is 
prevented  as  well.  Fully  potent,  injectable  liver  extract  so- 
lutions are  available  in  strengths  of  1,  2,  5,  10,  and  15  U.S.P. 
units  per  cc. 

Complete  literature  is  available  from  EH  Lilly  and  Com- 
pany upon  request. 


ELI  LILLY  AND  COMPANY,  INDIANAPOLIS  6,  INDIANA,  U.  S.  A. 


in  Mexico 


guardian  over  the  quality  of  pharmaceutical 
products  imported  into  Mexico  is  the  Depart- 
ment of  Health  and  Public  Assistance.  The 
standards  prescribed  in  some  instances  are  even 
more  strict  than  those  in  the  United  States. 
Complete  documentation  of  the  therapeutic  and 
pharmaceutical  background  is  required  before  a 
product  may  be  registered.  To  verify  label 
claims  after  acceptance,  authorities  routinely  ob- 
tain packages  from  the  drug  trade  for  testing. 
Lilly  products  have  been  consistently  accepted 
by  this  department  and  have  made  an  enviable 
record  for  uniformity  and  reliability. 

Medical  research  in  Mexico  is  growing  in 
scope  and  importance.  For  the  nineteen  years 


Eli  Lilly  and  Company  has  been  represented  in 
Mexico,  cordial  relationships  have  grown  with 
the  Mexican  medical  profession.  Through  schol- 
arship and  research  grants,  promising  young  med- 
ical scientists  have  been  aided  in  furthering  their 
training  in  universities  of  the  United  States.  As 
practical  applications  of  their  investigations  are 
forthcoming,  Eli  Lilly  and  Company  hopes  to 
make  them  available  to  physicians  everywhere. 


A 15  x 12  reproduction  of  this  Joseph  Feher  illustration , suitable  for  framing , is  available  upon  request. 
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SEVERE  SYSTEMIC  SARCOIDOSIS 

WITH  ASCITES  AND  SPLENOMEGALY 

Robert  A.  Mino,  M.  D.**,  Robert  W.  Fre- 
lick,  M.D.f,  Arthur  I.  Murphy,  -Jr., 
M.D.J,  and  John  W.  Hooker,  M.D.§ 
Wilmington,  Del. 

In  the  past  four  years,  a patient  with  ex- 
tensive Boeck’s  sarcoid  has  been  observed  at 
the  Memorial  Hospital.  Because  she  has  such 
a widespread  picture  of  sarcoidosis  and  has 
had  operative  intervention  for  symptomatic 
relief,  her  case  presents  an  unusual  oppor- 
tunity for  study. 

The  disease  now  generally  known  as  Boeek’s 
sarcoid  has  been  recognized  only  within  the 
last  eighty  years  (6).  First  the  cutaneous 
manifestations  were  pointed  out.  Later,  dif- 
ferent observers  described  lymph  node  involve- 
ment, the  uveoparotid  syndrome,  the  pul- 
monary picture,  and  bone  invasion,  describing 
them  as  independent  entities.  In  1914, 
Schaumann  suggested  that  these  apparently 
unrelated  syndromes  were  part  of  the  same 
disease.  He  noted  involvement  of  the  skin, 
mucous  membranes,  lymph  nodes,  tonsils,  liver, 
spleen,  bone  marrow,  and  lungs.  Since  then, 
many  reports  about  Boeck’s  sarcoid  have  been 
written.  Each  one,  however,  usually  empha- 
sizes only  one  aspect  of  the  disease.  The 
excellent  general  articles  in  the  American 
journals  by  Longcope  (10),  Harrell  (5),  and 
Reisner  (17)  cover  the  subject  so  adequately 
that  no  attempt  is  being  made  here  to  review 
the  literature  completely,  but  the  following- 
brief  summary  will  strive  to  consolidate  the 
information  about  sarcoidosis  as  a systemic 
disease. 

The  etiology  and  pathogenesis  of  systemic 
sarcoidosis  are  still  unknown  despite  extensive 
studies  by  numerous  investigators,  including 
Williams  and  Nickerson  (23),  Schaumann 

'From  the  Memorial  Hospital,  Wilmington,  Del. 

“'Chief  Resident  in  Surgery. 

fAssistant  Resident  in  Medicine. 

tAssistant  Resident  in  Surgery. 

^Pathologist,  Memorial  Hospital. 


(20),  Harrell  (5),  Olitsky  and  Harford  (15), 
Sabin,  Doan  and  Forkner  (19). 

Indeed,  the  last  two  groups  of  investigators 
have  shown  that  epitheloid  reactions  similar 
to  those  of  Boeck's  sarcoid  can  be  elicited  from 
such  inert  substances  as  lecithin,  aluminum 
hydroxide,  and  the  wax  derivatives  of  blas- 
tomyeetes  or  tubercle  bacilli.  Longcope  (10), 


Fig.  1. 


emphatically  states  that  the  disease  is  not  caus- 
ed by  the  human,  bovine,  or  avian  tubercle  ba- 
cilli and  that  it  bears  no  relationship  to  the 
virus  of  lymphogranuloma  venereum  or  the 
Leishman-Donovan  bodies  of  kala-azar,  two 
diseases  which,  like  Boeck’s  sarcoid,  clinically 
show  an  elevated  plasma  globulin. 

Harrell  (5),  has  suggested  that  perhaps 
Boeck’s  sarcoid  represents  an  exaggerated 
allergic  response  of  epithelioid  cells  to  a small 
amount  of  a lipid  fraction  of  a single  organism 
or  a variety  of  organisms,  analogous  to  the 
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necrosis,  polymorphonuclear  neutrophilic  in- 
filtration. and  edema  of  the  familiar  allergic 
response  to  proteins. 

It  is  interesting  that  Boeck's  sarcoid  has 
been  reported  as  occurring  in  association  with 
acquired  hemolytic  anemia  (2)  and  idiopathic 
thrombocytopenic  purpura  (14,21).  One  group 
of  authors  (14)  points  out  that  in  their  one 
case  of  purpura,  it  should  probably  be  classi- 
fied as  secondary  to  sarcoidosis  of  the  spleen ; 
but  they  also  point  out  that  the  relationship 
of  purpura  hemorrhagica  to  sarcoid  disease  of 
the  spleen  is  not  certain. 

Sarcoidosis  has  been  reported  (7)  in  one 
instance  as  the  responsible  disease  provoking 
spontaneous  rupture  of  the  spleen.  The  disease 
was  pictured  involving  the  intimal  surfaces 
of  the  smaller  splenic  veins  with  resultant 
focal  hemorrhages  and  subsequent  rupture. 

Because  of  the  splenomegaly,  hepatomegaly 
and  moderate  anemia  which  is  occasionally 
seen  in  cases  of  Boeck’s  sarcoid,  spleens  have 
been  removed  (10,13)  from  patients  having 
the  pre-operative  diagnosis  of  Banti’s  disease, 
only  to  find  on  histological  examination  of  the 
spleen  that  Boeck's  sarcoid  was  the  true  cause 
of  the  splenomegaly. 

The  typical  pathological  lesion  of  Boeck's 
sarcoid  is  a tuberculoid  one,  consisting  of 
microscopic  collections  of  large  pale  staining 
epithelioid  cells,  which  may  form  discrete, 
closely  packed  masses  approximating  the  size 
of  miliary  tubercles.  They  lack  the  peripheral 
zone  of  lymphocytes  and  central  areas  of 
caseation  necrosis  of  true  tubercles.  No  tu- 
bercle bacilli  can  be  demonstrated  in  the 
lesions.  Giant  cells  of  the  Langhan's  type 
may  be  present  as  well  as  larger  giant  cells 
containing  the  peculiar  asteroid  bodies  so  wrell 
described  by  Friedman  (4).  Small  central 
areas  of  epithelioid  cellular  degeneration  and 
so-called  fibrinoid  necrosis  are  occasionally 
apparent  in  the  lesions.  These  lesions  are 
usually  the  same  microscopically  no  matter  in 
which  organ  or  tissue  in  the  body  they  occur. 
They  have  been  reported  (17)  as  having  oc- 
curred in  almost  every  tissue  of  the  body  with 
the  exception  of  ovary  and  fallopian  tube. 

Boeck 's  sarcoid  is  most  often  noted  in  people 
between  fifteen  and  forty-five  years.  However, 
ages  have  ranged  from  a few  months  to  sixty 
years.  It  is  difficult  to  determine  the  onset, 


according  to  Reisner  (17),  because  the  visceral 
manifestations  which  are  usually  first  may  not 
be  noted  for  months  or  years.  The  incidence 
is  about  equal  for  males  and  females,  but  is 
higher  for  Negroes  than  for  whites. 


Fig.  2 ( x 1 15)  Boeck's  sorcoid  of  skin.  Four  ill- 
defined  tuberculoid  lesions  are  present  in  stratum 
corium.  Note  large  Langhan's  giant  cell. 

Symptoms  vary  with  the  anatomical  extent 
of  the  disease.  Not  only  will  the  signs  and 
symptoms  differ  from  patient  to  patient,  but 
in  the  same  patient  from  time  to  time.  For 
example,  what  may  at  first  appear  to  be  a local- 
ized swelling  of  the  lacrimal  glands  may  prove 
to  be  the  precursor  of  more  widespread  Boeck's 
sarcoid.  Therefore,  the  disease  is  difficult  to 
classify.  Authors  disagree  on  the  occurrence 
of  such  general  symptoms  as  weight  loss,  fever, 
joint  pains,  and  fatigue,  especially  at  the  onset 
of  the  disease  or  in  its  reactivation.  Symptoms 
are  caused  primarily  by  mechanical  interfer- 
ence with  organic  function,  rather  than  by 
any  form  of  systemic  intoxication.  Fever  is 
uncommon. 

Various  syndromes  such  as  atypical  tuber- 
culous splenomegaly,  Mikulicz’s  syndrome, 
Heerfordt’s  syndrome,  and  lupus  pernio  of 
Besnier  have  frequently  been  described  as 
caused  by  Boeck's  sarcoid.  Mikulicz’s  syn- 
drome consists  of  lacrimal,  submaxillary,  and 
parotid  swelling,  which  may  be  related  to  eye 
signs  and  may  be  associated  with  cervical 
lymph  nodes. 

Heerfordt’s  syndrome  is  described  as  uve- 
oparotid fever  with  puffiness  of  the  eyelids, 
failing  vision,  facial  paralysis,  and  parotid 
enlargement.  Lupus  pernio  of  Besnier  pro- 
duces an  appearance  somewhat  similar  to 
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leprosy  with  enlarged  lymph  nodes,  lesions  on 
the  ears,  knotty  swellings  of  finger  and  toe 
joints  with  ‘ ‘ desposits  in  the  phalangeal 
joints  (10). 

Involvement  of  the  eye  and  its  accompany- 
ing structures  is  common.  It  appears  in  25 
to  50%  of  the  cases  and  can  be  the  first  mani- 
festation. Seven  of  Longcope’s  (10),  sixteen 
cases  with  eye  signs  had  uveoparotid  fever.  The 
conjunctive,  sclera,  uveal  tract,  retina,  and 
choroid  may  be  involved  separately  or  to- 
gether. There  is  frecpient  iridocyclitis  which 


Fig.  3 ( x 1 15)  Boeck's  sarcoid  of  lymph  node. 
Note  classical  lesions  without  giant  cells  or  caseation 
necrosis. 

may  slowly  heal,  ending  in  blindness.  Re- 
trobulbar neuritis  may  also  occur  and  result 
in  blindness. 

Skin  manifestations  have  been  well  reported 
in  the  dermatological  literature.  They  occur 
in  about  half  of  the  cases.  The  lesions  are 
usually  described  as  purplish  raised  areas. 
Reisner  (17)  divides  them  into  three  types: 
large  nodular,  discrete  nodular,  and  diffuse, 
infiltrating  plaque-like  lesions.  There  may  be 
a combination  of  the  three  varieties.  Distribu- 
tion is  usually  symmetrical  and  disseminated, 
but  may  be  localized.  The  lesions  are  common- 
ly on  the  extensor  surfaces  of  the  upper  and 
lower  extremities,  the  nose,  cheek,  chest,  abdo- 
men, eyelids  (especially  along  the  margins), 
and  the  ears.  Healing  may  occur  with  or 
without  scarring.  Some  cases  resemble  lupus 
vulgaris  and  some  have  been  reported  as  pro- 
gressing1 into  lupus  or  tuberculosis  of  the  skin. 

Lymph  nodes  are  the  most  frequently  in- 
volved, often  in  a very  widespread  manner. 
In  one  report  (17).  half  of  the  cases  had 


diseased  lymph  nodes  as  the  only  or  the  most 
conspicuous  overt  finding.  Often,  lymph  nodes 
which  have  seemed  insignificant  clinically  have 
been  shown  by  biopsy  to  have  sarcoidosis. 
Cervical,  axillary,  and  inguinal  involvement 
is  most  common,  and  is  usually  bilateral.  IIowr- 
ever,  the  lymph  nodes  may  be  localized  to  the 
mediastinum  or  abdomen.  The  lymph  nodes 
are  usually  small  to  moderate  in  size,  but  they 
may  be  very  large.  In  one  case  (10),  a thir- 
teen year  old  boy  was  explored  for  abdominal 
tumors  which  were  found  to  consist  of  huge 


Fig.  4 (x345)  Boeck's  sarcoid  of  lymph  node. 
High  power,  showing  a group  of  reticulo-endothelial 
epithelioid  cells  making  up  the  typical  lesion. 


abdominal  sarcoidal  lymph  nodes.  In  the 
majority  of  cases,  lymphadenopathy  is  com- 
bined with  evidence  of  pulmonary  disease,  but 
the  course  of  lymph  node  enlargement  is  in- 
dependent of  the  course  of  other  organ  involve- 
ment. 

Pulmonary  manifestations  are  most  often 
noted  by  x-ray,  often  without  any  symptoms. 
Moderate  dyspnea  is  not  uncommon.  This 
may  be  as  much  a result  of  intrathoraeic  lymph 
node  enlargement  due  to  sarcoidosis  as  of 
actual  pulmonary  involvement.  In  some  cases, 
dyspnea  had  been  related  to  myocardial  in- 
vasion. Twenty-four  of  Oppenheim’s  (16) 
chest  cases  had  one  or  more  of  the  following 
symptoms:  cough,  dyspnea,  malaise,  chest 
pain,  fever,  and  weight  loss.  Cough  was  most 
prominent.  Physical  examination  of  the  chest 
is  usually  negative.  X-ray  findings  are  variable 
with  different  patients  and  even  with  the  same 
patient  in  various  stages  of  the  disease.  There 
is  a predilection  for  the  mid-zones,  and  the 
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findings  are  usually  bilateral.  There  are  three 
representative  types  (17).  The  first,  diffuse 
disseminated,  is  similar  to  miliary  tuberculosis. 
It  is  found  in  one-third  of  the  cases  and  in 
some  is  the  earliest  manifestation  of  the  dis- 
ease. The  second,  diffuse,  with  local  changes 
of  linear  character,  may  be  combined  with  the 
nodular  type,  and  may  resemble  silicosis,  vas- 
cular congestion,  lymphangitis,  or  carcinoma- 
tosis. The  third  consists  of  patchy  coalescent 
densities  having  the  appearance  of  conglome- 
rate fibrotic  induration,  it  resembles  chronic 
tuberculosis  of  the  productive  and  fibrotic 
type.  A changing  x-ray  picture  in  the  late 


Fig.  5 (xl  15)  Boeck's  sarcoid  of  spleen.  Note  six 
ill-defined  lesions  of  sarcoid. 


stages  is  due  to  varying  degrees  of  fibrosis  of 
the  lung,  with  contraction  of  the  lung  fields 
and  secondary  bronchiectasis  or  areas  of 
emphysema. 

The  characteristic  circumscribed  punched- 
out  cystic  bone  changes  are  pathognomonic, 
but  they  are  found  in  relatively  few  cases. 
There  may  also  be  diffuse  rarefaction  and 
occasional  marked  mutilation  of  bone.  Slight 
bone  pain  is  occasionally  noted  in  early  cases. 

Osseous  changes  take  place  in  a higher  per- 
centage of  those  with  skin  disease  than  those 
with  sarcoidosis  in  other  organs.  Bone  marrow 
invasion  has  been  observed  in  special  studies  or 
at  autopsy  where  the  degree  of  involvement  is 
not  marked  enough  to  produce  x-ray  changes. 
(22) 

Nickerson’s  (13)  necropsy  findings  suggest 
that  the  liver  is  much  more  frequently  involved 
than  is  suspected  clinically.  The  liver  was 


palpable  in  about  one-third  of  several  series 
of  cases  (5,  10,  17).  Reisner  (17)  felt  that 
liver  enlargement  was  more  likely  to  be  noted 
in  early  cases.  Evidence  of  cirrhosis  has  rare- 
ly been  reported.  Little  note  has  been  made  of 
impaired  liver  function  unless  the  increased 
serum  globulin  fraction  is  so  considered  (5). 

The  spleen  is  not  uncommonly  involved. 
Boeck's  sarcoid  needs  to  be  remembered  in 
cases  of  splenomegaly  of  unknown  origin,  since 
other  conspicuous  signs  of  the  disease  may  be 
absent.  In  several  studies  (5,  10,  13,  17),  the 
spleen  was  described  as  clinically  enlarged  in 
about  25%  of  the  cases.  Oppenheim  (16),  on 


Fig.  6 ( x 1 15)  Boeck's  sarcoid  of  liver.  Note  ill- 
defined  coalescent  lesions  at  portal  triad.  See  cen- 
ter for  bile  duct,  vein  and  artery. 

the  other  hand,  found  that  splenic  enlargement 
was  rare. 

Endocrine  symptoms,  such  as  secondary 
eunuchism  and  diabetes  insipidus,  have  been 
reported  following  invasion  of  the  glands  con- 
trolling these  syndromes. 

Invasion  of  the  nervous  system  both  in  the 
spinal  cord  and  in  the  brain  may  produce 
symptoms.  One  of  Reisner ’s  (17)  cases  which 
showed  evidence  of  spinal  cord  damage  later 
showed  improvement. 

Myocardial  failure  may  be  a result  of  direct 
muscle  invasion  or  may  be  secondary  to  right 
heart  strain  from  pulmonary  involvement. 
Electrocardiographic  changes  in  the  P waves 
and  P-R  intervals  have  been  described.  Long- 
cope  (10)  reported  cardiac  disease  in  five  of 
his  thirty-five  cases. 

The  laboratory  findings  in  about  half  of  the 
cases  reviewed  show  a mild  leukopenia  with 
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eosinophil  ia  ancl  a relative  monocytic  response. 
Anemia  is  uncommon.  Bence-Jones  protein, 
which  is  rare  in  sarcoidosis,  is  apparently 
found  only  where  there  is  bone  involvement. 
Serum  protein  elevations,  which  have  been 
noted  as  high  as  9.64  grams  per  cent,  are 
chiefly  the  result  of  increased  globulin,  caus- 
ing a reversal  of  the  A:G  ratio.  Harrell  (5) 
believed  that  the  changes  in  serum  globulin 
might  be  ot'  prognostic  significance,  i.e.,  it 
would  be  elevated  when  the  disease  was  active 
and  lessened  when  there  was  healing.  Reisner 
(17)  noted  no  such  relationship.  Blood  cal- 
cium has  usually  been  found  to  be  in  the  upper 
normal  limits.  Cholesterol  is  normal.  Alkaline 
phosphatase  has  been  found  elevated  in  a sig- 
nificant number  of  cases  (5).  The  Frei  Test 
and  serological  studies  are  negative.  The 
sedimentation  rate  is  often  increased  even  dur- 
ing the  quiescent  stages  (17).  A negative  tu- 
berculin skin  test  is  found  in  sarcoid  in  greater 
proportion  than  in  the  average  population,  but 
anergy  may  be  present  in  widespread  tubercu- 
losis with  which  Boeck's  sarcoid  may  be  occa- 
sionally confused. 

Diagnosis  is  based  upon  clinical  findings, 
such  as  parotid,  eye,  skin,  and  lymph  node 
changes.  Oppenheim  and  Pollack  (16)  main- 
tain that  a diagnosis  can  be  made  from  the 
roentgenological  appearance  of  the  lungs  alone, 
and  so  diagnosed  fourteen  of  their  forty-two 
cases.  They  claim  that  a relative  absence  of 
of  respiratory  symptoms  with  marked  x-ray 
changes  is  a distinct  help  in  diagnosis.  Hodg- 
kin's disease  was  the  most  difficult  disease  to 
differentiate  from  Boeck's  sarcoid.  In  Hodg- 
kin's disease,  according  to  the  criteria  of 
Oppenheim  and  Pollack,  splenic  enlargement 
was  found  much  more  frequently.  There  was 
a different  type  of  bone  picture  with  more 
osteoblastic  and  osteolytic  changes;  and  there 
were  more  frequent  remissions  and  relapses 
with  ultimate  death.  The  similarity  of  sar- 
coid to  leprosy  and  certain  fungus  diseases, 
as  well  as  to  systemic  or  pulmonary  tubercu- 
losis, must  be  remembered.  The  chronieity  of 
Boeck's  sarcoid  and  its  usually  benign  clinical 
course  aid  in  establishing  a presumptive  di- 
agnosis. Tissue  study  provides  the  final  and 
most  accurate  diagnostic  criteria. 

Therapy  generally  is  symptomatic.  How- 
ever. gold,  arsenicals,  x-ray,  fever  therapy, 


leprosal,  tuberculin,  radium,  ultra-violet  light, 
and  vitamin  D in  large  doses  have  been  used 
for  general  treatment.  Oppenheim  (16)  felt 
that  twenty-one  of  twenty-four  patients  re- 
ceived definite  relief  from  roentgen  therapy, 
which  included  radiation  to  the  mediastinum 
and  the  peripheral  lymph  nodes.  Other  auth- 
ors conclude  that  none  of  these  treatments  alter 
the  course  of  the  disease. 

Prognosis  depends  upon  the  locations  as  well 
as  the  extent  of  the  lesions.  Spontaneous  heal- 
ing of  varying  degree  does  seem  to  occur  in 
most  cases,  but  the  disease  can  progress  fatally. 


Fig.  7 ( x 1 15)  Boeck's  sarcoid  of  liver.  Note  les- 
ion in  wall  of  vein  lower  center;  four  bordering  les- 
ions right  above. 


Longcope  (10)  noted  that  patients  are  suscep- 
tible to  tuberculosis  or  bronchopneumonia. 
Reisner  (17),  noted  an  increasing  sensitivity 
to  tuberculin  preceding  the  development  of 
tuberculosis.  One  ease  of'  Boeck's  sarcoid  (17) 
has  been  observed  over  a period  of  twenty-two 
years.  Reisner 's  (17)  five-year  results  in 
twenty-eight  cases  showed  regression  in  nine, 
five  remaining  stationary,  alternating  progres- 
sion and  regression  in  five,  and  progression  in 
nine.  Seven  ot  these  were  fatal.  Five  of  the 
fatalities  were  due  to  tuberculosis.  There  is 
no  known  means  of  determining  the  course  and 
outcome  in  individual  cases. 

Case  Report 

The  patient,  E.C.  (M.H.  62286),  a 26  year 
old,  married,  colored  female  was  last  admitted 
to  the  Memorial  Hospital  on  November  24, 
1947,  and  discharged  March  20,  1948. 

Summary  of  Past  Medical  History : The 

patient  was  first  admitted  on  November  12, 
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1943,  because  of  joint  pains,  shortness  of 
breath  on  slight  exertion,  and  weakness  of 
three  weeks’  duration.  Family  history  was 
non-contributory.  She  had  had  the  usual 
childhood  diseases — chicken-pox,  measles,  per- 
tussis, and  diphtheria — without  any  residual 
effects.  Menses  started  at  the  age  of  nine 
years,  occurring  every  thirty  days.  She  denied 
any  pregnancies.  On  examination,  many  small, 
shotty  axillary  lymph  nodes  were  found  meas- 
uring up  to  1.0  cm.  in  diameter.  Similar 
lymph  nodes  were  noted  in  the  epitrochlear, 
inguinal,  and  femoral  regions  measuring  up 
to  2.0  cms.  in  diameter.  The  spleen  extended 
to  the  level  of  the  umbilicus;  the  liver  was 
enlarged  to  8.0  cms.  below  the  right  costal 
margin.  The  skin  of  her  trunk  and  extremi- 
ties revealed  numerous  pigmented,  thickened 
pruritic  areas.  The  presumptive  clinical  di- 
agnosis made  by  Dr.  John  F.  Hynes  was 
Boeck's  sarcoid.  A flat  plate  of  the  abdomen 
revealed  marked  enlargement  of  the  liver  and 
spleen.  Chest  films  disclosed  diffuse  extensive 
bilateral  peri-bronchial  infiltration,  especially 
of  both  lower  lobes  with  the  greatest  amount 
of  involvement  around  the  bronchial  trunks 
and  right  lower  lobe.  No  evidence  of  changes 
in  the  bones  in  the  upper  extremities  was  re- 
ported. Dr.  B.  M.  Allen  of  the  Radiology 
Department  considered  the  roentgen  findings 
compatible  with  a diagnosis  of  Boeck’s  sarcoid. 
On  11-15-43,  biopsy  of  the  axillary  lymph 
nodes  was  performed  and  was  reported  as 
typical  of  sarcoidosis  by  Dr.  Douglas  M.  Gay.* 

Laboratory  Studies:  Kolmer,  Kline,  and 
Wassermann  were  negative;  cephalin  choles- 
terol flocculation  3 plus;  RBC  4.0  M. ; hemo- 
globin 12  grams;  WBC  8,200,  with  a normal 
differential;  urinalysis,  negative.  The  patient 
was  discharged  from  the  hospital  fourteen 
days  after  admission. 

Following  discharge,  she  was  followed  as  an 
outpatient  and  treated  in  various  ways,  in- 
cluding a course  of  neoarsphenamine  and  in- 
travenous gold  therapy  without  any  apparent 
effect. 

In  December,  1944,  a maculopapular  erup- 
tion with  severe  pruritis  appeared  on  the  skin 
of  her  abdomen.  The  consulting  dermatol- 
ogist, Dr.  Allan  D.  King,  described  the  lesions 
as  numerous  pea-sized,  discrete,  infiltrated 

■"Pathologist,  St.  Francis  Hospital. 


nodules  showing  evidence  of  excoriation ; re- 
cent pigmented  plaques  on  the  thighs;  and  a 
vague  racemose  erythema  over  the  trunk  and 
extremities.  He  concluded  that  the  lesion  was 
not  typical  of  Boeck’s  sarcoid,  but  was  com- 
patible with  that  diagnosis.  At  approximately 
the  same  time,  lesions  were  noted  along  the 
border  of  the  eyelids,  but  were  not  further 
described  by  the  examiner,  nor  were  they  noted 
again.  No  other  ophthalmologic  findings  were 
noted. 

During  the  interval  between  the  first  and 
second  admissions,  the  patient  noted  the  onset 
of  amenorrhea  unrelated  to  pregnancy.  In 
June,  1945,  progressive  increase  in  the  size  of 
the  abdomen  was  first  noted,  but  not  recog- 
nized as  ascites  until  a later  time.  In  June, 
1946,  the  patient  was  admitted  for  the  second 
time  so  that  liver  function  studies  could  be 
performed  and  further  treatment  carried  out. 
At  this  time,  she  was  subject  to  recurrent  bouts 
of  diarrhea.  Ascites,  shortness  of  breath  on 
exertion,  and  weakness  of  the  lower  extremities 
had  increased  during  the  previous  year.  Ex- 
amination revealed  rales  throughout  the  right 
lung  fields.  Gallop  rhythm  with  a pulse  rate 
of  136  was  noted.  Blood  pressure  then  was 
128/92.  No  murmers  were  described.  The 
spleen  was  enlarged  to  slightly  below  the  um- 
bilicus. The  skin  lesions,  lymph  nodes,  and 
liver  enlargement  previously  described  were 
still  present  and  unchanged.  Chest  films 
showed  no  significant  change  from  prior  films. 

Laboratory  studies  at  this  time : Cephalin 
cholesterol  flocculation  3 plus ; total  serum  pro- 
tein 8.37  grams;  albumin  3.46  grams;  globulin 
4.91  grams;  blood  cholesterol  120  mgms% ; 
bromsulfalein  25%  retention  in  5 minutes,  no 
retention  in  30  minutes;  galactose  tolerance: 
trace  in  first  specimen;  hippuric  acid  61.5% 
excretion  of  a total  dose  of  3 grams.  During 
this  period  of  hospitalization,  she  was  given 
mercurial  diuretics  in  an  attempt  to  alleviate 
the  ascites.  Excellent  diuresis  was  attained, 
but  little  relief  of  ascites  was  noted.  She  was 
discharged  July  14,  1946. 

She  returned  to  the  out  patient  clinic  weekly 
and  received  intravenous  mercurials  and  at 
the  same  time  took  the  drug  regularly  at  home 
by  mouth.  The  diuretics  were  partially  suc- 
cessful in  controlling  the  ascites.  It  was,  how- 
ever, observed  that  weakness  in  her  lower 
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extremities  was  becoming  more  marked.  The 
weakness  was  confined  mostly  to  the  flexors 
and  extensors  of  the  legs  and  feet.  Neurologic 
examination  revealed  absent  knee  and  ankle 
jerks.  In  March,  1947,  a follow-up  examina- 
tion revealed  hypertrophic  lymphoid  tissue  in 
the  pharynx.  In  addition,  a soft  systolic  mur- 
mer  was  heard  at  the  cardiac  apex. 

On  May  27,  1947,  she  was  admitted  for  the 
third  time  because  of  increasing  ascites,  which 
was  apparently  responsible  in  a large  measure 
for  her  shortness  of  breath  and  weakness.  Liver 
and  spleen  were  palpated  at  the  umbilical 
level.  Moist  rales  were  heard  at  both  bases 
posteriorly,  but  no  edema  of  the  extremities 
was  noted.  There  was  no  significant  change 
in  the  status  of  the  lymph  nodes  and  skin 
lesions. 

Laboratory  findings  at  this  time  : RBC  4.22 
M. ; hemoglobin  12.5  grams;  WBC  6,300  with 
a normal  differential;  prothrombin  time  75% 
of  normal;  Kline  negative;  plasma  proteins 
7.83  grams  with  albumin  3.68  grams  and  glo- 
bulin 4.15  grams;  icteric  index  9;  cephalin 
cholesterol  flocculation  4 plus;  bromsulfalein 
95%  retention  in  5 minutes,  2%  in  30  minutes; 
galactose  tolerance  negative ; tuberculin  neg- 
ative in  all  dilutions.  Chest  films  revealed  no 
significant  change  from  prior  films. 

During  this  admission,  Dr.  Hynes  suggested 
splenectomy  to  relieve  the  patient  of  the  mark- 
ed discomfort  resulting  from  the  splenomegaly. 

In  addition,  spleno-renal  venous  anastomo- 
sis was  proposed  as  a method  to  eliminate  the 
ascites.  However,  this  was  not  deemed  feasible 
at  the  time  and  the  patient  was  discharged 
July  12,  1947. 

The  weakness  in  the  legs  progressed  follow- 
ing discharge  from  the  hospital.  The  distress 
from  the  ascites  and  splenomegaly  continued. 
Finally,  at  the  suggestion  of  Dr.  Lewis  B. 
Flinn,  the  patient  was  readmitted  to  the  Sur- 
gical Service  for  splenectomy. 

Last  admission:  11-24-47.  Examination  re- 
vealed a 26  year  old  colored  female  whose 
markedly  protruding  abdomen  presented  a 
marked  contrast  to  her  thin  extremities,  chest, 
and  face.  Skin  lesions  on  trunk  and  extremities 
previously  described  were  still  present  and 
unchanged.  Blood  pressure  was  1 10/72,  pulse 
88,  with  normal  sinus  rhythm.  Heart  and 
lungs  were  clear  to  percussion  and  ausculta- 


tion. Her  weight  was  135  lbs.  and  her  girth 
36  inches  at  the  level  of  the  umbilicus.  The 
liver  edge  was  palpated  just  above  the  um- 
bilicus. The  spleen  extended  to  a point  just 
below  the  left  anterior  superior  iliac  spine  and 
medially  to  the  midline.  A complete  neuro- 
logic examination  revealed  absent  patellar  re- 
flexes bilaterally.  In  addition  to  marked  weak- 
ness of  the  extensors  of  the  thigh,  the  strength 
of  the  flexors,  adductors,  and  abductors  was 
was  moderately  decreased.  Spinal  fluid  pres- 
sure and  dynamics  were  normal,  globulin 
negative  ; spinal  fluid  chemistry  and  cell  count 
were  within  normal  limits;  culture  and  smear 
of  the  spinal  fluid  negative;  spinal  fluid  Was- 
sermann  negative. 

Pre-operative  laboratory  findings:  RBC  3.4 
M. ; lib.  12.5  grams;  WBC  5000;  polys  71%; 
lymphocytes  23% ; monocytes  2% ; eosino- 
philes  4%' ; coagulation  time  (capillary)  3 min- 
utes 30  seconds;  bleeding  time  2 minutes  30 
seconds;  platelets  200,000;  red  blood  cell 
fragility  normal ; prothrombin  time  52%  of 
control;  urinalysis:  specific  gravity  1.021; 
routine  and  microscopic  negative;  serum  pro- 
tein 6.61  grams;  albumin  2.75  grams;  globulin 
3.86  grams ; A :G  ratio  0.7  1 ; bromsulfalein 
10%  retention  in  30  minutes,  5 retention  in 
60  minutes;  urea  clearance  113%;  blood  urea 
nitrogen  20  mgm%  ; cephalin  cholesterol  floc- 
culation 4 plus;  congo  red  negative;  galactose 
tolerance  test  negative;  PSP  30%  in  20  min- 
utes; sputum  negative  for  acid-fast  bacilli; 
urine  negative  for  Bence-Jones  protein. 

Chest  films  revealed  no  significant  change 
from  previous  examination  (Figure  1 ).  Biopsy 
of  the  skin  lesions  and  lymph  nodes  showed 
sarcoidosis  (Figs.  2 and  3). 

The  amenorrhea  present  since  1945  per- 
sisted. During  the  three  weeks  prior  to  opera- 
tion, the  patient  was  prepared  by  high  protein, 
high  carbohydrate  and  low  fat  diet  with  sup- 
plementary iron  and  vitamins.  The  anemia 
was  corrected  by  transfusions  of  1500  cc.  fresh 
whole  blood  giving  a final  pre-operative  hemo- 
globin determination  of  16  grams.  The  pro- 
thrombin time  was  raised  to  100%  of  control 
after  five  consecutive  days  of  vitamin  Iv 
therapy. 

It  was  noted  that  the  patient  was  slightly 
dyspneie  even  at  rest.  Definite  cyanosis  more 
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marked  after  the  anemia  was  corrected,  was 
present  in  the  nailbeds. 

On  December  11,  1947,  an  operation  was  per- 
formed by  one  of  us  (R.A.M.)  under  continu- 
ous spinal  anesthesia*.  On  opening  the  peri- 
tonea] cavity,  2750  ec.  of  clear  yellow  ascitic 
fluid  was  withdrawn.  The  spleen  was  found 
to  extend  below  the  left  anterior  superior  iliac 
spine  and  medially  to  the  midline.  The  liver 
was  enlarged  six  fingers  below  the  right  costal 
margin.  Firm  and  rubbery,  it  presented  a 
somewhat  hobnailed  appearance.  Through  the 
capsule  could  be  seen  uniformly  distributed 
areas  of  a reddish-brown  substance.  In  addi- 
tion, there  were  numerous  large  retroperi- 
toneal lymph  nodes  measuring  up  to  3.0  cm.  in 
diameter,  particularly  surrounding  the  coeliac 
axis.  There  was  an  accessory  spleen  measur- 
ing 5 cm.  in  diameter.  The  remainder  of  the 
intraperitoneal  contents  were  apparently 
normal  except  for  the  atrophic  uterus  and 
ovaries. 

Direct  venous  pressure  readings  in  the  sub- 
divisions of  the  portal  system  showed  a mod- 
erately advanced  portal  hypertension.  In  view 
of  these  findings  and  the  ineffectiveness  of 
splenectomy  to  reduce  the  ascites,  it  was  de- 
cided that  a shunting  procedure  was  both 
feasible  and  advisable.  Accordingly,  an  end- 
to-side  spleno-renal  venous  anastomosis  was 
performed  following  the  removal  of  the  spleen. 
The  tail  of  the  pancreas  was  partially  resected 
to  facilitate  the  procedure.  During  the  eight 
and  one-half  hour  operation,  the  patient  re- 
ceived 5500  cc.  of  blood,  and  left  the  table 
with  a blood  pressure  of  100/70  and  a pulse 
of  110. 

The  postoperative  course  was  complicated 
by  dyspnea  and  cyanosis,  requiring  continu- 
ous oxygen  therapy.  Gaseous  abdominal  dis- 
tention requiring  gastric  intubation  and 
continuous  drainage  contributed  to  distur- 
bances in  electrolyte  balance,  necessitating 
extensive  use  of  parenteral  fluids  and  constant 
control  by  blood  chemistry  determinations.  At 
one  time,  cardiac  failure  was  apparent ; digi- 
talization was  accomplished  and  continued  for 
two  weeks. 

On  the  tenth  postoperative  day,  the  patient 
was  on  a soft,  high  protein  diet.  Subsequently, 

''Details  and  technique  of  the  operative  procedure 
are  to  be  presented  in  a future  publication. 


fever  reappeared  and  in  spite  of  massive 
dosages  of  penicillin  and  streptomycin,  a left 
subdiaphragmatic  abscess  developed.  On  Jan- 
uary 17.  1948,  the  abscess  was  drained.  About 
500  cc.  of  a thin  semi-purulent  fluid  was  re- 
moved. On  culture,  this  material  revealed 
staphylococcus  aureus,  B.  coli  and  B.  sublitis, 
all  of  which  were  resistant  to  penicillin  and 
streptomycin  in  vitro.  Following  this  pro- 
cedure, the  temperature  returned  to  normal 
in  twenty-four  hours  and  the  general  condition 
improved.  After  a short  interval,  fever  again 
appeared.  This  time  a superficial  wound  in- 
fection was  found  and  drained  with  an  im- 
mediate fall  in  temperature  to  normal.  General 
improvement  ensued. 

Elevations  of  the  white  count  were  so  strik- 
ing on  several  occasions  during  the  postoper- 
ative period,  that  they  warrant  special  atten- 
tion. Before  the  drainage  of  this  subphrenic 
abscess,  counts  as  high  as  27,250  with  90% 
polys  were  recorded,  as  would  be  expected. 
Immediately  following  drainage,  the  white 
count  fell,  but  rose  again  before  the  superficial 
wound  infection  was  drained  reaching  50,000 
with  62%  polys  and  35%  lymphocytes.  Again 
it  fell  following  drainage.  However,  just  be- 
fore repair  of  the  decubitus  ulcer,  the  white 
count  was  elevated  to  45,000  with  57%  polys 
and  38%  lymphocytes.  Subsequently,  it  fell 
to  22,300  but  has  never  attained  the  normal 
preoperative  levels,  despite  her  afebrile  course 
and  no  apparent  evidence  of  infection. 

Unfortunately,  due  to  the  long  period  in 
bed,  the  patient  developed  a post-sacral  decu- 
bitus necessitating  repair  by  a sliding  skin 
graft.  This  served  to  delay  her  discharge  an 
additional  thirty  days. 

At  time  of  discharge  from  the  hospital, 
March  20,  1948,  the  patient  was  remarkably 
improved.  At  no  time  since  her  operation  has 
she  exhibited  any  sign  of  ascites.  She  is 
afebrile;  her  dyspnea  and  cyanosis  previously 
so  marked  have  completely  disappeared.  Her 
appetite  is  ravenous  and  all  her  wounds  are 
firmly  healed.  The  liver  edge  remains  pal- 
pable at  the  level  of  the  umbilicus.  Where 
once  her  muscular  weakness  made  walking  an 
effort,  she  now  walks  with  less  difficulty  than 
previous  to  operation.  Her  weight  is  110  lbs. 
and  her  girth  is  27  inches. 

Laboratory  investigation  prior  to  discharge 
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Fig.  8.  External  surface  of  spleen. 


Fig.  9.  A cut  surface  of  spleen. 
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revealed  the  following:  RBC  3.83  M. ; Hb.  12.5 
grams,  80% ; color  index  4.0 ; WBC  30,650 ; 
polys  29%  ; lymphocytes  68% ; eosinophiles 
3%;  platelets  370,000;  prothrombin  time 
100%  ; tuberculin  test  negative  in  all  dilu- 
tions; urinalysis:  specific  gravity  1.026; 

routine  and  microscopic  negative  ; urine  nega- 
tive for  Bence-Jones  protein ; galactose  toler- 
ance negative ; blood  calcium  9.2  mgm% ; 
serum  alkaline  phosphatase  16.5  Bodansky 
units;  bromsulfalein  4%  retention  in  30  min- 
utes, 0%:  in  60  minutes;  sputum  negative  for 
acid-fast  bacilli ; serum  protein  6.39  grams, 
albumin  2.45  grams,  globulin  3.94  grams,  A:G 
ratio  .6,  1 ; cephalin  cholesterol  flocculation  3 
plus;  spinal  fluid  negative. 

An  electrocardiogram  showed  P waves  sharp- 
ly peaked  in  Leads  II  and  CR  2.  The  P-R 
interval  was  0.20  second.  These  findings,  as 
interpreted  by  Dr.  Henry  Claget,  are  con- 
sistent with  chronic  cor  pulmonale  and  do  not 
indicate  intrinsic  myocardial  injury. 

In  the  case  described  above,  tissue  from  the 
skin  lesions,  the  inguinal  and  peri-aortic 
lymph  nodes,  accessory  spleen,  spleen,  liver, 
pancreas,  and  bone  marrow  were  made  avail- 
able for  microscopic  study. 

As  may  lie  seen  in  the  accompanying  photo- 
micrographs, the  lesions  of  Boeek’s  sarcoid 
were  best  defined  in  the  lymph  nodes  (Figs. 
3 and  4),  but  nevertheless  quite  definite  in  the 
skin  (Fig.  2),  liver  (Figs.  6 and  7 ),  and  splenic 
tissue  (Fig.  5).  A sternal  marrow  trephine 
biopsy  (6  mm.  in  diameter)  taken  on  March 
5,  1948,  showed  no  sarcoid  lesions.  The  mar- 
row did,  however,  display  a moderately  intense 
myeloid  hyperplasia,  which  may  well  have 
been  provoked  by  the  presence  of  sarcoid 
lesions  in  the  marrow,  even  though  the  one 
small  sample  studied  did  not  show  any  definite 
lesions. 

Langhan’s  giant  cells  were  not  present  in 
the  lymph  nodes  examined  but  were  seen  in 
the  splenic,  hepatic,  and  dermal  lesions. 
Occasional  asteroid  bodies  were  noted  within 
the  giant  cells  seen  in  the  spleen.  Special  stains 
for  acid  fast  bacilli  in  all  of  the  tissues  sec- 
tioned were  uniformly  negative.  No  venous 
intimal  lesions,  which  allegedly  accounted  for 
rupture  of  the  spleen  in  a previously  alluded 
to  case  (7),  were  encountered  in  the  spleen. 
The  lesions  in  the  spleen  were  extensive  and 


displayed  degenerative  changes  of  the  epithe- 
liod  cells  making  up  the  lesions.  These  were 
surrounded  by  partially  necrotic,  partially 
hyalinized  and  regenerative  fibrous  connective 
tissue. 

The  typical  lesions  of  sarcoid  were  quite 
numerous  in  the  liver  biopsy  and  were  located 
primarily  around  the  tributaries  of  the  portal 
vein  at  many  of  the  portal  triads  (Fig.  6). 
They  were  also  seen  occasionally  around  the 
central  veins  of  the  liver  lobule.  The  wall  of 
several  of  the  larger  veins  (possibly  sub- 
lobulars)  showed  infiltration  with  the  typical 
lesion  of  sarcoid  (Fig.  7).  This  phenomenon 
has  been  described  before  by  James  and  Wilson 
(7)  as  occurring  in  the  walls  of  the  smaller 
splenic  veins.  We  have  not  seen  it  described 
by  other  authors  as  occurring  in  the  walls  of 
the  hepatic  veins.  Unlike  the  lesions  described 
in  the  splenic  veins,  these  were  not  associated 
with  focal  hemorrhage.  It  is  perhaps  remark- 
able that  hemorrhage  did  not  occur,  for  the 
intimal  surface  of  the  vein  is  almost  ruptured 
as  will  be  seen  in  (Fig.  7). 

Ascites,  in  association  with  Boeck’s  sarcoid 
is  a rarely  reported  complication  (11,17), 
even  in  those  cases  in  which  the  lesions  have 
been  noted  in  the  liver.  In  one  patient,  re- 
ported by  Reisner  (17),  there  was  peritoneal 
effusion  and  pleural  effusion  which  he  felt  was 
caused  by  infiltration  of  these  serous  mem- 
branes with  sarcoid.  Because  of  the  marked 
hepatomegaly  observed  clinically  in  our  case 
and  the  extensive  involvement  of  the  liver 
tissue  around  the  tributaries  of'  the  portal 
vein  as  described  histologically,  we  feel  that 
these  lesions  resulted  in  a marked  obstruction 
to  venous  blood  flow  in  the  portal  tributaries 
and  were  the  chief  factor  in  the  production  of 
the  ascites,  particularly  an  ascites  which  was 
present  despite  a hyperproteinemia. 

Grossly,  the  spleen  (Fig.  8 and  9),  was 
noteworthy  in  that  is  measured  28.0  x 18.5  x 
12.0  cm.  and  weighed  2250  grams.  The  dia- 
phragmatic surface  of  its  capsule  showed  scat- 
tered fibrinous  adhesions  and  focal  areas  of 
hyalo-capsulitis.  On  section,  its  parenchyma 
was  rusty  brown,  rubbery  to  firm,  and  uni- 
formly sprinkled  with  reddish  brown  minute 
granular  areas. 

In  so  far  as  we  are  aware  from  our  study 
of  the  literature,  this  is  apparently  the  largest 
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spleen  recorded  in  a ease  of  Boec-k's  sarcoid. 
Mallory  (12)  and  others  (1,  8,  9,  18)  have  re- 
ported and  recalled  cases  in  which  the  spleen 
weighed  as  much  as  1740  grams. 

Summary  and  Conclusion 

1.  A review  of  Boec-k’s  sarcoid  as  a sys- 
temic disease  has  been  presented. 

2.  A case  manifesting  evidence  of  sar- 
coidosis involving  the  skin,  lymph  nodes,  lungs, 
spleen,  liver,  and  pancreas  with  presumptive, 
but  not  proven,  involvement  of  the  heart, 
spinal  cord,  and  bone  marrow  is  described. 

3.  From  our  review  of  the  literature,  we 
find  this  case  to  be  most  unusual,  not  only  be- 
cause of  its  widespread  systemic  involvement, 
but  also  because  of  the  massive  hepatomegaly 
with  ascites  and  the  enormous  splenomegaly. 

4.  Gratifying  symptomatic  relief  of  ascites, 
dyspnea,  and  abdominal  discomfort  was  afford- 
ed the  patient  by  splenectomy  and  spleno- 
renal venous  anastomosis. 

5.  We  are  fully  aware  that  in  slowly  pro- 
gressive cases  of  Boec-k’s  sarcoid  similar  to  the 
one  herein  described,  the  prognosis  must  still 
remain  guarded  despite  the  present  improve- 
ment. 

We  wish  to  acknowledge  the  untiring  efforts 
and  the  whole-hearted  cooperation  of  all  the  per- 
sonnel of  the  nursing,  medical,  surgical,  radiology, 
and  laboratory  departments  of  the  Memorial  Hos- 
pital. Without  this  cooperation  the  successful 
outcome  in  this  case  might  not  have  been  possible. 
We  are  indebted  to  Mr.  Chester  King  of  the 
Memorial  Hospital  Radiology  Department  and  to 
Mr.  John  Dick  of  the  Delaware  Hospital  Labora- 
tory for  the  photographs  included  herein.  We 
greatly  appreciate  the  editorial  assistance  of  Mrs. 
David  Baltz. 
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DIVERTICULA  ARISING  AT  THE 
PHARYNGOESOPHAGEAL  JUNCTION* 
(Discussion  of  the  Disease  and  Presenta- 
tion of  an  Unusual  Case) 

Robert  A.  Mino,  M.  D.f,  and  Arthur 
I.  Murphy,  Jr.,  M.  D.J 
Wilmington,  Del. 

Our  knowledge  (1)  concerning  formation 
of  diverticula  at  the  pharyngoesophageal  junc- 
tion is  not  newly  acquired.  In  176J,  Ludlow, 
an  English  anatomist,  described  “preterna- 
tural pockets”  in  the  esophagus  which  he  had 
seen  at  the  autopsy  table,  hi  1816,  John  Bell, 
a Scotch  surgeon,  described  the  same  condition 
in  a patient  and  presented  an  etiologic  concept 
which  is  still  popular  today.  lie  believed  that 
because  of  a poorly  coordinated  swallowing 
mechanism,  the  pharynx  becomes  distended 
and  herniates  through  the  hypertrophied 
bundles  of  the  inferior  constrictor  pharyngis 
muscle.  This  places  pharyngoesophageal  di- 
verticula among  the  pulsion  type  of  diverti- 
cula in  contrast  to  the  traction  type  that  occurs 
elsewhere  in  the  esophagus,  particularly  in 
the  intrathorac-ic  segment. 

The  condition  has  been  likened  to  inguinal 
hernia,  in  that  a definite  sac  composed  of 
pharyngeal  mucosa  and  submucosa  protrudes 
through  a point  of  congenital  weakness  be- 
tween the  lower  transverse  fibres  of  the  in- 
ferior constrictor  pharyngis  and  the  crico- 
pharyngeus  muscles.  The  pulsion  force  re- 
quired may  arise  when  the  strongly  eontrac- 
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ting  constrictor  pharyngeus  muscles  fail  to 
coordinate  with  the  cricopharyngeal  muscle 
which  is  slow  to  relax.  This  allows  intra- 
pharyngeal  pressure  to  rise,  so  that  the  mucosa 
and  submucosa  may  gradually  herniate 
through  a point  of  congenital  muscle  weakness. 

Recently"  doubt  has  been  cast  on  the  theory 
that  there  is  a congenital  muscle  weakness  at 
the  point  of  protrusion  of  the  sac.  Rather, 
it  is  believed  that  an  acquired  pressure  atrophy 
may  be  produced  at  this  location  because  of 
the  close  relation  between  the  lower  border  of 
the  cricoid  and  a prominent  ridge  at  the  fifth 
cervical  intervertebral  junction.  The  mortar- 
pestle  action  of  these  two  bony  points  on  the 
intervening  structures  then  result  in  thinning 
of  the  muscles  forming  the  posterior  pharyn- 
geal wall.  This  can  then  serve  as  the  point  of 
origin  of  a pharyngoesophageal  diverticulum. 

Pharyngoesophageal  diverticula  have  been 
receiving  increasing  attention  in  the  surgical 
literature.  Undoubtedly  the  reason  for  this 
lies  in  a more  widespread  awareness  of  the 
disease  and  improved  roentgen  methods  per- 
mitting its  earlier  recognition.  However,  we 
feel  that  a report  of  the  following  case  is  well 
justified  because  the  diverticulum  described 
is  of  unusually  large  size.  Inevitably  its  surgi- 
cal treatment  presented  interesting  and  unique 
problems. 

Case  Report 

The  patient,  H.J.  (M.H.  725240),  a 52  year 
old  Negro  male,  was  admitted  to  the  Memorial 
Hospital  October  10,  1947,  because  of  inability 
to  swallow  food  and  extreme  malnutrition. 

Approximately  six  months  prior  to  admis- 
sion the  patient  began  to  regurgitate  a portion 
of  each  meal.  At  first  he  noticed  that  only  a 
small  amount  of  solid  food  could  be  retained, 
while  his  ability  to  swallow  fluids  was  unim- 
paired if  they  were  taken  slowly.  At  the  same 
time  a sensation  of  pressure  in  his  chest  follow- 
ing meals  and  audible  gurgling  sounds  were 
experienced  which  he  interpreted  as  arising 
deep  in  his  chest.  The  regurgitation  of  his 
food  necessitated  many  attempts  to  swallow  so 
that  he  could  satisfy  his  hunger.  Despite  the 
tremendous  effort  required,  he  existed  in  this 
fashion  until  five  weeks  prior  to  admission, 
when  his  weight  loss  and  weakness  became  so 
marked  that  he  sought  medical  attention.  He 
consulted  the  referring  physician  who  noticed 


by  lluroseopy  a mass  in  his  chest.  Subsequent 
chest  films  led  to  the  diagnosis  of  esophageal 
diverticulum,  although  the  true  site  of  origin 
was  not  suspected.  The  patient  was  told  that 
surgery  would  be  required.  Unfortunately  he 
remained  unconvinced,  and  it  was  not  until 
over  a month  later  that  lie  presented  himself 
for  admission.  At  this  time  he  was  unable  to 
retain  even  a small  amount  of  the  food  he 
attempted  to  swallow.  At  the  time  of  his  ad- 
mission his  weight  had  gone  from  130  lbs.  to 
94  lbs.  in  five  weeks. 

Physical  examination:  At  the  time  of  the 
initial  examination,  the  patient  was  a mark- 
edly malnourished  and  emaciated  Negro  male. 
11  is  blood  pressure  was  116/84,  pulse  80,  and 
respiration  20.  Except  for  numerous  pal- 
pablely  enlarged  anterior  and  posterior  cervi- 
cal lymph  nodes,  the  head  and  neck  were  essen- 
tially negative.  Examination  of  the  chest  re- 
vealed widening  of  the  upper  mediastinal 
dullness  to  the  right  and  diminution  of  breath 
sounds  in  this  area.  Excluding  the  associated 
signs  of  malnutrition,  there  were  no  other 
significant  physical  findings. 

Laboratory:  RBC  4.15  million,  Hb  13.5 

grams — SOU  - WBC  22,300,  polys  82%,  lymphs 
14%,  monocytes  4%.  The  urinalysis:  negative. 

llis  complete  inability  to  retain  food  was  not 
fully  appreciated  until  revealed  by  roentgen 
films.  These  depicted  a large  ovoid  mass  in 
the  right  mediastinum.  It  contained  both  air 
and  fluid.  Swallowed  barium  entered  the 
structure  and  outlined  a large  sac  9cm  in  both 
transverse  and  anterior-posterior  diameters 
extending  from  the  first  thoracic  to  the  lower 
border  of  the  sixth  thoracic  vertebrae.  (Figs. 
1 and  2).  The  right  lung  was  compressed  by 
the  diverticulum.  On  emptying  the  contents 
of  the  sac  by  lavage,  it  failed  to  collapse.  This 
was  taken  as  an  indication  that  the  structures 
surrounding  the  diverticulum  were  rigid.  None 
of  the  swallowed  barium  entered  the  distal 
esophagus.  Evidence  of  old  healed  tubercu- 
losis was  found  at  the  apices.  In  addition, 
biopsy  of  the  calcified  cervical  lymphnodes 
revealed  quiescent  tuberculosis.  Despite  the 
latter  findings,  Drs.  B.  M.  Allen  and  Paul  A. 
Shaw  of  the  Radiology  Department,  believed 
that  the  most  likely  diagnosis  compatible  with 
such  esophageal  deformity  was  diverticulum 
arising  at  the  pharyngoesophageal  junction. 
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Supporting  evidence  was  provided  by 
esophagoscopy,  (which  was  performed  by  Drs. 
W.  M.  Pierson  and  Robert  Hazzard.)  The 
instrument  entered  directly  into  the  blind  sac, 
the  lowest  limit  of  which  was  28  ems.  from  the 
level  of  the  upper  incisors.  No  distal  esopha- 
geal Inmen  could  be  seen. 

Blood  chemistry  done  at  this  time  revealed 
a blood  urea  nitrogen  52,  plasma  chlorides  428, 


MX 


Fig.  1.  September  9,  1947.  A large  diverticulum 
filling  the  mediastium  and  compressing  the  right 
upper  lobe  is  outlined.  In  this  film  only  a small 
amount  of  barium  has  been  allowed  to  enter  the 
diverticulum.  The  limits  of  the  sac  are  shown  by  the 
arrows.  No  barium  is  seen  in  the  distal  esophagus. 

serum  proteins  7.9.  This  was  interpreted  as 
severe  dehydration. 

Because  of  weight  loss  amounting  to  10  lbs. 
during  the  first  five  days  of  hospitalization  and 
inability  to  pass  a feeding  tube,  a AVitzel  type 
jejunostomy  was  done  under  local  anesthesia. 
The  procedure  was  well  tolerated  and  proved 
effective.  During  the  next  three  weeks  he 
gained  2G  lbs.  on  jejunostomy  feedings.  The 
blood  urea  nitrogen,  in  the  meanwhile,  fell  to 
18,  serum  proteins  to  6.0  grams.  He  also  re- 
ceived 1500  ce.  of  fresh  whole  blood  during 
this  period. 


On  October  13,  1947,  five  weeks  after  ad- 
mission, mobilization  and  exteriorization  of 
the  diverticulum  was  done  by  one  of  us 
(R.A.M.)  under  endotracheal  nitrons  oxide, 
oxygen,  and  ether  anesthesia.  The  entire  pro- 
cedure was  performed  through  a lateral  neck 
incision ; the  diverticulum  was  observed  to 
extend  into  the  mediastinum  to  the  dimensions 
noted  by  x-ray.  Upon  recovery  from  anesthe- 


Fig.  2.  September  9,  1947.  Levine  tube  enters 

the  diverticulum  but  consistently  fails  to  enter  the 
esophagus.,  The  lower  half  of  the  diverticulum  is 
filled  with  barium,  and  air  occupies  the  upper  half. 
Again,  no  barium  entered  the  distal  esophagus. 

sia,  the  patient  was  immediately  ambulated 
and  showed  little  reaction  to  the  procedure. 

In  the  ten  days  intervening  between  the  two 
stages  of  the  operation,  the  patient  gained  9 
lbs.  On  October  23,  1947,  the  old  wound  was 
reopened,  the  diverticulum  freed  and  excised. 
Once  more,  there  was  little  reaction  to  this 
procedure  and  the  patient  was  ambulated  on 
the  same  day. 

Ten  days  after  the  second  operation,  he  was 
started  on  increasing  amounts  of  fluids  by 
mouth.  At  no  time  was  there  interference 
with  swallowing.  Soon  afterward  he  was 
placed  on  a soft  diet,  which  he  took  with  ease. 
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On  November  24,  he  was  discharged  to  his 
home,  where  he  has  continued  on  a full  diet. 

He  has  been  followed  in  Out-patient  Clinic 
since  discharge.  In  the  middle  of  February, 
1948,  chest  films  and  barium  swallow  (Fig.  3 ) 
revealed  normal  function  of  the  esophagus  and 
no  evidence  of  recurrence  of  the  diverticulum 
or  stricture  formation.  At  his  last  visit,  on 
March  6,  1948,  the  patient  was  entirely 
asymptomatic  and  weighed  147  lbs. 

Comment 

The  symptoms  of  pharyngoesophageal  di- 
verticulum depend  on  the  size  of  the  sac  at 


Fig.  3.  February,  1948.  At  fluoroscopy,  barium 
swallow  shows  normal  function  without  evidence  of 
recurrence  of  diverticulum  or  stricture.  Barium  enters 
the  distal  esophagus  readily. 

the  time  and  the  concomitant  distortion  of 
the  esophagus.  Early,  when  a shallow  niche 
is  present  in  the  posterior  pharyngoesophageal 
wall,  food  particles  may  be  caught  on  the  shelf 
so  formed  with  resultant  coughing  and  dis- 
comfort to  the  patient.  As  the  sac  enlarges, 
both  food  and  air  may  be  contained  in  it. 
Disconcerting  sounds  may  be  produced  from 
this  combination  and  also  regurgitation  of  in- 
gested food  can  occur.  With  enlargement  of  the 
sac,  all  grades  of  esophageal  obstruction  can 


occur  up  to  a point  where  no  food  whatever 
can  pass  to  the  stomach.  An  excellent  illustra- 
tion of  this  tragic  turn  of  events  has  been 
given  in  the  ease  described.  Lahey  (3)  points 
out  that  as  the  sac  enlarges,  it  takes  a position 
so  that  its  orifice  lies  transversely,  while  the 
true  distal  esophageal  orifice  lies  laterally, 
being  closed  to  a narrow  slit  by  the  downward 
traction  exerted  by  the  diverticulum.  It  is 
to  be  noted  in  our  case  that  the  esophageal  ori- 
fice could  not  be  seen  through  an  esophago- 
sc-ope,  while  the  instrument  passed  readily  into 
the  diverticulum.  This  procedure  is  not  with- 
out danger  of  perforation  and  resultant 
mediastinitis.  The  examination  must  be  done 
only  by  the  most  skilled  observers,  exercising 
extreme  precautions.  Physical  findings  are 
usually  lacking,  although  occasional  cases  have 
been  reported  in  which  it  has  been  possible  to 
palpate  the  sac  in  the  neck.  It  is  important  in 
the  operative  procedure  to  determine  which 
side  of  the  neck  the  sac  has  descended.  Har- 
rington (4)  found  in  his  series  that  83% 
descended  on  the  left  side  of  the  neck. 

Although  the  history  alone  is  frequently 
sufficient  for  diagnosis,  x-ray  and  barium 
studies  provide  essential  information  as  to 
size  and  location  of  the  sac.  In  addition,  the 
x-rays  will  reveal  the  early  annoying  defects. 

In  the  case  we  have  reported  the  rapid 
weight  loss,  even  while  hospitalized,  along  with 
the  inability  to  pass  a feeding  tube,  made  the 
nutritional  problem  acute.  The  underlying 
cause  was  of  necessity  relegated  to  the  back- 
ground, while  a jejun ostomy  was  performed. 
To  satisfy  caloric  and  protein  demands  quickly 
and  adequately  made  this  a life  saving  pro- 
cedure. 

Except  in  the  early  stages  before  the  sac 
has  acquired  a definite  neck,  the  only  treat- 
ment is  surgical.  At  the  present  time,  it  is 
agreed  that  total  excision  of  the  sac  and  closure 
of  the  resultant  esophageal  defect  is  the  goal 
to  be  attained.  The  major  differences  center 
about  the  choice  of  the  one  stage  or  the  two 
stage  procedure.  It  cannot  be  denied  that  Har- 
rington (4),  Sweet  (5),  and  others  (6,  7,  8) 
by  the  use  of  careful  surgical  technique  have 
achieved  excellent  results  with  the  one  stage 
procedure.  On  the  other  hand,  Lahey  (3) 
with  the  larger  series  of  cases  and  equally 
excellent  results,  adheres  to  the  two  stage  pro- 
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eedure.  He  feels  that  the  period  between 
operations  allows  closure  of  the  fascial  planes 
of  the  neck.  This  acts  as  a barrier  to  the 
entrance  of  infection  into  the  neck  and  medi- 
astinum, a danger  inherent  in  the  one  stage 
procedure.  In  our  own  case,  the  defect  re- 
maining in  the  mediastinum  following  im- 
mobilization of  the  diverticulum,  even  though 
temporary,  dictated  conservatism.  For  this 
reason  the  two  stage  procedure  was  carried 
out.  (9) 

Grateful  acknowledgement  is  given  to  Mr. 
Chester  King  of  the  Radiology  Department  for  his 
excellent  photography  and  to  Mrs.  David  Baltz 
for  her  helpful  editing  of  this  paper. 
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Recent  increase  in  Heart  Disease  In 
Women  May  Be  From  Smoking 

Smoking  may  have  something  to  do  with 
the  higher  incidence  of  coronary  thrombosis 
among  women  in  the  past  30  years,  according 
to  an  article  appearing  in  the  current  issue 
of  HyCjela,  the  health  magazine  of  the  Ameri- 
can Medical  Association. 

“Four  groups  of  one  thousand  patients 
each  (smokers,  nonsmokers,  coronary  throm- 
bosis and  non-thrombosis)  were  subjected  to 
statistical  analysis.  On  the  average  smokers 
were  found  to  get  coronary  thrombosis  10 
years  earlier  than  nonsmokers.  Although  not 
a cause  of  the  disease,  smoking  is  considered 
by  many  heart  specialists  to  be  a factor,”  the 
author,  Irene  E.  Soehren,  Dallas,  Ore.,  states. 

In  coronary  thrombosis  a clot  forms  in  one 
of  the  coronary  arteries,  and  a portion  of  the 
heart  muscle  is  deprived  of  blood  for  a length 
of  time  sufficient  to  do  damage. 

“Probably  as  many  as  one  man  in  30  and 


one  woman  in  90  over  40  years  of  age  will 
suffer  an  attack  of  coronary  thrombosis  this 
year.  Thousands  of  men  and  women  who 
have  had  coronary  thrombosis  may  reasonably 
expect  to  live  many  more  years  and  lead  com- 
paratively normal,  useful  lives.  Rest  and  re- 
assurance are  two  of  the  most  important  forms 
of  treatment. 

“The  fifth  day  is  the  most  worrisome,” 
.Miss  Soehren  continues.  “All  the  area  of  the 
heart  supplied  by  the  closed  artery  and  its 
branches  is  incapacitated.  Hemorrhage  and 
death  of  the  tissue  take  place.  The  height 
of  softness  in  this  area  is  reached  the  fifth 
day,  when  it  is  most  subject  to  rupture.  If 
rupture  occurs,  the  internal  bleeding  is  nearly 
always  fatal. 

“But  if  the  patient  gets  past  the  first  week, 
one  can  breathe  easier.  Complete  healing  takes 
six  or  eight  weeks.  The  muscle  deprived  of 
blood  no  longer  contracts.  It  dies,  and  scar 
tissue  forms.  Healing  of  the  injured  area  has 
been  effected,  but  the  heart’s  efficiency  is  re- 
duced in  proportion  to  the  extent  of  the  mus- 
cle damage. 

“Many  patients  go  back  to  so  nearly  nor- 
mal that  one  cannot  tell  they  have  had  a 
coronary  attack,”  the  writer  asserts. 

As  life  expectancy  increases,  more  people 
than  ever  will  die  of  coronary  heart  disease. 
“But  through  the  use  of  the  new  anticoagu- 
lant drugs,  heparin  and  dicumarol,  more  and 
more  will  survive  the  first  attack. 

“Today  coronary  thrombosis  is  not  a death 
sentence.  ’ ’ 


Delaware  Medical  Technologists 

The  Delaware  Society  of  Laboratory  Tech- 
nicians and  Medical  Technologists  invites  the 
medical  profession  to  attend  its  first  Seminar, 
on  May  22,  in  the  Delaware  Hospital  Audi- 
torium. The  program  is  as  follows : 

Dr.  R.  Philip  Custer,  Pathologist  and  Direc- 
tor of  the  Laboratory,  Presbyterian  Hospital, 
Philadelphia.  “The  Laboratory  and  Longe- 
vity. ’ ’ 

Dr.  Ruth  Wichelhausen,  Bacteriologist, 
Arthric  Research  Unit,  Veterans  Administra- 
tion, Washington,  D.  C.  “The  Cultivation 
of  Brucella  from  Clinical  Materials.” 

Dr.  W.  0.  Sawitz,  Assistant  Professor  of 
Parasitology  and  Etimology,  Jefferson  Medi- 
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cal  Alumni  Society,  at  the  University  of  Penn- 
Parasitology. 

Dr.  John  J.  McGraw,  Assistant  Director  of 
the  Laboratory,  Bryn  Mawr  Hospital.  ‘ ‘ Tech- 
nical Aspects  of  Blood  Transfusions.” 

Dr.  J.  G.  Reinhold,  Director  of  the  Depart- 
ment of  Biochemistry,  Philadelphia  General 
Hospital.  “Recent  Advances  in  Chemical 
Technology  in  the  Hospital  Laboratory.” 
Army  Medical  Museum,  Washington,  D.  C. 
“Demonstration  of  the  Celloidin  Technique 
of  Embedding  Tissues.  " 

Those  attending  the  Seminar  are  invited  to 
be  luncheon  guests  of  the  Delaware  Hospital. 
Reservation  cards  for  the  luncheon  will  be 
ready  later.  There  is  no  registration  fee. 
We  anticipate  a very  interesting  day. 


Southern  Surgical  Association  Approves 
Use  of  Nurse  Anesthetists 

At  the  recent  meeting  of  the  Southern 
Surgical  Association,  which  was  held  in 
Hollywood,  Florida,  December  9,  10  and  11, 
1947.  the  following  resolution  was  passed 
unanimously  by  the  Association : 

“Although  the  Southern  Surgical  Asso- 
ciation has  been  and  always  will  be  extremely 
interested  in  the  advancement  of  all  medical 
sciences,  and  particularly  in  anesthesia  be- 
cause of  complete  dependence  on  safe  anes- 
thesia for  the  safe  performance  of  a surgical 
procedure,  it,  the  Southern  Surgical  Associa- 
tion, heartily  disapproves  of  the  publicity 
given  by  certain  newspapers  and  popular  lay 
magazines  to  the  statement  sponsored  by  a 
group  of  anesthesiologists  who  are  seeking  to 
discredit  the  well  trained  nurse  anesthetist 
and  to  compel  surgeons  to  operate  only  if 
anesthetics  are  administered  by  physician- 
anesthetists. 

“This  attempt  to  persuade  the  public  that 
there  is  a grave  danger  in  a surgical  operation 
if  the  anesthetist  is  not  a certified  medical 
specialist  is  already  decreasing  the  number 
of  efficient  well-trained  nurse  anesthetists  and 
forcing  surgeons  to  perform  recently  de- 
veloped complicated  operations  with  anesthe- 
tics administered  by  young  hospital  interns 
or  general  practitioners,  neither  of  whom  have 
special  training  or  experience  in  the  admin- 
istration of  an  anesthetic.” 


American  College  of  Surgeons  Approves 
Use  of  Nurse  Anesthetists 

The  Board  of  Regents  of  the  American 
College  of  Surgeons,  at  a meeting  on  Febru- 
ary 22.  adopted  a resolution  commending  the 
services  of  nurses  who  have  had  special  train- 
ing in  the  administration  of  anesthesia  and 
recommending  the  continuance  of  training 
courses  in  this  field  for  nurses.  The  resolu- 
tion reads  as  follows : 

The  American  College  of  Surgeons  regards  with 
deep  concern  the  actions  of  some  physician  anes- 
thesiologists in  giving  the  impression  to  the  laity 
in  the  public  press  that  it  is  unsafe  for  experienced 
nurse  anesthetists  to  conduct  surgical  anesthesia. 
While  it  supports  the  increasing  tendency  of  hav- 
ing physician  anesthesiologists  in  charge  of  sur- 
gical anesthesia,  it  deplores  at  this  time  any  propa- 
ganda for  the  elimination  of  the  trained  nurse 
anesthetist.  On  the  contrary,  the  American  Col- 
lege of  Surgeons  is  of  the  opinion  that,  in  view 
of  the  inadequacy  in  number  of  the  physician 
anesthesiologists  and  in  view  of  the  splendid  rec- 
ord of  achievement  of  the  nurse  anesthetists,  in- 
stitutions engaged  in  the  training  of  nurses  for 
this  purpose  should  be  encouraged  to  continue- 
their  programs. 


U.  of  Pa. 

University  of  Pennsylvania  Medical  Alum- 
ni will  hold  a dinner  at  the  convention  of  the 
American  Medical  Association  in  Chicago, 
Wednesday,  June  23,  1948,  at  the  Lake  Shore 
Club,  850  Lake  Shore  Drive.  On  arrival  in 
Chicago,  alumni  should  contact  Miss  Frances 
R.  Houston,  Executive  Secretary  of  the  Medi- 
cal Alumni  Society,  at  the  University  of  Penn- 
sylvania registration  booth. 


Some  families  who  have  had  tuberculous 
patients  at  home  have  been  most  helpful  in 
aiding  other  families  to  accept  care,  hospital- 
ization and  detailed  rehabilitation  plans.  They 
have  been  very  helpful  in  the  community  in 
pointing  up,  through  their  own  experiences, 
the  reasons  why  the  community  was  not  meet- 
ing effectively  the  needs  of  its  tuberculous 
families.  Tuberculosis  can  become  a very  ex- 
pensive affair  both  in  money  and  human  lives 
to  a community  which  does  not  have  an  ade- 
quate tuberculosis  program.  Margaret  S. 
Taylor,  R.X.,  Conf.  on  Rehab,  of  the  Tubercu- 
lous, Mar.  4.  1946. 
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The  Job  of  the  County  Medical 
Society 

“The  County  Medical  Society  in  many 
areas  has  become  just  another  society.”  This 
statement  by  Dr.  Louis  Bauer  (A.  M.  A.  trus- 
tee and  president  of  the  Medical  Society  of 
the  State  of  New  York)  is  an  alarming  truth. 
Medicine  has  become  over-organized.  Surgi- 
cal societies,  obstetrical  societies,  pediatric 
societies,  general  practice  societies,  and  others 
have  sprung  up  everywhere.  In  many  places 
this  movement  has  reduced  the  interest  in 
county  society  activities,  has  lowered  atten- 
dance at  society  meetings,  and  has  diminished 
the  influence  of  the  county  medical  society  in 
the  community. 

Today  the  influence  of  the  county  medical 
society  is  needed  more  than  ever  before.  The 


individual  physician  must  be  kept  united  and 
informed ; the  public  must  be  educated  as  to 
the  problems  of  medicine,  both  scientific  and 
economic;  and  liaison  must  be  maintained 
with  lay  groups  and  organizations  in  the  com- 
munity. These  are  functions  of  the  county 
medical  society. 

What  are  the  responsibilities  of  a county 
medical  society?  The  county  medical  society 
has  a responsibility  to  the  public,  a responsi- 
bility to  its  membership,  and  a responsibility 
to  medical  organization.  There  is  no  order 
of  preference ; all  are  equally  important.  One 
cannot  survive  without  the  other  two. 

The  first  step  toward  understanding  within 
the  membership  is  to  succeed  in  an  under- 
standing among  the  county  medical  society 
officers. 

The  Third  National  Conference  of  County 
Medical  Society  Officers,  scheduled  for  June, 
is  designed  to  assist  in  this  step  as  well  as  to 
arrive  at  a measure  of  agreement  in  regard 
to  the  meaning  and  extent  of  such  responsi- 
bilities. Every  county  medical  society  has 
been  issued  an  invitation  to  send  its  officers 
to  the  conference.  Each  officer  attending  will 
be  free  to  enter  into  the  discussion  and  to 
express  his  thoughts  and  ideas  on  the  job  of 
the  county  medical  society. 

The  thoughts  and  ideas  expressed  will  be 
correlated  and  forwarded  to  the  president  or 
secretary  of  each  county  society  and  from 
there  on  it  will  be  up  to  them,  and  to  every 
committee  member,  and  to  every  society  mem- 
ber, to  give  attention  to  the  problem. 

The  county  medical  society  is  as  effective 
or  as  ineffective  as  its  success  in  carrying  on 
its  responsibilities.  Such  success  depends  on 
the  individual  physicians  who  make  up  each 
society. 

The  strength  of  a chain  is  the  strength  of 
its  weakest  link.  Don't  have  any  weak  links 
in  your  society. 

A.  M.  A.  News  Letter,  April  8,  1948. 
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MISCELLANEOUS 

Army  Doctors  Say  Mass  Hysteria  Need 
Not  Follow  Atomic  Bomb  Explosion 

If  an  atom  bomb  should  fall  on  an  Ameri- 
can city,  the  population  would  be  faced  with 
the  greatest  emergency  in  its  history.  But. 
it  is  by  no  means  true  that  the  entire  popula- 
tion would  be  wiped  out.  nor  is  it  true  that 
nothing  could  be  done  to  help  the  survivors, 
according  to  Army  Medical  Corps  officers  who 
are  conducting  continuous  study  of  the  prob- 
lem. 

There  is  no  presently  known  method  of  pro- 
tecting those  in  the  immediate  neighborhood 
of  an  atomic  bomb  when  it  explodes.  Never- 
theless. since  the  Los  Alamos  experiment  open- 
ed the  Atomic  Age,  a great  deal  has  been 
learned  about  mitigating  the  secondary  effects 
of  ionizing  radiation  and  about  protecting  sur- 
vivors who  have  received  less  than  a lethal 
dose. 

Many  lives  may  be  saved  by  widespread 
knowledge  of  therapeutic  measures  among 
physicians,  and  many  more  by  a general  un- 
derstanding of  preventive  measures  which  can 
be  taken  by  the  general  population. 

In  a talk  made  at  the  Pennsylvania  Uni- 
versity Hospital,  Philadelphia,  Col.  James  P. 
Cooney  of  the  Army  Medical  Corps  stressed 
the  question  of  civilian  morale.  “Mr.  and 
Mrs.  America  have  been  so  frightened  by  the 
information  they  have  received  to  date,  that 
if  a bomb  were  dropped  on  one  of  our  cities 
tomorrow,  mass  hysteria  would  probably 
cause  the  unnecessary  loss  of  many  lives." 
Colonel  Cooney  said.  “Mr.  and  Mrs.  America 
have  always  been  ready  and  willing  to  do 
what  must  be  done  in  an  emergency,  and  will, 
if  properly  instructed  beforehand,  do  the 
right  thing  under  this  new  kind  of  stress.  ’’ 

Idle  real  difference  between  ordinary  high 
explosives  and  atom  bombs  is  the  enormous 
amount  of  radiant  energy  produced  by  the 
latter — energy  covering  the  whole  range  of 
wave  lengths  from  heat  waves  to  million-volt 
gamma  waves. 

The  radiant  energy  may  be  divided  into 
two  types : ionizing  and  non-ionizing.  The 

most  important  type  of  injury  noted  in  Hiro- 
shima and  Nagasaki  was,  of  course,  that  due 
to  the  ionizing  component  of  the  radiant  en- 
ergy from  the  bomb.  Four  known  kinds  of 


penetrating  radiation  can  be  expected  within 
the  immediate  area  of  the  blast.  They  are : 

First,  gamma  radiation,  which  is  essentially 
the  same  as  x-ray.  In  an  atom  bomb  explo- 
sion, however,  these  are  200,000,000  volt 
x-rays.  They  are  lethal  to  anyone  within 
roughly  a mile  of  the  blast,  do  serious  damage 
to  those  as  close  as  a mile-and-a-half,  but  their 
range  is  limited  to  approximately  two  miles. 
They  move  with  the  speed  of  light  and  most 
of  them  are  produced  at  the  instant,  of  explo- 
sion. 

Second,  neutron  beams,  streams  of  heavy 
atomic  particles  shoot  out  in  ail  directions 
within  a millionth  of  a second  of  the  explosion. 
They  have  slightly  less  range  than  gamma 
rays.  Both  gamma  rays  and  neutron  beams 
passing  through  matter  such  as  blood,  bone 
or  ilesh,  produce  extensive  ionization  of  the 
atoms  which  make  up  body  cells,  which  re- 
sults in  the  breakdown  of  chemical  bonds,  caus- 
ing profound  alterations  in  cellular  function. 
The  fact  that  some  kinds  of  cells,  such  as  cer- 
tain types  of  cancer  cells,  are  affected  more 
easily  than  others  is  the  basis  of  radiation 
therapy.  Whatever  damage  is  done  in  this 
way  is  instantaneous,  although  observable 
symptoms  may  not  appear  for  some  time. 

Neutron  beams,  however,  have  another  ef- 
fect, new  in  medical  science.  Neutrons  are 
captured  in  elements  contained  in  human  cells, 
producing  new  elements  which  are  themselves 
radioactive,  and  may  remain  so  for  a long 
time. 

Third,  are  beta  rays,  streams  of  electrons 
which  rarely  penetrate  the  skin  and  whose 
effects  will  be  found  chiefly  on  the  surface ; 
and, 

Fourth,  are  alpha  particles,  the  nucleii  of 
helium  atoms,  which  do  not  get  through  the 
eoruifiecl,  or  horny  tissue,  layer  of  the  skin. 
Because  of  their  low  penetrating  power,  it 
is  not  likely  that  either  the  beta  rays  or  the 
alpha  particles  resulting  directly  from  the  ex- 
plosion will  cause  fatal  injury. 

It  must  be  admitted,  Army  doctors  say,  that 
there  is  not  much  even  a medical  man  can  do 
about  the  immediate  radiation  from  an  atom 
bomb  explosion.  But  in  such  an  eventuality 
the  immediate  requirement  will  be  for  rescue 
work  on  a large  scale  and  treatment  for  frac- 
tures, contusions,  lacerations  and  burns.  Here 
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physicians  and  laymen  will  be  on  familiar 
ground.  These  kinds  of  injuries  are  the  same 
whether  produced  by  an  atom  bomb  or  a block 
buster ; they  involve  no  new  principles. 

Also,  some  aid  may  be  given  to  victims  of 
many  sorts  of  secondary  radiation  dust  spread 
by  the  explosion,  radioactivity  caused  by  neu- 
tron captured  by  atoms,  or  radioactive  spray 
it'  the  bomb  is  dropped  in  water.  Against 
this  secondary  radiation,  various  safeguards 
can  be  provided,  and  it  is  essential  that  phy- 
sicians be  trained  in  safety  measures.  Army, 
Navy  and  Atomic  Energy  Commission  scien- 
tists, as  well  as  civilians  interested  in  radiation 
therapy,  are  hard  at  work  on  the  problem 
and  substantial  progress  is  being  made.  One 
important  line  of  research  is  in  the  efficacy 
of  blood  transfusions,  since  it  has  been  estab- 
lished that  one  of  the  most  serious  effects 
of  radiation  is  damage  to  the  blood-forming 
elements  such  as  the  bone  marrow.  A person 
tided  over  until  normal  function  is  resumed 
may  be  saved. 

A major  function  of  the  physician  after 
such  a disaster  would  be  to  act  as  public  health 
officer.  Most  food  in  the  affected  area  would 
not  be  unfit  for  consumption,  but  it  would 
all  have  to  be  surveyed  before  it  could  safely 
be  eaten.  All  the  water  in  the  region  would 
probably  contain  radio-active  isotopes,  slow 
poison  to  anyone  drinking  it,  but  research  is 
in  progress  on  methods  of  removing  radio- 
active substances.  Obviously  the  usual  boil- 
ing or  chlorination  would  be  useless.  There 
is  some  indication  that  filtration  and  other 
methods  can  be  developed. 

Physicians  would  have  a heavy  responsibil- 
ity in  supervising  the  decontamination  of  not 
only  food  and  water  but  of  refugees,  by  means 
of  complete  change  of  clothing,  bathing,  etc. 
This  requires  familiarity  with  the  use  of  de- 
tecting instruments  such  as  the  Geiger  coun- 
ter, and  a knowledge  of  the  kinds  of  persis- 
tent radiation  to  be  expected.  (People  escap- 
ing from  the  area  where  a bomb  has  exploded 
may  find  their  wearing  apparel  sufficiently 
radio-active  to  constitute  a menace  to  others.) 
This  problem  has  already  come  up  in  hospitals 
where  patients  are  being  treated  with  large 
amounts  of  radio-active  material. 

Armed  Forces  medical  officers  face  an  even 
greater  responsibility  than  do  civilian  physi- 


cians, since  it  may  be  necessary  to  send  troops 
into  a bombed  area  either  for  rescue  work  or 
on  tactical  operations.  A series  of  intensive 
courses  on  the  medical  aspects  of  atomic  ex- 
plosion was  instituted  last  May  at  the  Army 
Medical  Center,  Washington,  I).  C.  Nearly 
700  doctors  and  scientists  have  been  trained 
there  in  the  fundamentals  of  radiation  haz- 
ards, diagnosis  and  treatment.  More  than  50 
medical  schools  throughout  the  country  have 
sent  representatives,  many  of  whom  are  now 
setting  up  similar  courses  in  their  respective 
institutions. 

Following  the  bombing  of  Hiroshima  and 
Nagasaki,  much  was  learned  of  what  symptoms 
to  expect,  overt  and  latent,  immediate  and 
delayed.  All  the  results  will  not  be  in  for 
years,  of  course.  Great  publicity  has  been 
given  to  the  possibility  of  gene  mutations 
which  might  produce  a high  percentage  of  ab- 
normal offspring  in  generations  to  come.  How- 
ever, Dr.  Shields  Warren,  Assistant  Professor 
of  Pathology  at  the  Harvard  Medical  School, 
recently  told  Army  doctors  attending  the  cur- 
rent basic  science  course  at  the  Army  Medical 
Center,  Washington,  1).  C.,  that  aberrations 
in  the  genes  and  ova  of  mammals  produced 
by  irradiation  are  usually  lethal  to  the  de- 
veloping embryo,  and  consequently  the  result 
of  such  irradiation  would  probably  be  a high- 
er rate  of  abortion  and  miscarriage  rather 
than  production  of  a race  of  monsters  pic- 
tured in  sensational  prophecies. 

Besides  flash  burns  from  enveloping  hot 
gases,  such  as  result  from  any  powerful  ex- 
plosion, blisters  similar  to  skin  burns  and 
sunburn  are  likely  to  appear  on  the  skin  of 
atom  bomb  victims.  In  Japan,  burns  and 
blisters  appear  to  follow  a definite  pattern, 
showing  np  within  five  minutes  on  those  close 
to  the  explosion.  At  nearly  a mile  away, 
they  did  not  show  for  several  hours,  and  at 
greater  distances,  up  to  about  two  miles,  the 
appearance  of  burns  and  blisters  was  even 
longer  delayed. 

Of  the  superficial  effects  perhaps  the  most 
alarming  is  the  falling  out  of  the  hair.  While 
bound  to  cause  a bad  psychological  effect,  it 
is  due  to  superficial  radiation  and  is  not  seri- 
ous in  itself.  The  hair  will  return  if  the  pa- 
tient has  not  received  a lethal  dose  of  radia- 
tion. 
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Immediately  after  a bomb  blast  those  in 
the  vicinity  who  escape  immediate  death  from 
shock,  burns  or  falling  debris  may  appear  to 
have  suffered  no  ill  effects  at  first.  But  with- 
in a few  hours,  victims  seriously  affected  will 
feel  nauseated  and  start  to  vomit.  This  may 
pass  in  a day  or  so.  But  at  the  beginning 
of  about  the  second  week  when  the  hair  starts 
to  fall  out,  the  feeling  of  general  malaise, 
experienced  in  the  first  few  hours,  may  return 
accompanied  by  fever.  There  is  likely  to  be 
bloody  diarrhea.  Examination  will  show  that 
the  white  blood  count  has  fallen  to  a very 
low  level.  Death  may  come  very  quickly,  or 
there  may  be  anemia  and  general  debility 
over  a long  period  with  eventual  recovery. 

Physicians  must  be  prepared  to  expect  such 
a syndrome  and  to  take  nothing  for  granted 
about  the  condition  of  the  patient  during  the 
first  few  days. 

There  is  a parallel  in  our  experience  with 
heavy  bombing  of  cities  from  the  air  in  World 
War  II.  This  type  of  warfare  was  an  inno- 
vation, and  at  first  physicians  had  virtually 
no  information  concerning  the  effect  of  shock 
waves  of  that  magnitude  on  the  human  body. 
Scores  of  people  in  the  neighborhood  of  burst- 
ing bombs  died,  although  they  had  apparently 
suffered  no  injuries.  The  knowledge  of  what 
could  be  done  to  save  those  people  was  ac- 
quired the  hard  way  because  medical  science 
had  not  foreseen  such  a problem. 

The  threat  of  the  atom  bomb  is  at  least  now 
recognized  and  we  have  already  a growing 
body  of  knowledge  which  can  be  mastered 
while  an  emergency  is  still  remote. 

Surgery  Relieves  Some  Types  Of 
Severe  One-Sided  Headache 

Surgical  treatment  should  be  considered  for 
persistent  and  severe  one-sided  headaches 
after  drugs  or  other  conservative  measures 
have  failed  to  bring  relief,  according  to  Wal- 
ter G.  Haynes  Jr.,  M.  D.,  Birmingham,  Ala., 
writing  in  the  February  21  issue  of  The  Jour- 
nal of  the  American  Medical  Association. 

Dr.  II  aynes  reports  that  87  per  cent  of  the 
47  patients  to  whom  he  has  given  such  treat- 
ment have  received  lasting  relief.  Conserva- 
tive treatment  afforded  relief  in  only  32  per 
cent  of  25  other  cases. 

The  pure  migraine  headache  is  not  the  type 
for  which  he  recommends  surgery,  although 


the  symptoms  often  resemble  those  of  mi- 
graine. He  classifies  his  patients’  headaches 
as  follows: 

1.  Severe  pain  in  which  the  blood  vessels 
in  one  of  the  temples  are  constricted. 

2.  Pain  that  travels  up  over  a nerve  in  the 
back  of  the  skull,  then  along  the  arteries  of 
one  of  the  temples  and  the  arteries  close  to 
the  temple,  on  the  inside  of  the  skull. 

3.  Inflammation  of  the  nerve  roots  in  the 
neck  due  to  mechanical  pressure  on  a nerve 
in  the  back  of  the  skull. 

Dr.  Haynes  believes  that  all  three  types  of 
headache  are  caused  by  sympathetic  pain  fibers 
accompanying  the  artery  which  starts  at  about 
the  level  of  the  neck  and  gives  off  many 
branches  to  the  face  and  skull.  (The  areas  of 
pain  described  are  covered  by  these  branches.) 

Surgical  treatment  consists  of  cutting  out 
a part  of  the  offending  arterial  branches  or, 
in  the  third  type  of  headache,  removing  part 
of  the  sensitive  nerve  in  the  back  of  the  skull. 
The  sympathetic  pain  fibers  are  thus  kept  di- 
vided. 

“Neither  of  these  procedures  is  hazardous,” 
Dr.  Haynes  writes,  “and  in  trained  hands  they 
do  not  constitute  any  danger  to  the  patient's 
life  or  allow  any  untoward  sequelae.  There 
have  not  been  any  fatalities  in  this  series.” 


Issue  Postage  Stamp  Commemorating 
A.M.A.  Centennial,  June  9 

Postmaster  General  Robert  E.  Hannegan 
has  approved  the  issuance  of  a commemorative 
postage  stamp  honoring  the  doctors  of  Amer- 
ica. 

The  special  stamp  will  be  of  the  three-eent 
variety  and  will  be  placed  on  sale  on  June  9 
on  the  occasion  of  the  100th  anniversary  of 
the  founding  of  the  American  Medical  Asso- 
ciation. 

“In  so  honoring  the  American  doctor,”  Mr. 
Hannegan  said,  “we  are  paying  tribute  to  the 
men  and  women  of  medicine  who  devote  their 
lives  to  the  cause  of  humanity.  Alleviation 
of  pain  and  suffering  and  the  betterment  of 
mankind  is  their  creed.  The  contribution 
which  they  have  made  to  our  national  life  is 
one  of  which  all  Americans  can  be  proud  and 
grateful.  ’ ’ 

Details  as  to  the  place  of  sale  and  descrip- 
tion of  the  stamp  will  be  announced  later. 
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. . a considerable  reservoir  of 
unsuspected  and  unreported 
amebiasis  has  been  brought  back 

O 


to  the  United  States . . . 


Urging  clinicians  and  roentgenologists  to  be  on  the  alert 
for  signs  of  this  disease,  Wilbur  and  Camp2  note  the  frequency 
with  which  the  radiologist  finds  unsuspected  lesions, 
ultimately  diagnosed  as  amebiasis. 

Diodoquin  . . . high-iodine-containing  amebacide  . . . 

“is  a valuable  addition  to  the  therapeutic  remedies  available 
for  the  treatment  of  this  insidious  and  intractable  disease.”3 

Diodoquin  may  be  employed  in  acute  or  latent  forms 
of  amebiasis.  Relatively  nontoxic,  well  tolerated, 

Diodoquin  does  not  produce  unpleasant  purgation 
and  may  be  administered  over  prolonged  periods. 


DIODOQUIN 

(5,7- diiodo-8-hydroxyquino  line) 


1.  Editorial:  The  Problem  of  Amebiasis,  J.A.M.A.  134 :1095 
( July  26)  1947. 

2.  Wilbur,  D.  L.,  and  Camp,  J.  D.:  Amebic  Disease  of  the 
Cecum:  Clinical  and  Radiological  Aspects,  Gastroenter- 
ology 7:535  (Nov.)  1946. 

3.  Morton,  T.  C.  St.  C. : Diodoquin  for  Chronic  Amoebic  Dys- 
entery in  Service  Personnel  Invalided  from  India,  Brit.  M.J. 
1:831  ( June  16)  1945. 


SEARLE 

RESEARCH 
IN  THE  SERVICE 
OF  MEDICINE 


Diodoquin  is  the  registered  trademark  of 
G.  D.  Searle  & Co.,  Chicago  80,  Illinois. 
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milk  that  is 

.better  for  babies 


Because  it  is  easier  for  their  small  stomachs 
to  digest,  babies  thrive  on  Sealtest  Homog- 
enized Vitamin  D Milk.  The  food  particles 
have  been  broken  up  and  distributed 
through  the  bottle  . . . 400  U.S.P.  units  of 
vitamin  D have  been  added  to  aid  in  the 
assimilation  of  calcium  and  phosphorus 
. . . and  it  has  been  pasteurized  at  un- 
usually high  temperatures  so  that  it  will 
stay  fresh  longer.  It’s  milk  you  can  recom- 
mend with  confidence. 


AGAIN 


• Torpedoed  on  the  Murmansk  run 
— nearly  frozen  to  death  in  an  open  boat — both 
legs  lost  below  the  knee — ex-Merchant  Marines 
Michael  McCormick  and  William  Morris  walked 
unaided  in  three  weeks.  They  could  look  for- 
ward with  certainty  to  leading  a normal  life 
again.  To  these  men,  as  to  thousands  of  other 
Hanger  wearers,  the  phrase  “Hanger  is  a sym- 
bol of  help  and  hope"  is  a concrete  truth  proven 
by  every  day  of  their  future  lives. 


THEY 

CAN 

WALK 


■HANGERS 


ARTIFICIAL. 
LIMBS* 


334-336  N.  13th  Street 
Philadelphia  7,  Penn. 


These  important 
Rh  SERVICES 
are  now  available 

1.  Rh  testing,  including  Rh  typing, 
tests  for  Rh  antibodies,  and  ti- 
trations. 

( Blood  specimens  can  be  submitted, 
by  mail.) 

2.  Anti-Rh  serum  for  rapid  slide 
testing. 

3.  High  titer  anti-A  and  anti-B 
blood  typing  sera. 

4.  Rh  negative  blood  of  all  types, 
distributed  under  U.  S.  Govern- 
ment License  No.  139. 

For  complete  information  write  to: 

THE  PHILADELPHIA 
SERUM  EXCHANGE 

A non-profit  organization 

1740  Bainbridge  Street 
Philadelphia  46,  Pa. 
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NEWSPAPER 

and 

PERIODICAL 

PRINTING 

* 

An  important  branch 
of  our  business  is  the 
printing  of  all  kinds 
of  weekly  and  monthly 
papers  and  magazines 

The  Sunday  Star 

Printing  Department 

Established  1881 


The  Delaware  State 
Society  For 
Mental  Hygiene, 
Inc. 


The  Delaware  State  Society  for 
Mental  Hygiene,  Inc.,  located  at  1308 
Delaware  Avenue,  Wilmington  19, 
Delaware 


ACCIDENT  • HOSPITAL  • SICKNESS 

INSURANCE 


For  Physicians,  Surgeons,  Dentists  Exclusively 


$5,000.00  accidental  death  $8.00 

$25.00  weekly  indemnity,  accident  and  sickness  Quarterly 


$10,000.00  accidental  death  $16.00 

$50.00  weekly  indemnity,  accident  and  sickness  Quarterly 

$15,000.00  accidental  death  $24.00 

$75.00  weekly  indemnity,  accident  and  sickness  Quarterly 

$20,000.00  accidental  death  $32.00 

$100.00  weekly  indemnity,  accident  and  sick-  Quarterly 
ness 

ALSO  HOSPITAL  EXPENSE  FOR  MEMBERS, 
WIVES  AND  CHILDREN 


85c  out  of  each  $1.00  gross  income  used  for 
members’  benefits 


$3,000,000.00  $15,000,000.00 

INVESTED  ASSETS  PAID  FOR  CLAIMS 

$200,000.00  deposited  with  State  of  Nebraska  for  protection 
of  our  members. 

Disability  need  not  be  incurred  in  line  of  duty — benefits 
from  the  beginning  day  of  disability 

PHYSICIANS  CASUALTY  ASSOCIATION 
PHYSICIANS  HEALTH  ASSOCIATION 

46  years  under  the  same  management 

400  First  National  Bank  Building  • Omaha  2,  Nebraska 


Baynard  Optical 
Company 

Prescription  Opticians 

We  Specialize  in  Making 
Spectacles  and  Lenses 
According  to  Eye  Physicians' 
Prescriptions 


5th  and  Market  Sts. 
Wilmington,  Delaware 
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Matlack  Building 

the  Marshall  Square  sanitarium 

WEST  CHESTER,  PENNA. 


FOR  CHRONIC 
DISEASES 
AND 

PSYCHIATRIC 

PATIENTS 

Everett  Sperry  Barr,  M.D. 
Director 

I.  M.  Waggoner,  M.D. 
Medical  Director 


A recognized  hospital  of  120  beds 

T 

A . HE  housing  facilities  provide  for  group- 
ing of  different  types  of  patients.  12  build- 
ings and  6 acres  ground  in  West  Chester, 
farms  of  400  acres  with  appropriate  build- 
ings three  miles  from  West  Chester. 

Physiotherapy,  occupational  and  recrea- 
tional therapy,  shock  therapy  when  indi- 
cated, medical  and  nursing  supervision  are 
included  in  the  weekly  rates. 

Resident  psychiatrist.  Medical  Director. 
Adequate  medical  .staff . Clinical  laboratory. 


April,  1948 


Delaware  State  Medical  Journal 


xxiii 


Freihofer's 

Physicians'  and  Surgeons' 

Liability  Insurance 

Enriched 

at 

Perfect  Bread 

Low  Group  Rates 

This  office  writes  the  Group  Profes- 

Vitamins 

sional  Liability  policy  for  the  New 
Castle  County  Medical  Society.  You 
may  avoid  unpleasant  situations  and 

Iron 

heavy  expense  by  becoming  insured 

Minerals 

under  this  group  plan.  Group  rates 
are  lower.  Write  or  phone  for 
complete  information. 

• 

J.  A.  Montgomery,  Inc. 

Fresh  from  the  oven 

Du  Pont  Building 

Phone  6561  Wilmington 

made  in  Wilmington 

If  it's  insurable  ice  can  insure  il 

CARE . . . 

A Wilson  Home  Freezer 

in  Compounding 

for  healthful,  luxurious  living 

The  moment  a patient  places  your  prescription 
in  the  hands  of  a pharmacist,  that  pharmacist 
becomes  the  guardian  of  your  professional  repu- 
tation. Thus  it  is  imperative  to  you,  Doctor, 
to  know  that  your  prescriptions  are  compounded 
with  skill  and  care. 

• • O 

Models  from  6 cu.  ft.  to  60  cu.  ft. 
on  display  at 

Because  many  of  your  colleagues  know  that  our 
prescription  departments  employ  only  conscien- 

Diamond  Ice  & Coal  Co. 

tious,  skilled,  registered  pharmacists  ■ — • stock 
the  more  dependable  drugs,  chemicals  and 

H27  Market  Street 

pharmaceutical  specialties  — use  the  latest  and 

most  exquisitely  accurate  equipment  - — and 
dispense  precisely  compounded,  double-checked 

Blankets  — Sheets  — - Spreads  — 

prescriptions,  they  often  direct  their  patients 
to  us.  You're  invited  to  join  this  group. 

We  welcome  all  recommendations  and  assure 
the  medical  profession  that  their  patients  are 

Linens  • — Cotton  Goods 

served  promptly,  courteously,  at  fair  prices  and 
with  professionally  precise  prescriptions. 

Rhoads  & Company 

ECKERD'S 

Hospital  Textile  Specialists  Since  1S91 

Manufacturers  ■ — • Converters 

DRUG  STORES 

Direct  Mill  Agents 
Imports  - — ■ Distributors 

723  Market  Street  — 513  Market  Street 

MAIN  OFFICE 

900  Orange  Street 

401  North  Broad  Street,  Philadelphia,  Pa. 
FACTORY 

Wilmington,  Delaware 

Philadelphia,  Penna. 
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Enjoy  instant,  plentiful  hot  water 


For  downright  conven- 
ience, comfort  and  health 
of  your  family  — you 
should  have  an  ample, 
reliable  supply  of  hot 
water  ! With  an  Auto 
matic  Gas  Water  Heat 
er  in  your  Home,  you're 
sure  of  all  the  hot  water 
you  want,  when  you  want 
it.  For  lightening  house- 
hold tasks,  bathing, 
cleaning,  dishwashing,  laundering  and  many 
other  uses.  Besides,  you  save  time  and  worry, 
for  you're  sure  of  constant  water  tempera- 
tures at  low  cost.  Arrange  for  the  installation 
of  an  Automatic  Gas  Water  Heater  in  your 
home  now.  Ask  your  Plumber,  or  stop  in  to 
see  us. 


DELAWARE  POWER  £ LIGHT  CO. 


With  an  Automatic  Gas 

WATER  HEATER 


nord&us 

acc.w.s  PAT.  OM 

ICE  CREAM 


Garrett,  Miller  & 
Company 

Electrical  Supplies 
Heating  and  Cooking  Appliances 
G.  E.  Motors 

N.  E.  Cor.  4th  and  Orange  Sts. 
Wilmington  - - - - Delaware 


A Store  for  . . . 

Quality  Minded  Folk 
Who  are  Thrift  Conscious 

LEIBOWITZ'S 

224-226  MARKET  STREET 

Wilmington,  Delaware 
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PARKE 

Institutional  Supplier 
Of  Fine  Foods 

€ 

COFFEE  TEAS 

SPICES  CANNED  FOODS 

FLAVORING  EXTRACTS 

• 

L.  H.  Parke  Company 

Philadelphia  - Pittsburgh 


i t 

\J\Je  maintain 
prompt  city-wide 
delivery  service 
for  prescriptions. 

■si 

*■ 

CAPPEAU’S 

Drug  Stores  of  Service 

DELAWARE  AVE.  at  DUPONT  ST. 
Dial  8537 

30TH  & MARKET  STREETS 
Dial  2-0952 


VA.LBNTII4BS 

\/ALSPAR 

V HOUSE  PAINT 

WHOLESALE  DISTRIBUTORS 

VALSPAR  PRODUCTS 


ALSO  EVERYTHING  THE  HOSPITAL 
MAY  NEED  IN: 

HARDWARE 
JANITOR  SUPPLIES 
CHINA  WARE 
ENAMEL  WARE,  ETC. 


Delaware  Hardware 
Company 

HARDWARE  SINCE  1822 
2nd  & Shipley  Sts.  Wilmington,  Del. 


FRAIM'S  DAIRIES 

Distributors  of  rich  Grade  "A"  pas- 
teurized Guernsey  and  Jersey  milk 
testing  about  4.80  butter  fat,  and 
rich  Grade  "A"  Raw  Guernsey  milk 
testing  about  4.80.  This  milk  comes 
from  cows  which  are  tuberculin  and 
blood  tested. 

Try  our  Sunshine  Vitamin  "D"  milk, 
testing  about  4 per  cent,  Cream 
Buttermilk,  and  other  high  grade 
dairy  products. 

VANDEVER  AVE.  & LAMOTTE  ST. 

Wilmington,  Delaware 
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Handle  More  Cases 

with  extra  time  and 
attention  for  patients 
using  the 

WEBSTER-CHICAGO 

Electsurnlc  7ftamjyu/ 

WIRE  RECORDER 


Enjoy  extra  time — get  more  done!  Record 
important  office  and  clinic  calls.  Transfer 
information  later  to  patients’  cards. 

The  Webster-Chicago  Electronic  Mem- 
ory Wire  Recorder  comes  complete  with 
microphone,  3 spools  of  wire.  It  plugs  into 
an  AC  outlet  ready  to  record  or  listen. 
Recordings  can  be  erased  and  reused  thou- 
sands of  times  without  loss  of 
fidelity.  See  it  demonstrated 
or  send  for  booklet! 


WEBSTER-CHICAGO 

5610  Bloomingdale  Avenue  Dept.  M-6 

Chicago  39,  Illinois 

(lentlemen:  Send  (he  Free  Booklet  on  the  Webster- 
Chicago  FAectronic  Memory  Wire  Recorder.  No 
obligation,  of  course. 

Name 


Address. 

City 


Zone  . . . . State . 


DAN  FORTH 
DRUG  STORE  Inc. 

DRUGGIST S 

Agents  for  all  the 

Principal  Biological, 
Pharmaceutical  and 
General  Hospital 
Suppl  ies 

Full  and  Fresh  Stock 
Always  on  Hand 

* 

We  Feature  CAMP  Belts 
fitted  by  a graduate 
of  the  Camp  school 

» 

Expert  Fitters  of  Trusses 

Specialists  in  Filling  Prescriptions 

A 

124  Market  Street 
Wilmington,  Del. 
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Have  a Coke 


Coke  = Coca-Cola 
“Coca-Cola”  and  its  abbreviation 
“Coke”  are  the  registered  trade 
marks  which  distinguish  the  prod 
uct  of  The  Coca-Cola  Company, 


i 1946  The  C-C  C©. 


This  baby’s  mother  learned 
about  Mead’s  Oleum  Percomor- 
phum  from  her  physician,  not  from 
public  advertising  or  displays. 

"Servant us  Fidem” 


Not  very  much:  (l)  When  the  baby  is  bun- 
dled to  protect  against  weather  or  (2)  when 
shaded  to  protect  against  glare  or  (3)  when 
the  sun  does  not  shine  for  days  at  a time. 
Mead’s  Oleum  Percomorphum  is  a pro- 
phylactic against  rickets  available  365| 
days  in  the  year,  in  measurable  potency  and 
in  controllable  dosage.  Use  the  sun,  too. 


! H L N.Y. 
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BACKGROUND 

Three  Decades  of  Clinical  Experience 

THE  use  of  cow’s  milk,  water  and  carbohydrate  mix- 
tures represents  the  one  system  of  infant  feeding  that 
consistently,  for  over  three  decades,  has  received  universal 
pediatric  recognition.  No  carbohydrate  employed  in  this 
system  of  infant  feeding  enjoys  so  rich  and  enduring  a 
background  of  authoritative  clinical  experience  as  Dextri- 
Maltose. 

DEXTRI-MALTOSE  No.  1 (with  2%  sodium  chloride),  for  normal  babies. 

DEXTRI-MALTOSE  No.  2 (plain,  salt  free),  permits  salt  modifications  by  the  physician. 
DEXTRI-MALTOSE  No.  3 (with  3%  potassium  bicarbonate),  for  constipated  babies. 

These  products  are  hypo-allergenic. 

DEXTRI-MALTOSE 


Please  enclose  professional  card  when  requesting  samples  of  Mead  Johnson  products  to  cooperate  in  preventing  their 

reaching  unauthorized  persons 

Mead  Johnson  & Company,  Evansville,  Ind„  U.  S.  A. 


THEELIN: 


continuing 


Naturally  occurring 


THEELIN  is  a naturally  occurring  estrogen.  It  is  well  tolerated  and 
can  be  administered  without  significant  side  reactions  or  untoward  effects. 


THEELIN  is  a pure  crystalline  estrogen.  Since  it  is  not  a mixture 
and  does  not  contain  extraneous  substances,  its  physiologic  effectiveness  is 


I 
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Experience  is  the  Best  Teacher 


Camillo  Golgi  (1844-1926) 
proved  it  in  neurology 

Golgi  is  best  remembered  today  for  his  detailed  investi- 
gations of  the  finer  microscopic  structures  of  the  nervous 
system.  Golgi's  improved  methods  for  staining  nerve  cells 
and  fibres,  as  well  as  his  own  histologic 
experiences,  assisted  in  the  development 
of  the  clinical  study  of  neurology. 


R.  J.  Reynolds  Tobacco  Company 
Winston-Salem,  N.  C. 


Experience  is  the  best  teacher  in  cigarettes , tool 


With  millions  of  smokers  who  have  tried  and  compared 
different  brands  of  cigarettes,  Camels  are  the  “choice  of 
experience.”  Try  Camels!  See  how  your  taste  welcomes 
the  rich  flavor  of  Camel’s  choice,  properly  aged,  expertly 
blended  tobaccos.  See  if  your  throat  doesn’t  find  Camel’s 
cool  mildness  mighty  pleasing. 

Yes!  Let  your  own  experience  tell  you  why  more  people 
are  smoking  Camels  than  ever  before. 


Aooortlintf  to  a -Xuti o n iri rfe  siirwij: 

More  Doctors  Smoke  CAME1S 

than  any  other  cigarette 

T1  iree  leading  independent  researeli  organizations  in  a nationwide  survey  asked  113,597  doctors 
what  cigarette  they  smoked.  The  brand  named  most  was  Camel! 
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From  the  day  that  powerful,  short-acting  Pentothal 
Sodium  was  first  introduced  by  Abbott  in  1934,  the 
index  of  reports  on  its  use  for  intravenous  anesthesia 
has  grown  rapidly.  Coming  from  every  corner  of  the 
globe,  from  every  land  in  which  modern  surgery  is  prac- 
ticed, the  file  of  literature  on  Pentothal  Sodium  now 
lists  more  than  1070  reports,  90  of  which  were  published 
last  year.  This  worldwide  record — impressive  tribute 
to  an  anesthetic  developed  by  a single  commercial  lab- 
oratory— covers  every  ph  ase  of  the  use  of  Pentothal 
Sodium:  indications  and  contraindications,  advantages 
and  disadvantages,  techniques  of  administration  and 
precautions  to  be  observed.  With  such  a guide,  Pen- 
tothal Sodium  can  be  employed  for  intravenous  anes- 
thesia safely,  effectively  and  conveniently.  Interested  in 
more  information  about  this  product?  Just  drop  a line 
to  Abbott  Laboratories,  North  Chicago,  Illinois. 

FOR  INTRAVENOUS  ANESTHESIA 


Pentothal 


Sodium 


(STERILE  THIOPENTAL  SODIUM,  ABBOTT) 


A NEW  MOTION  PICTURE  FILM  on  the  uses  and 
limitations  of  Pentothal  Sodium  anesthesia  in  ob- 
stetrical procedures  is  available  to  medical  groups. 
Write  to  Abbott  Laboratories,  North  Chicago,  III. 
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When  life  is  measured  in  days 

Not  years,  nor  months,  but  days  measure  the  life  of  a new-born  infant. 
And  during  the  first  30  days  when  infant  mortality  is  at  its  highest, 
every  effort  must  be  made  to  minimize  the  hazards  to  life.  At  this  crit- 
ical time,  the  right  start  on  the  right  feeding  can  be  of  vital  importance. 

'Dexin'  has  proved  an  excellent  "first  carbohydrate."  Because  of  its  high 
dextrin  content,  it  (1)  resists  fermentation  by  the  usual  intestinal  or- 
ganisms; (2)  tends  to  hold  gas  formation,  distention  and  diarrhea  to  a 
minimum,  and  (3)  promotes  the  formation  of  soft,  flocculent,  easily 
digested  curds. 

Readily  prepared  in  hot  or  cold  milk,  'Dexin'  brand  High  Dextrin  Carbo- 
hydrate is  palatable  but  not  too  sweet.  'Dexin'  does  make  a difference. 


‘Dexin’ 


HIGH  DEXTRIN  CARBOHYDRATE 


BRAND 


.omposition — Dextrins  75%  • Maltose  24%  • Mineral  Ash  0.25%  • Moisture 
0.75%  • Available  carbohydrate  99%  • 115  calories  per  ounce  • 6 level  packed 
tablespoonfuls  equal  1 ounce  • Containers  of  twelve  ounces  and  three  pounds  • 
Accepted  by  the  Council  on  Foods  and  Nutrition,  American  Medical  Association. 

‘Dexin’  Rey.  Trademark 


Literature  on  request 

BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,  9 & 11  East  41st  St.,  New  York  17,  N.  Y. 
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" the  substance 


from  which 
they  obtain  the 
greatest  comfort ... 


“Some  patients  are  relieved  of 
hot  flushes  hij  synthetic  drugs, 
but  fail  to  obtain  quite  the  sense  of 
well-being  they  experience  when  given 
natural  estrogens;  there  is  no  reason  to 
deny  these  patients  the  substance  from 
which  they  obtain  the  greatest  comfort.’’* 1 


Amniotin,  Squibb  complex  of  nat- 
ural mixed  estrogens,  does  more  than 
relieve  climacteric  flushes  and  sweat- 
ing. The  patient  not  only  experiences 
a feeling  of  well-being,  but  increased 
strength  and  vigor  and  “a  greater 
sense  of  general  relief,  exclusive  of 
the  amelioration  of  hot  flashes.”2 
These  advantages,  long  attributed  to 
natural  estrogens,  are  attained  with 
Amniotin  therapy. 

Amniotin  is  well  tolerated.  It  is  read- 
ily metabolized  by  the  body,  and 


detoxified  by  the  liver.  Moreover, 
the  natural  estrogens  in  therapeutic 
doses  are  less  likely  to  induce  meno- 
pausal bleeding  or  hyperplasia  of 
the  endometrium.3 
Whether  symptoms  are  mild,  mod- 
erate or  severe,  oral  and  intramuscu- 
lar forms  of  Amniotin  in  a variety  of 
potencies  fulfill  every  need.  Capsule 
suppositories  are  also  available. 

BIBLIOGRAPHY : 

1.  Texas  Stale  ].  Med.  SI  MS  ( Apr.)  194 7. 

2.  J.  Clin.  Endo.  3.89  (Eel,.)  1943. 

3.  J.A.M.,4.  131  1141  (July  26)  1947. 


COMPLEX  OF  NATURAL  MIXED  ESTROGENS 


Squibb 

MANUFACTURING  CHEMISTS  TO  THE  MEDICAL  PROFESSION  SINCE  1853 
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to  help  vanquish  depression  marked  by 
“morning  tiredness” 

Many  depressions  are  marked  by  morning  tiredness,  inertia,  lassitude 
and  retardation.  'Benzedrine’  Sulfate,  taken  on  awakening,  frequently 
helps  to  lift  the  patient  "over  the  hump”  of  the  early  hours. 
Benzedrine  Sulfate — where  it  shortens,  eases,  or  even  eliminates  the 
patient’s  struggle  with  depression — may  improve  the  tone  of  his  entire 
day.  While  not  always  effective,  Benzedrine  Sulfate  therapy  certainly 
merits  a fair  clinical  trial  in  depression  marked  by  morning  tiredness. 

Tablets  Capsules  Elixir 


Benzedrine*  Sulfate 


One  of  the  fundamental  drugs  in  medicine 


•t.m.reg.u.s.pat.off.  for  racemic  amphetamine  sulfate#s.k.f. 


ORAL  ESTROGEN 


ESTINYL 


(ethinyl  estradiol) 


CORPORATION 

IN  CANADA,  SCIJERING  CORPORATION  LIMITED,  MONTREAL 


“ specially  active  . . . giving 
extraordinarily  good  results 
by  oral  administration  . . ,ni 


Un  rivaled  potency  permits  minute 
dosage — measured  in  hundredths 
of  a milligram — for  rapid 
alleviation  of  menopausal  distress 
and  other  estrogen-deficient  states. 
Rarity  of  side  reactions  is  noteworthy 
in  therapeutic  dosage.  Promotion  of 
a gratifying  sense  of  well-being  is  a 
conspicuous  feature  of  Estinyl  ther- 
apy. Low  cost  permits  the  prescription 
of  Estinyl*  to  any  office  patient  for 
potent,  highly  effective,  well-tolerated, 
oral  estrogen  therapy. 


DOSAGE: 

One  Estinyl  Tablet  of  0.02  mg. 
daily.  Severe  cases  two  to  three 
tablets  a day  or  0.05  mg.  as 
required;  the  dosage  being  re- 
duced as  symptoms  subside. 

ESTINYL  (ethinyl  estradiol) 
Tablets  of  0.02  mg.  (buffi  or 

0. 05  mg.  I pink  I , in  bottles  of 
100,  250  and  1000.  Estinyl 
Liquid,  0.03  mg.  per  4 cc.,  in 
bottles  of  4 and  16  oz. 

1.  Zondek,  H.  : The  Diseases  of  The  Endocrine 
Glands,  ed.  4 (Second  English),  Baltimore, 
Williams  & Wilkins  Company.  1944,  p.  421. 


ESTINYL 
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builds  husky  babies 


Protein  in  S-M-A  is  complete  and  adequate.  It  is  present  in  the  same  pro- 
portion as  in  breast  milk.  Protein  in  S-M-A  is  utilized  for  growth. 

Because  the  fat  and  carbohydrate  in  S-M-A  are  perfectly  balanced 
(as  in  human  milk)  to  supply  necessary  energy,  the  protein  element  in 
the  formula  is  available  for  its  own  special  purpose — the  building  of  tissue. 
Thus  growth  factors  are  not  robbed  to  supply  caloric  requirements. 

S-M-A  closely  approximates  mother's  milk. 


The  S-M-A  formula  is  irell  suited  to 
modification , as  the  physician  may 
wish , for  special  feeding  problems. 


i 
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• Nor  do  all  little  children  reach  optimal  height. 


Nutritional  elements  absolutely  essential  to  optimal 
growth  and  function  are  today  available  in  convenient 
economical  forms.  Vitamins  D and  A — alone  or  com- 
bined with  other  growth  and  health  promoting  vitamins 
— are  provided  in  potencies  suited  to  supplementation, 
maintenance,  and  prophylaxis  through  infancy,  child- 
hood, adolescence,  and  adulthood,  for  as  long  as  growth 
and  life  persist. 


Upjohn 


fine  pharmaceuticals  since  1886 


Upjohn  Vitamins 
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The  advice  is  always  “SEE  YOUR  DOCTOR” 

To  an  audience  of  over  23  million  people,  in  LIFE  and  other 
national  magazines,  Parke,  Davis  & Co.  presents  the  message  shown 
below.  This  is  the  211th  advertisement  in  the  campaign  in  behalf 
of  the  medical  profession,  published  continuously  since  1928. 

A reproduction  in  full  color  will  be  sent  on  request. 

Write  Parke,  Davis  & Company,  Detroit  32,  Mich. 


Some  things  you  should  know  about  reducing  your  weight 


No.  211  in  a series  of  messages  from  Parke,  Davis  & Co. 
on  the  importance  of  prompt  and  proper  medical  care. 


WKk m i is  an  accepted  medical  fact  that  excess 
El ill  weight  can  impair  your  health  and  effi- 
ciency. and  possibly  shorten  your  life 

One  person  s proper  weight  may  be  quite 
different  from  another's,  however— even  though 
their  height  and  age  are  approximately  the 
same.  A large-boned,  muscular  person,  for  in- 
stance. should  weigh  considerably  more  than  a 
small-boned  person  of  the  same  height  and  age. 

Mow  much  you  should  weigh  is  something 
to  leave  up  to  your  doctor.  Only  your  doctor 
can  accurately  judge  whether  your  weight  is 
within  normal  limits,  or  whether  a loss  or  gain 
in  weight  is  medically  advisable. 

7/  your  doctor  tells  you  that  you  weigh  more 
than  you  should,  it's  just  good  sense  to  do 
something  about  it  under  his  supervision. 
To  undertake  a weight-reducing  program 
without  proper  medical  guidance  is  a foolish, 
and  often  dangerous,  thing  to  do. 

1 1 would  be  pleasant  if  there  were  some 
simple  pill  which  would  automatically  and 
safely  reduce  your  weight  with  no  effort  on 
your  part.  Unfortunately,  no  such  remedy  ex- 
ists. So-called  "reducing  pills,"  taken  without 
a physician's  advice,  are  usually  valueless  and 
may  be  dangerous. 

One  type  of  pill,  for  instance,  will  cause 
you  to  lose  weight— but  only  for  a day  or 
two!  Its  action  is  to  remove  water  from  body 
tissues,  thus  lowering  your  weight.  But  as  soon 
as  the  water  is  replaced,  the  extra  pounds 
are  back  again. 

Another  thing  to  beware  of.  in  an  effort  to 
lose  weight,  is  any  sort  of  faddist  diet. 

A liquid  diet  may  often  be  just  as  fattening 
as  a normal  one.  A diet  which  concentrates 
on  a particular  food,  and  excludes  most  other 
foods,  may  deprive  you  of  nutritive  elements 
essential  to  the  maintenance  of  good  health. 


SEE  YOUR  Doctor.  Let  him  decide  whether 
you  should  lose  weight,  how  much  you  should 
lose,  and  how  quickly.  Let  him  tell  you  how 
you  can  do  it  without  starving  yourself,  with- 
out risking  your  health.  He  can  recommend  a 


well-balanced  diet.  He  can  advise  you  about 
exercise.  If  lie  thinks  medication  will  be  help- 
ful in  your  case,  follow  his  instructions  about 
dosage  exactly.  His  advice  is  the  only  advice  you 
can  trust  in  matters  that  concern  your  health. 


Makers  of  medicines  prescribed  by  physicians 


Research  and  Manufacturing 
laboratories,  Detroit  32,  Mich. 


COPYRIGHT  sue,  PARKE.  OAVIS  & COMPANY 
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The  Seol  of  Acceptance  denotes  that 
the  nutritional  statements  made  in 
this  advertisement  are  acceptable  to 
the  Council  on  Foods  and  Nutrition 
of  the  American  Medical  Association. 


#£0ICAI 


HOW  MANY  LIKE  HIM 
ARE  YOUR  PATIENTS? 


FOR  EACH  OF  THEM 
7,500  HOGS  ARE  NEEDED 

It  takes  one  ounce  of  crystalline 
insulin  to  provide  40  units  per  day 
for  40  years.  To  make  one  ounce  of 
insulin,  the  pancreatic  glands  from 
7,500  hogs  or  1,500  cattle  are  needed. 
Insulin  and  other  glandular  medicinals 
are  available  to  your  patients  only 
because  the  meat  packers  of  America 
save  the  pancreatic  and  other  glands 
for  pharmaceutical  purposes.  Without 
an  adequate  livestock  population, 
serious  and  even  life  threatening  short- 
ages of  these  drugs  would  develop. 


AMERICAN  MEAT  INSTITUTE 


Main  Office.  Chicago  . . . Members  Throughout  The  United  States 
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prolonged  action  The  effect  of  each  application  of  Privine  provides  two  to  six  hours  of  nasal 
comfort,  thus  avoiding  the  inconvenience  of  frequent  re-application. 


bland  and  non-irritating  Privine  is  prepared  in  an  isotonic  aqueous  solution  buffered  to  a pH 
of  6.2  to  6.3.  Artificial  differences  in  osmotic  pressure  between  solution  and  epithelium 
are  avoided;  stinging  and  burning  are  usually  absent. 

relatively  free  from  systemic  effects  Although  a sedative  effect  is  occasionally  noted  in 
infants  and  young  children  — usually  after  gross  overdosage  — Privine  is 
generally  free  of  systemic  effect.  The  absence  of  central  nervous  stimulation  permits 
the  use  of  Privine  before  retiring  without  interfering  with  restful  sleep. 

• CIBA  PHARMACEUTICAL  PRODUCTS.  INC.,  SUMMIT.  NEW  JERSEY 


Privine  0.05  per  cent  for  all  prescription  purposes;  0.1  per  cent  strength  reserved  for  office  procedures 


PRIVINE  (brand  of  naphazoline)  Trade  Mark  Reg.  LI.  S.  Pat. Off. 
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SPRAY  DRIED 
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HOMOGENIZED 
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No  advertising  or  feeding  directions  except  to  physicians 
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Check  the  coupon 
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middle  age 


pleasurable  living 


Perhaps,  at  no  o the'  time  does  a woman  need  reassurance  so 

much  as  during  the  trying  period  of  the  meno- 
pause when  physical  and  emotional  instability 
threaten  her  feeling  of  security. 

Equanimity  of  spirit  and  body  may  often  be 
restored  with  " Premarin ."  This  naturally 
j tt1  occurring,  orally  active  estrogen  offers 

many  advantages  but  undoubtedly  one  of 

X*  


tk 


the  most  gratifying  effects  of  therapy  is  the 
"sense  of  well-being"  usually  expressed  by 
the  patient. ..the  "plus"  in  " Premarin " which 
gives  the  woman  in  the  climacterium  a new 
lease  on  pleasurable  living. 

To  adapt  estrogen  treatment  to  the  individual  needs 
of  the  patient  three  " Premarin " dosage  forms  are 
available:  tablets  of  2.5  mg.,  1 .25  mg.  and  0.625  mg.; 
also  liquid  0.625  mg.  in  each  4 cc.  (I  teaspoonful]. 

While  sodium  estrone  sulfate  is  the  principal  estrogen  in 
"Premarin,"  other  equine  estrogens.. .estradiol,  equilin, 
equilenin,  hippulin ...are  probably  also  present  in  varying 
amounts  as  water  soluble  conjugates. 


1 


CONJUGATED  ESTROGENS  (equine)  .... 

Ayerst,  McKenna  & Harrison  Limited  22  East  40th  Street,  New  York  16,  New  York 
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ciliary 

activity  in 

COLDS 
SINUSITIS 
HAY  FEVER 


Ciliary  motion  carries  away  exudative  debris  in 
the  upper  respiratory  passages.  This  action 
should  not  be  inhibited  by  therapy  of  the 
common  cold,  sinusitis  or  hay  fever. 

The  isotonic  solutions  of  Neo-Synephrine  hydro- 
chloride permit  ciliary  function  to  continue  in 
an  efficient  manner,  while  congestion  is  reduced 
by  vasoconstriction. 


NEO-SYNEPHRINE 

HYDROCHLORIDE 

BRAND  OF  PHENYLEPHRINE  HYDROCHLORIDE 


Supplied  in  % % solution  (plain  and  aromatic),  1 oz. 
bottles.  Also,  1 % solution  (when  greater  concentration  is 
required ),  1 oz.  bottles,  and  Vi  % water  soluble  jelly,  Ve  oz. 


INC. 


Neo-Synephrine,  trademark  reg.  U.S  & Canada. 


New  York  13 , N.  Y.  Windsor,  Ont. 


Welcome  Me/ 
from  Nasal  Congestion 


Occlusion  of  the  nasal  passages  contributes  greatly  to  the 
discomfort  of  patients  suffering  from  upper  respiratory  in- 
fections. Prompt,  long-lasting  relief  may  be  obtained  from 
the  administration  of  Solution  Tuamine  Sulfate’  (2- Amino- 
heptane  Sidfate,  Lilly).  Administered  by  spray  or  dropper, 
Solution  ‘Tuamine  Sulfate’  shrinks  the  nasal  mucosa  and 
permits  easy,  natural  breathing.  There  is  no  stimulation  of 
the  central  nervous  system,  nor  is  secondary  engorgement 
caused  by  the  routine  application  of  the  1 percent  solution. 
Prescribe  Solution  ‘Tuamine  Sidfate,’  1 percent,  for  home 
use.  The  2 percent  solution  is  recommended  for  office  pro- 
cedures in  which  maximum  shrinkage  is  required. 


ELI  LILLY  AND  COMPANY,  INDIANAPOLIS  6,  INDIANA,  U.  S.  A. 


Lilly  in  Canada 


A 15  x 12  reproduction  of  this  Edward  A.  W ilson  illustration  is  available  upon  request. 


since  Banting  and  Best’s  epochal  discovery  of 
Insulin,  Eli  Lilly  and  Company  has  worked 
closely  with  the  University  of  Toronto  research 
group.  Through  this  co-operative  exchange  of 
information,  the  initial  technical  problems  in- 
volved in  Insulin  extraction,  purification,  and 
standardization  were  worked  out  in  an  unbe- 
lievably short  time.  Continuing  efforts  of  both 
groups  working  together  have  led  to  important 
refinements  and  economies. 

Liaison  with  important  medical  research  cen- 
ters has,  as  in  the  case  of  Insulin,  speeded  up 
medical  progress,  saved  lives.  English  and 
Erench-speaking  Lilly  medical  service  represent- 


atives now  contact  over  8,000  Canadian  physi- 
cians. Every  physician  associated  with  medical 
research  is  given  the  opportunity  to  enlist  the  aid 
of  the  Lillv  Research  Laboratories.  Eli  Lilly  and 
Company  is  alert  to  bring  the  benefits  of  medical 
discoveries  everywhere  to  the  treatment  rooms 
of  medical  practitioners. 
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AN  APPROACH  TO  THE  PROBLEM 
OF  ALCOHOLISM 

C.  Nelson  Davis,  M.  D.,#* 
Philadelphia,  Pa. 

Dr.  George  H.  Gehrmann:1  Mr.  President 
and  Members  of  the  Society:  I am  not  here  to 

give  Dr.  Nelson  Davis’  talk,  but  I would  like  to 
make  just  a few  preliminary  remarks  before  intro- 
ducing him. 

Alcoholism  is,  always  has  been,  and  always  will 
be  a universal  and  worldwide  problem.  It  is  esti- 
mated that  eight  per  cent  of  the  population  are 
alcoholics.  By  that  I mean  they  have  reached  the 
stage  where  their  alcohol  interferred  with  their 
home  life,  their  social  life  and  their  business  life. 

In  my  association  with  industry  in  33  years.  I 
have  had  the  opportunity  of  seeing  numerous  cases 
of  alcoholism.  Taking  into  consideration  that  we 
have  had  supervision  of  up  to  200,000  people,  there 
would  be  quite  a number  of  alcoholics  in  the  group. 

I wish  to  make  it  clear,  in  view  of  a remark 
made  by  a lady  in  town  to  me  the  other  day,  who 
said,  “I  understand  you  have  so  many  drunks  in 
the  Du  Pont  Company  you  have  to  have  Alcoholics 
Anonymous.”  And  I said,  “We  have  drunks  in 
the  Du  Pont  Company,  yes,  but  we  don’t  have 
any  more  in  the  Du  Pont  Company  than  you  have 
in  any  other  group  of  people,  including  the  popu- 
lation of  Wilmington.” 

For  many  years  I struggled  with  the  problem 
of  the  alcoholic.  I saw  all  the  money  it  cost 
industry,  the  individual,  and  the  community.  My 
struggles  to  convert  or  to  cure  them  were  not  very 
successful.  About  five  years  ago  I interested  my- 
self in  AA.  From  that  point  on  I commenced  to 
learn  something  about  the  problem  of  alcoholism. 

Time  doesn’t  permit  that  1 tell  you  all  of  the 
things  I have  learned.  Suffice  it  to  say  that  with 
the  introduction  of  AA  to  our  Company  and  into 
this  community  there  has  been  astonishing  suc- 
cess. We  have  here  in  town  an  active  group  con- 
sisting of  as  fine  a group  of  people  as  you  will  meet 
anywhere,  who  have  been  cured  or  arrested- — • 
their  diseased  condition  has  been  arrested,  let’s 
put  it  that  way — because  I have  learned  to  recog- 
nize the  alcoholic  as  one  who  is  suffering  from 
a disease,  not  just  as  an  ordinary  cantankerous 
individual  who  insists  upon  drinking  because  he 
is  stubborn.  We  have  seen  a lot  of  people  made 
happy  and  useful  citizens. 

Dr.  Davis  has  very  kindly  consented  to  come 
down  to  talk  to  you  today  on  his  experiences  with 
the  problem  of  alcoholism. 

Dr.  Davis  is,  in  addition  to  what  President  Bird 
has  told  you  in  the  printed  program,  a visiting 
psychiatrist  for  the  Philadelphia  General  Hospital, 
Presbyterian  Hospital  and  the  Baby’s  Hospital. 
He  has  held  a commission  in  the  Navy  since  1936, 
during  which  time  he  has  practiced  psychiatry. 
So  without  further  ado,  I am  going  to  turn  the 
meeting  over  to  Dr.  Davis.  We  have  brought  along 


1MedicaI  Director,  E.  I.  du  Pont  de  Nemours  & Company. 

®Read  before  the  Medical  Society  of  Delaware,  Wil- 
mington, October  15,  1947. 

* -Physician  in  Charge,  Saul  Foundation,  and  Director 
of  Research  on  Alcoholism,  St.  Luke’s  and  Children’s  Hos- 
pitals. 


with  us  some  clinical  material.  It  is  unfortunate 
we  don’t  have  time  to  present  others,  but  we  have 
one  case  which  I will  present  later. 

Thank  you  very  much,  Dr.  Gehrmann.  Mr. 
Chairman  and  Members  of  the  State  Medical 
Society:  It  is  a pleasure  to  come  here  to 

speak  to  you  and  invite  your  attention  to  some 
of  the  work  that  we  are  doing. 

The  magnitude  of  the  alcoholic  problem 
needs  no  emphasis.  We  are  all  aware  of  it. 
What  can  we  do  about  it?  I will  go  back 
some  sixteen  years  ago  in  my  medical  train- 
ing and  portray  for  you  the  attitude  of  medi- 
cine. My  former  Chief  of  the  Prison  System  in 
Philadelphia  is  a big  man  with  a bigger  heart, 
and  having  this  big  heart  he  had  sympathy 
for  Drunk  Row.  After  years  of  toiling 
with  them  he  said,  “They  are  hopeless.  They 
are  no  good.  They  are  moral  cowards.  They 
are  weaklings.  Kid,  the  only  thing  we  can  do 
is  lock  the  door  and  throw  the  key  away. 

Well,  that  is  a pretty  tough  sentence  to 
pass  on  any  one.  A psychiatrist  whom  I have 
admired  for  years  and  under  whom  I served 
at  one  time,  said,  “They  are  hopeless.  We 
can 't  do  anything  with  them.  ’ ’ In  those  years 
at  Philadelphia  General  we  had  a drunk  ward. 
They  were  in  and  out,  in  and  out. 

Medicine  has  always  been  able  to  sober  the 
alcoholic,  but  as  they  left  the  hospital  we  put 
them  into  a vacuum  where  they  consisteutly 
repeated  their  pattern. 

This  morning  I have  asked  one  of  the  men 
to  take  three  or  four  minutes  and  portray  for 
you  what  is  no  more  than  a clinical  history. 

Mr.  Chairman  and  Members  of  the  medical  pro- 
fession: You  medical  men  have  .guinea  pigs, 

horses,  steers  and  etc.,  to  experiment  with.  Well. 
I am  the  guinea  pig  of  AA. 

1 am  very  glad  to  be  here  and  I am  glad  that 
I am  sober,  a thing  to  which  a lot  of  you  have 
probably  never  given  a thought  this  morning.  But 
to  an  alcoholic  it  means  everything,  and  I am 
very  happy  that  I am  a member  of  the  Alcoholics 
Anonymous. 

I have  three  minutes  in  which  to  tell  you  what 
happened  in  thirty  years.  I started  drinking  in 
1916  and  drank  for  thirty  years.  The  first  ten 
years,  I would  say,  was  sociable  drinking,  the  sec- 
ond ten  was  getting  a little  serious,  and  the  last 
ten  my  life  became  unbearable  because  of  alcohol. 
I went  to  several  sanatoriums.  I think  the  differ- 
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ence  is  $50  a week  between  sanatoriums  and  sani- 
tariums, and  I came  home  to  no  avail. 

To  show  you  what  a pattern  an  alcoholic  can 
get  in,  I will  give  you  an  example  of  my  daily 
routine  from  the  store.  The  store  closed  at  5:30. 
I would  leave  the  store  twenty  minutes  after  five, 
walk  up  6th  and  King  Streets  or  7th  and  King 
and  buy  a fifth  of  whiskey,  walk  down  to  7th  and 
Shipley,  walk  in  a bar — the  bartender  knew  I 
would  be  coming  at  that  time — I would  have  three 
double  shots  in  a hurry  and  be  right  on  time  at 
5:30  to  meet  my  neighbor  with  whom  I drove 
home. 

Then  when  I got  home  I didn’t  go  in  the  house. 
I went  in  the  garage  to  collect  the  eggs  and  count 
the  eggs  or  something,  and  I would  have  three  or 
four  more,  and  then  I would  go  up  in  the  house 
and  if  my  wife  was  upstairs  I would  have  three 
or  four  more  drinks  downstairs,  or  vice  versa. 
That  can  go  on  for  so  long.  So  finally  it  became 
too  bad.  When  our  last  child  was  born — it  was  a 
girl,  of  course — that  called  for  a celebration.  I 
went  in  the  first  night.  I was  under  the  influence. 
As  a matter  of  fact,  when  I was  leaving  I shook 
hands  with  my  mother-in-law  and  kissed  the 
nurse's  aide  goodbye.  So  something  had  to  be 
done.  I like  a person  who  is  simple  and  to  the 
point.  So  I went  to  Dr.  Paul  Smith.  I was  sim- 
ple I guess,  and  he  was  to  the  point.  He  said: 
“Sumner,  you  can  do  one  of  two  things.”  I said: 
“Thanks,  what  is  it?”  He  said:  “Either  keep 

on  drinking  the  way  you  always  did — and  you  will 
last  three  months.  Either  that,  or  cut  it  out.” 
It  sounded  like  good  advice. 

By  the  way,  when  you  doctors  have  any  alco- 
holics that  you  know  are  going  to  visit  you,  you 
want  to  be  on  the  alert,  because  we  are  the  biggest 
bunch  of  liars.  We  have  things  figured  out  wTay 
before  we  even  go  to  you  folks. 

So  Paul  said  to  me:  “Sumner,  how  about  going 

out  to  the  State  Hispital?”  I said:  “Oh.  oh, 

here  it  comes.  That  is  the  end  of  everything — 
the  booby-hatch.” 

Well,  I want  to  tell  you  right  now  I went  to 
the  State  Hospital  and  thank  God  I did.  I went 
out  there.  It  is  a shame  lots  of  times  the  stigma 
that  is  attached  to  the  Farnhurst  Hospital.  One 
reason  is  that  it  is  too  close  to  home.  If  it  had  a 
fancy  name  and  was  up  on  the  main  line  I think 
people  would  flock  up  there.  I went  there  and 
stayed  about  two  months.  I came  out  and  I made 
up  my  mind  I wasn't  going  to  take  a drink.  I 
thought  I made  my  mind  up,  but  I hadn't.  I 
slipped,  and  I went  back  for  a post-graduate 
course,  and  with  their  help,  while  I was  there, 
1 came  into  town  to  the  Alcoholics  Anonymous 
meetings.  I was  allowed  to  come  into  town  and 
this  time  I really  meant  it. 

And  I think  for  an  alcoholic  the  biggest  thing 
he  has  to  admit  is  that  he  is  powrerless  over  alco- 
hol. There  is  no  sense  of  trying  to  switch  to  beer, 
wine,  or  anything  else,  because  it  can’t  be  done. 
I know,  one  drink  and  I am  through — because 
one  drink  does  not  do  any  good.  An  alcoholic 
drinks  to  feel  the  effect  of  it. 

So  I came  into  Alcoholics  Anonymous,  and  I 
wish  some  of  you  doctors  would  come  to  our  meet- 
ings. You  are  always  welcome.  I have  never 
been  so  happy.  You  doctors  can  help  us  an  awful 
lot.  I have  heard  some  woman  say:  “He  goes 

to  Dr.  So-and-So.  He  hasn’t  done  anything  for 
him.”  I don’t  know  what  they  expect  you  to 
do  for  them,  make  them  to  tell  you  the"  truth. 
You  can  build  them  up  physically,  but  then  you 
are  practically  through.  Then  it  is  up  to  the  in- 
dividual to  go  the  road  that  he  chooses,  but  a man 
has  to  be  built  up  physically  to  get  along.  You 
wouldn’t  play  in  a football  game  if  you  were  sick 
and  you  wouldn't  put  a horse  in  a race  if  he  were 


lame,  therefore,  you  doctors  do  a wonderful  job 
in  getting  the  patient  physically  well. 

You  might  compare  Alcoholic  Anonymous  to 
the  work  of  the  three-cornered  stool  wherein  one 
leg  is  the  medical  profession,  another  leg  is  the 
higher  power,  and  the  other  leg  is  the  Alcoholics 
Anonymous  group,  who  do  help  one  another. 

It  reminds  me  of  the  story  of  a man  who  had  a 
garden  in  the  country,  a flower  garden.  So  he 
said  to  his  preacher:  “I  would  like  you  to  come 

out  and  see  the  flowers  I have  grown.”  And  the 
preacher  said  he  would  be  glad  to  go  and  out  he 
went.  He  showed  the  preacher.  He  had  worked 
like  a mastiff  for  two  or  three  months,  and  said: 
“How  do  you  like  the  flowers  I have  grown?” 
The  minister  looked  at  him  and  said:  “You  didn’t 

grow  those.  God  grew  them.”  The  man  looked 
at  him  and  said:  “Maybe  you  are  right,  but  you 

should  have  seen  that  garden  when  God  had  it 
alone.” 

So  that  is  the  way  we  are.  We  cannot  do  it 
alone.  We  have  to  have  the  help  of  the  medical 
profession.  We  have  to  have  the  help  of  Almighty 
God. 

Dr.  Davis  : Thank  you  very  much. 

There  are  50,000  more  who  have  found 
sobriety  through  Alcoholics  Anonymous,  if 
not  70,000,  they  come  from  mental  institu- 
tions, the  house  of  correction,  the  Salvation 
Army.  It  makes  us  stop  and  think.  Is  it  so 
hopeless?  The  problem  of  alcoholism  has 
challenged  the  best  minds  of  the  world,  and 
in  this  age  of  atomic  confusion  we  would  be 
conceited  indeed  to  think  that  we  have  the 
answer  to  this  problem. 

I trust  that  when  our  work  is  closed  and 
over,  the  generations  of  doctors  to  come  can 
say,  “Well,  they  had  an  intelligent  attack.’’ 
I don’t  know  that  we  have  the  answer,  but 
our  prayer  is  that  our  attack  is  intelligent. 

For  ordinary  purposes  drinking  can  be  di- 
vided into  two  types  of  drinkers.  There  are 
many  more,  but  for  our  purposes  two  types 
will  suffice — the  social  drinker,  and  the  prob- 
lem drinker  or  the  alcoholic.  I think  I might 
just  paint  a pattern  of  the  alcoholic  as  he 
drinks. 

If  we  are  ordained  by  some  power  to  be 
social  drinkers,  it  is  not  an  important  part  of 
our  life.  We  can  drink  or  we  can  leave  it 
alone.  We  can  take  a cocktail  or  two  before 
dinner  and  not  drink  another  for  the  next 
two  or  three  days,  or  three  weeks,  but  the  alco- 
holic is  entirely  different.  He  is  never  any 
further  away  from  trouble  than  that  first 
drink.  It  is  described  in  this  way  that  the 
alcoholic  has  an  obsession  to  drink,  that  he 
manages  his  whole  problem  of  living  with 
alcohol  as  being  the  most  important,  and  if 
he  succumbs  to  that  obsession  then  the  drink- 
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ing  becomes  compulsive  and  after  the  first 
drink  lie  lias  no  control  whatsoever  over  his 
drinking. 

How  do  we  diagnose  an  alcoholic  when  there 
are  no  laboratory  tests  to  say  this  man  is  an 
alcoholic  and  that  man  is  a social  drinker? 
We  have  to  go  entirely  on  the  empirical  for- 
mula of  the  man’s  behavior  pattern,  and  one 
of  the  most  cardinal  factors  in  isolating  the 
alcoholic  is  blanks.  The  individual  who  takes 
a cocktail  at  five  o’clock,  but  does  not  remem- 
ber where  he  has  been  from  six  to  twelve,  the 
individual  who  starts  out  on  a social  evening 
and  sneaks  out  to  the  garage  the  next  morn- 
ing to  see  if  all  the  fenders  are  still  on  the 
car  — he  knows  he  drove  the  car  home  and 
that  is  all  — that  is  a very  cardinal  sign  of 
alcoholism,  the  disease  as  they  speak  of  it 
today.  He  is  the  individual  who,  when  he 
takes  a cocktail  prior  to  dinner,  never  gets  to 
the  dinner  but  continues  drinking.  He  is  the 
individual  who  takes  a drink  the  next  day. 
Usually,  when  the  alcoholic  starts  drink- 
ing he  continues  to  drink  until  nature  of  its 
own  accord  starts  a sobering  up  process  in 
sickness  and  yet  you  would  think  with  such 
horrible  physical  agony  that  in  itself  would 
be  a lesson  that  would  make  the  man 
awaken  to  his  problem,  but  with  the  first  de- 
the  first  drink  and  the  vicious  start  is  repeated, 
gree  of  health  and  feeling  of  wellbeing  he  takes 

Alcoholism  is  a disease  that  destroys  a man 
mentally,  physically,  and  spiritually.  We  know 
full  well  the  mental  poverty  of  the  alcoholic. 
We  know  that  the  alcoholic  under  influence 
of  beverage  is  insane.  Howt  else  can  we  ex- 
plain— and  this  is  a true  statement,  that  the 
alcoholic  does  love  his  wife  and  he  does  love 
his  children — then  how  can  you  explain  a man 
loving  his  children  and  then  coming  in  and 
beating  the  daylights  out  of  them?  Yet 
that  is  what  they  do.  It  must  be  a phase  of 
mental  illness  that  is  severe. 

Then  you  see  the  man  who  is  punctual  in 
business,  the  man  who  built  up  a business, 
the  man  who  is  neat  of  appearance,  his  clothes 
are  fashion-plate  and  a few  years  later  you 
see  him  unshaven,  his  clothes  are  dirty.  There 
is  a marked  poverty  in  these  individuals. 
And  the  beauty  of  it  is  the  men  who  have 
the  wherewithal  to  get  to  high  executive  posi- 
tions and  then  fall  or  become  addicted  to  al- 


coholism, but  arresting  this  disease,  can  again 
climb  the  ladder  to  success. 

We  commonly  think  of  alcoholics  as  the 
bums  around  Vine  Street,  but  that  is  not  neces- 
sarily true.  Alcoholism  as  a disease  strikes 
among  our  worthwhile  people.  Who  are  al- 
coholics? Judges,  psychiatrists,  doctors,  edu- 
cators, and  a very  strange  thing  is  that  the 
more  education  a man  has  the  higher  the  in- 
cidence of  alcoholism.  We  must  assume  from 
these  facts  that  the  alcoholic  is  a worthwhile 
person.  I mentioned  the  doctor  and  the  psy- 
chiatrist, but  even  the  clergymen  are  stricken 
with  this  disease.  It  seems  impossible,  but  if 
our  empirical  information  is  correct,  if  a per- 
son is  an  alcoholic,  then  sacramental  wine  is 
sufficient  to  start  a binge,  and  I have  in  my 
practice  several  Protestant  clergymen  who, 
when  they  give  communion,  have  grape  juice  in 
their  communion  cups  and  the  communicants 
receive  the  sacramental  wine,  because  they 
have  learned  of  their  extreme  sensitivity  to 
alcoholic  beverage,  and  they  know  that  they 
cannot  drink. 

The  time  is  very  short,  and  one  who  is  in- 
terested in  the  problem  can  talk,  but  there 
are  a few  thing  I would  call  to  your  attention 
in  the  matter  of  treatment.  We  treat  them 
for  five  days  in  the  clinic,  but  here  are  the 
things  that  I think  doctors  must  be  aware 
of.  So  many  doctors  tell  their  patient — and 
this  is  not  a criticism — that  what  you  need  to 
do  is  just  drink  beer,  and  those  of  us  who  work 
with  the  alcoholic  know  he  hasn’t  one  chance 
in  a thousand  of  drinking  just  beer.  Or  the 
doctor  in  his  kindness  will  say:  “Well,  now, 
you  just  take  a little  port  before  dinner.” 
But  the  alcoholic  can't  control  his  drinking. 
The  mere  fact  that  a man  is  alcoholic,  means 
he  is  an  uncontrolled  drinker.  This  makes  it 
dynamite  to  tell  the  alcoholic  to  just  drink 
beer,  because  you  give  him  medical  authority 
to  take  that  first  drink,  and  we  have  to  pound 
in  his  ear  again,  again  and  again  that  he  can't 
take  that  first  drink,  but  the  medical  authority 
says  just  drink  beer  and  he  will  drink  beer. 
I L'  the  medical  authority  says  to  take  port  wine 
he  will  take  it. 

What  are  some  of  the  peculiar  things  that 
we  have  learned  about  this  condition  and  they 
are  empirical?  We  have  men  who  haven’t 
had  a drink  for  27  years.  They  have  a car- 
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diac  attack  and  their  family  doctor  has  given 
them  liquor.  There  is  nothing  wrong  with 
that,  but  we  do  know  that  people  are  sensi- 
tive to  drugs  and  all  of  us  learn  that  if  a per- 
son says : ‘ ‘ I can ’t  take  morphine,  ’ ’ we  don 't 
rush  to  give  morphine  to  them.  And  here 
again  it  is  very,  very  true.  These  people  can't 
take  alcohol,  and  in  our  group  at  the  clinic 
we  instruct  the  men  to  tell  their  doctors. 
It  is  not  the  doctor’s  fault.  We  tell  them  to 
tell  the  doctor  they  are  alcoholic  and  they  can't 
take  wine,  beer,  or  whiskey.  We  go  further 
than  that.  We  instruct  these  men  to  tell  their 
doctors  to  give  them  their  medicine  in  pills 
or  capsules  or  an  aqueous  solution  because  in 
case  record  after  case  record  it  has  been  shown 
that  a man  has  taken  a cough  mixture  and  the 
first  thing  he  is  into  the  cycle  of  a binge.  We 
have  had  men  dry  for  one  and  two  years  who, 
because  of  being  a little  jittery,  go  into  the 
corner  drugstore  and  get  aromatic  spirits  of 
ammonia,  and  three  or  four  hours  after  that, 
without  any  intention  on  their  part  to  drink, 
they  find  themselves  in  a barroom,  and  they 
don’t  know  why.  We  ask  them  to  avoid  wine, 
whiskey  and  beer,  cough  medicines  with  alco- 
hol in  them  and  aromatic  spirits  of  ammonia, 
and  they  have  more  to  avoid  than  just  alcohol. 

The  alcoholic  cannot  take  sedatives,  and  we 
stress  the  point  that  before  a man  leaves  the 
clinic  he  must  be  72  hours  without  any  seda- 
tion whatsoever.  Sedation  and  alcohol  are 
first  cousins,  or  brothers.  It  gives  them  the 
same  and  similar  physiological  response,  and 
the  “goof-ball”  addicts  are  running  wild.  Not 
only  does  alcoholism  come  in  this,  but  it  is  an 
extreme  challenge  to  American  medicine.  I 
have  a woman  in  the  hospital  now  going  into 
her  72nd  hour  after  75  grains  of  secanol. 
It  is  a bad  habit  the  American  people  have 
adopted.  We  cry  about  sleep  and  the  one 
thing  that  none  of  us  can  do  is  stay  awake. 
Our  sleeping  rhythm  may  be  disturbed,  but 
there  is  no  such  thing  as  being  unable  to  sleep, 
and  the  American  dependence  on  sedatives  is 
disgusting  to  say  the  least. 

But  speaking  primarily  of  the  alcoholic, 
when  you  get  alcohol  addicts  coupled  with 
“goof-ball”  addicts  you  really  have  a prob- 
lem on  your  hands.  We  stress  to  these  men  to 
sweat  it  out.  All  right,  if  you  don’t  sleep 
tonight  you  will  sleep  tomorrow  night,  but 


please  don’t  take  sleeping  potions,  because  if 
you  give  or  prescribe  sleeping  potions  or  seda- 
tives it  is  an  open  invitation  to  another  binge. 
Those  are  the  things  that  we  would  like  phy- 
sicians to  be  aware  of,  the  extreme  sensitivity 
of  these  individuals. 

Another  example  of  sensitivity,  a man  who 
has  been  dry  for  two  years.  He  had  a very 
gracious  and  lovable  landlady,  who  said,  “I 
have  the  very  thing  for  you.”  She  went 
downstairs  and  heated  some  wine  for  him.  He 
had  been  in  bed  a day  or  two.  Fifteen  min- 
utes after  he  had  the  wine  he  was  dressed, 
out  of  the  house  and  in  the  saloon.  That  is 
what  makes  us  feel  there  must  be  an  extreme 
sensitivity  to  this  particular  beverage,  and 
that  is  why  we  harp,  harp  and  harp  again, 
you  cannot  take  the  first  drink. 

Now,  I know  the  alcoholic  is  an  atrocious 
and  arrogant,  pugnacious  and  irritating,  dif- 
ficult patient,  but  it  has  surprised  me  in  the 
clinic,  with  1500  patients,  all  alcoholics,  all 
with  a serious  alcoholic  history,  that  only  about 
30  of  them  have  been  restrained.  That  amazed 
me,  because  my  usual  program  was  to  send 
them  into  mental  institutions  and  they  would 
say:  “What  am  I doing  here?”  “It  is  the 
only  place  you  can  be.”  “It  is  no  good.  You 
are  crazy.”  Day  in  and  day  out  we  had  the 
same  thing.  And  when  they  left  the  hospital 
we  didn’t  know  who  was  madder,  the  patient 
at  me  or  me  at  the  patient,  and  we  both  had 
the  parting  hope  that  we  would  never  see  each 
other  again. 

It  is  amazing  to  see  these  men  cooperating 
and  not  be  in  restraint,  and  on  the  morning 
after  they  had  been  admitted  being  able  to 
talk  to  them  using  the  therapy  known 
as  group  technique.  It  just  baffles  me,  know- 
ing the  stormy  days  we  have  had  with  alco- 
holics, how  they  can  be  so  cooperative,  how 
they  can  be  so  sincere. 

There  is  one  very  important  thing  that  I 
think  I must  call  your  attention  to.  I don’t 
think  you  can  get  an  alcoholic  well  unless  you 
can  get  his  family  well.  Many  psychiatrists 
say  that  the  alcoholic  is  a neurotic  individual. 
I don’t  know.  He  may  be.  We  don’t  have 
the  answers.  But  there  is  one  thng  I am  posi- 
tive of.  His  wife  and  children  suffer  from  a 
severe  neurosis.  And  why?  How  can  you 
live  through  five  and  six  years  of  intense 
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agony  and  intense  fear?  How  can  a woman 
be  content  and  at  peace  with  herself  when 
three  or  four  other  men  are  chasing  her  hus- 
band around  because  he  has  a .45  and  they 
don't  know  whether  he  is  going  to  commit 
suicide  or  kill  some  one  else  ? How  can  there 
be  any  contentment  in  that  family  when  the 
bank  account  is  shaking,  when  there  may  be 
an  automobile  accident,  or  when  the  husband 
isn’t  showing  up  for  work?  They  always  live 
in  the  dreaded  fear  of  catastrophe;  what  is 
going  to  happen  next? 

You  must  get  the  family  of  the  alcoholic 
receptive  to  the  idea  that  these  men  can  be 
helped — remember,  when  the  alcoholic  comes 
to  you,  the  family  is  already  in  that  dark 
chamber  of  despair,  they  have  given  up  hope, 
and  it  is  pretty  hard  for  them  to  realize  that 
these  men  can  arrest  their  disease,  and  you 
get  the  attention  of  the  family  to  the  problem 
of  sickness,  that  in  their  hearts  these  men  want 
to  get  dry,  they  know  they  cannot  drink,  but 
they  don’t  know  how  under  the  sun  to  tackle 
their  problem,  if  the  family  can  appreciate 
that  dad  is  sick  and  not  a drunken  bum,  the 
child  doesn’t  have  to  walk  forth  with  stigma. 

I think  alcoholism  is  a tremendous  challenge 
to  the  professions  because  as  you  see  these 
hundreds  of  men  and  their  families  smiling 
and  happy  and  again  living  their  lives  anew 
in  a day  when  we  need  the  intelligence  that 
these  men  represent.  I think  it  is  a worthy 
challenge  to  which  medicine  can  lend  its  sup- 
port. 

Discussion 

Dr.  M.  T.  Tarumianz  (Farnhurst)  : There 
is  very  little  I can  add  to  Dr.  Davis’  state- 
ment. I certainly  am  in  full  accord  with  his 
philosophy  and  medical  approach  in  regard  to 
alcoholism.  Whether  alcoholism  is  a disease 
or  a condition,  to  us  that  is  questionable.  We 
have  been  discussing  alcoholism  for  the  last 
37  years  since  I have  been  practicing  medicine. 
I have  been  widely  interested  in  the  problem 
of  alcoholics  for  the  last  30  years  in  this  state. 
I suppose  I have  treated  as  many  as  any  aver- 
age psychiatrist  has. 

The  problem  of  alcoholism  is  not  a unilateral 
problem.  It  certainly  involves  medicine, 
physiology,  economics,  sociology,  philosophy, 
including  religion.  One  can’t  just  classify  all 
who  drink  excessively  into  the  group  of  al- 


coholics without  making  a distinction  as  to 
the  cause. 

I think,  fundamentally,  we  should  as  phy- 
sicians be  interested  in  the  cause  of  the  indi- 
vidual alcoholic.  Unless  we  become  aware  of 
the  problem  of  the  individual  who  has  become 
alcoholic  we  could  not  simply  classify  all  of 
them  as  allergic  to  the  drug  itself,  to  the 
chemical  itself.  At  least  in  my  practice,  I 
have  never  found  many  having  the  same  iden- 
tical symptoms  of  their  conditions.  There  is 
always  something  different  in  each  individual. 
1 am  of  the  opinion,  and  I would  like  to  em- 
phasize this,  that  unless  we  study  each  indi- 
vidual separately  we  are  hardly  in  a position 
to  determine  the  cause.  Neither  can  we  de- 
pend entirely  on  the  splendid  work  of  the  AA. 
The  AA  is  an  adjunct  to  medicine  in  regard 
to  alcoholics. 

1 was  one  of  the  first  psychiatrists  to  ap- 
prove in  the  American  Psychiatric  Association 
and  accept  the  A A as  an  adjunct  to  the  psy- 
chiatric approach.  However,  I don’t  believe, 
and  I am  sincere  about  this — I am  not  criti- 
cizing, but  I am  absolutely  sincere — that  we 
simply  cannot  sober  up  a person  and  send 
him  to  AA  and  say,  “Well,  his  problem  is 
solved.”  I doubt  very  much  that  can  be  done. 
He  is  an  individual.  He  has  an  individual 
problem.  The  problem  might  be  economic, 
sociological,  philosophical,  or  medical.  If  it 
is  medical,  I am  sure  that  you  as  medical  men 
can  adjust  that  problem.  However,  from  m\ 
experience,  only  a few  have  medical  problems. 
It  is  mostly  sociological,  economic,  or  philoso- 
phical. 

Now,  those  few  cases  that  have  some  medical 
problem,  such  as  endocrine  disturbance  or  a 
physiological  disturbance  of  some  description, 
I think  can  be  solved  very  easily,  but  I doubt 
very  much  that  many  general  practitioners 
could  assume  the  responsibility  of  solving  the 
problems  which  we  call  psychiatric  problems, 
or  the  psychological  problems  of  the  individ- 
ual. 

I am  sure  that  Dr.  Davis  will  agree  with 
me  that  the  psychological  background  of  the 
individual  must  be  studied  and  studied  indi- 
vidually very  carefully. 

Now,  while  I have  the  opportunity,  I am 
sure  Dr.  Davis  would  like  to  hear  what  I have 
to  say.  We  have  been  thinking  about  this  for 
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many,  many  years.  What  could  we  do  in 
Delaware  to  become  a laboratory  for  the 
United  States,  since  Delaware  is  a small  state 
and  we  could  assume  the  responsibility  of  the 
caring  of  the  alcoholics  in  the  whole  state  with 
the  approval  of  the  authorities?  We  intend 
to  open  a haven  for  alcoholics,  to  go  there  on 
a voluntary  basis.  I am  not  speaking  of  neu- 
rotics. Naturally,  if  you  go  into  the  matter 
of  alcoholics  possibly  all  of  them  are,  shall 
we  say,  psychiatric  cases,  and  they  should  be 
admitted  to  psychiatric  hospitals,  but  from  a 
legal  viewpoint  you  cannot,  and  it  is  not  fair 
to  the  individual  to  do  so.  We  are  very  fortu- 
nate that  we  have  an  observation  clinic  and 
the  so-called  voluntary  admission  law  under 
which  people  could  come.  However,  we  do 
not  have  a budget  to  take  care  of  alcoholics 
in  Delaware  State  Hospital.  With  this  new 
project  we  will  have  bed  capacity  for  100  al- 
coholics to  be  treated  as  long  as  their  condition 
will  require,  whether  five  days  or  ten  days. 
1 don't  see  how  you  can  limit  every  one  to  five 
days.  There  might  be  some  who  will  require 
psychological  study,  or  psychiatric  treatment, 
on  an  intramural  basis.  Some  will  require 
longer  periods  of  treatment  on  an  extramural 
basis.  Whatever  wTe  decide  in  regard  to  that 
individual,  he  will  have  an  opportunity  to  go 
there  on  his  free  volition  and  be  treated  as  a 
human  being  just  the  same  as  he  would  go  for 
any  other  problem  to  any  general  hospital. 
If  he  is  well  situated  financially  he  can  pay 
for  the  expenses  involved  in  his  care.  If 
not,  the  state  will  assume  the  responsibility. 

Now  a hundred  beds  for  the  state  of  Dela- 
ware is  a tremendous  asset  in  my  humble  judg- 
ment, and  this  will  be  the  only  state  which  will 
give  complete  care  and  treatment  to  all  its 
citizens  in  the  statewide  project.  You  might 
not  recognize  at  the  moment  but  each  of  you 
have  many  cases  that  eventually  will  become 
alcoholics.  Maybe  we  will  be  fortunate  enough 
to  get  Dr.  Davis  to  be  our  physician  who  will 
assume  the  responsibility,  if  we  can  pay  him 
a large  enough  fee,  to  come  and  be  on  our  staff. 
We  intend  to  have  research  laboratories,  just 
the  same  as  they  have  in  medical  centers.  We 
intend  to  pay  and  make  it  interesting  enough 
for  well  qualified  research  men  to  come  there 
and  work  in  regard  to  alcoholics. 

I have  only  one  question  to  ask  Dr.  Davis, 


otherwise  I am  in  full  accord  with  him,  and 
I am  just  about  as  eager  to  see  philosophy  in- 
jected into  medicine,  and  the  sooner  we  have 
that  we  will  feel  much  better,  because  at  the 
moment  we  are  going  too  far  in  commercialism 
in  medicine.  I would  like  to  ask  Dr.  Davis 
whether  in  his  experience  he  has  found  that 
the  majority  of  the  alcoholics  who  have  spent 
five  days  and  become  so-called  “cured”  did 
not  require  and  have  need  for  either  group 
or  individual  psychiatry  for  a long  time  to 
come?  That  is  the  only  question  I have. 

I would  like  to  say  at  this  moment  that  I 
personally  appreciate  Mr.  Sumner  Mullin’s 
frank  statement  about  his  condition.  I think 
he  described  to  you  very  well  the  situation. 
However,  he  didn’t  tell  you  why  he  had  to  go 
at  5 :20  and  have  his  half  pint  or  pint  and 
then  have  three  shots  to  go  home.  Dr.  Davis 
emphasized  the  fact  which  is  very,  very  im- 
portant. It  is  the  dread  of  going  home  that 
nine  out  of  ten  alcoholics,  whether  they  are 
women  or  men,  have  that  forces  them  to  start 
with  that  first  drink.  First  they  say:  “Well, 
1 will  have  the  courage  to  face  her,”  or  him 
whoever  it  might  be.  Courage?  Alcoholics 
lack  courage,  the  majority  of  them.  That  is 
one  of  the  first  symptoms  in  the  psychiatric 
study  of  alcoholics.  They  have  false  courage, 
but  not  a true  courage.  They  have  not  been 
able  to  be  honest  and  frank  with  themselves, 
and  until  they  become  honest  and  frank  with 
themselves,  just  as  Sumner  Mullin  has  be- 
come, 1 don't  think  there  is  much  you  can  do 
except  sober  them  up. 

Dr.  Davis  : Thank  you  very  much,  Dr. 

Tarumianz.  I will  answer  your  question  in  a 
little  roundabout  way.  I don’t  think  any  com- 
mon denominator  in  alcoholism  can  be  found. 
Dr.  Ludlum,  Dr.  Keyes,  Dr.  Titmeyer  are  lead- 
ing our  psychology  survey  and  endeavoring  to 
get  a competent  psychologist  so  that  we  will 
not  neglect  psychologic  study.  Dr.  Rathmell  is 
leading  our  biochemical  research  and  we  are 
finding  some  amazing  things  as  they  are 
screened  through.  What  bio-attack  can  we 
have?  We  are  of  the  humble  opinion  there  is 
no  laboratory  means  to  attack  this  problem 
at  present. 

I did  not  intend  that  five  days  was  the 
treatment.  In  five  days  they  are  sober.  I 
never  talk  to  a man  under  the  influence  of 
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liquor.  It  is  a waste  of'  time.  I will  not  treat 
a man  in  the  home.  It  is  a waste  of  time.  You 
will  fail  and  fail  again.  The  only  place  to  treat 
an  alcoholic  is  in  the  hospital.  Get  him  dry 
and  then  talk  to  him.  We  tell  them  it  will 
take  not  less  than  18  months.  We  have  a 
follow-up  clinic.  They  are  invited  to  come 
up  and  have  a cup  of  coffee  with  the  boys. 
That  must  go  over  a period  of  18  months.  We 
invite  the  men  to  return  to  the  religion  of 
their  childhood  if  they  are  so  inclined.  We 
call  their  attention  to  Alcoholics  Anonymous. 
Some  of  them  are  directly  referred  to  psy- 
chiatrists, and  we  attempt  to  go  over  the  man’s 
problem  and  direct  him  into  the  groove  that 
might  heli>  him  most. 

He  has  available  the  Alcoholics  Anonymous. 
He  has  the  open  forum  which  is  held  weekly 
in  Philadelphia  which  is  primarily  for  the 
families,  trying  to  show  the  family  the  prob- 
lem, and  we  try  to  get  the  alcoholics  to  attend 
who  are  opposed  to  Alcoholics  Anonymous 
because  they  don’t  want  to  belong  with  a bunch 
of  drunkards,  and  a lot  of  families  will  not 
go  to  Alcoholics  Anonymous  because  they  will 
not  associate  with  drunkards,  no  matter  how 
many  drunks  are  in  their  family.  It  is  a five- 
day  treatment  with  a long  follow  through. 
Some  men  grasp  enough  out  of  Alcoholics 
Anonymous  in  a year  or  two  to  stabilize  their 
program  of  sobriety.  There  are  others  who 
constantly  through  the  years  continue  their 
contact  with  Alcoholics  Anonymous.  But 
they  have  to  remember  constantly  that 
they  cannot  drink  and  they  have  to  go  to  the 
fountainhead  of  information  such  as  Alcoholics 
Anonymous  or  the  doctors  who  understand 
alcoholism  to  put  up  any  kind  of  defense. 

Dr.  Tarumianz  : May  1 ask  Dr.  Davis 

whether  he  has  any  experience  with  neuro- 
surgery in  cases  of  chronic  alcoholism?  We 
haven’t  had  many  cases,  only  two,  where  lobo- 
tomy  was  performed  successfully.  Possibly 
some  of  you  have  read  Dr.  Walter  Freeman’s 
statistics  on  chronic  alcoholics  who  had 
lobotomies,  with  apparently  a high  percentage 
of  cure.  I would  like  to  knowT  whether  you 
have  any  experience  with  this. 

Dr.  Davis:  I haven’t  had  any  experience 
personally  and  I don’t  have  the  courage  to 
ask  for  lobotomy. 

I reviewed  Dr.  Freeman’s  work  not  so  long 


ago.  At  that  time  he  had  three  and  has  prob- 
ably added  to  that  list  now,  but  he  wasn’t  very 
happy  about  it  at  that  time. 

Dr.  Tarumianz  : In  the  last  report? 

Dr.  Davis  : No,  it  was  the  former  report. 

I am  not  aware,  since  the  war,  whether  he  has 
done  any  more.  I think,  as  far  as  I am  con- 
cerned, I would  be  much  against  it  until  I had 
a little  more  information. 

Dr.  Mayerberg  : I think  too  little  stress 

has  been  laid  upon  the  benefits  that  may  be 
derived  by  the  alcoholics  from  contact  with 
Alcoholics  Anonymous.  I know  both  Dr. 
Davis  and  Dr.  Gehrmann  mentioned  it. 
I don't  know  of  any  specific  treatment 
in  the  average  alcoholic  disease  that  is  the  an- 
swer, but  I do  know  there  are  statistics,  as 
given  by  Dr.  Davis,  showing  70,000  people  in 
the  United  States  have  arrested  cases  of  alco- 
holism, that  while  it  may  not  be  the  answer 
that  it  is  well  on  the  way  to  pointing  the  right 
treatment. 

1 believe  this  organization,  Alcoholics 
Anonymous,  has  already  become  a power  for 
good  in  the  country.  1 believe  that  some  day 
it  will  reach  out  not  just  to  the  alcoholics 
but  they  will  begin  to  practice  preventive 
medicine.  We  all  believe  in  preventive  medi- 
cine. They  will  reach  out  and  get  boys  and 
girls  before  they  even  start  to  drink.  Alco- 
holics Anonymous  is  a valuable  adjunct  to  the 
practice  of  medicine.  The  doctor,  the  psy- 
chiatrist, and  people  interested  in  medicine 
should  do  everything  in  the  world  to  aid  this 
organization,  encourage  them,  attend  their 
meetings,  and  send  people  to  them  because 
they  have  been  through  the  mill.  They  have 
been  drunks.  They  have  been  in  the  gutter. 
They  have  been  rejuvenated  and  rehabilitated. 
They  know  how  to  talk  to  the  unfortunate  bet- 
ter than  we  do,  better  than  psychiatrists  could 
possibly  talk  to  them,  because  most  psychia- 
trists haven’t  been  down  as  low  as  they  have 
been.  They  can’t  talk  the  same  language,  and 
1 say  to  you,  it  is  your  duty  as  physicians  to 
encourage  the  contact  between  physicians  and 
the  Alcoholics  Anonymous  groups.  Send  your 
patients  to  them  after  you  have  straightened 
them  out  and  they  will  keep  them  straight. 

Dr.  Tarumianz:  Mr.  President,  just  one 

explanation : I think  Dr.  Mayerberg  mis- 

construed or  misunderstood  my  opinion  of  the 
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Alcoholics  Anonymous.  Certainly  1 am  100 
per  cent  for  Alcoholics  Anonymous.  I am 
working  for  them  constantly.  My  point  was 
that  you  cannot  transfer  your  duties  to  Alco- 
holics Anonymous,  that  a person  still  remains 
a medical  problem  or  a psychiatric  problem. 
They — the  AAs — are  an  adjunct  to  the  medi- 
cal profession. 


NEWER  CONCEPTS  IN  THE  TREAT- 
MENT OF  PEPTIC  ULCER 

G.  S.  Serino,  M.  DA* 

Wilmington,  Del. 

Some  authorities  claim  that  about  1 in  10 
of  the  adult  population  at  sometime  suffers 
from  a duodenal  ulcer.  Duodenal  ulcer  may 
lie  found  in  patients  of  any  age,  but  it  is  most 
frequent  in  the  third  and  fourth  decades. 
Ladd  and  Gross1  refer  to  the  presence  of  ul- 
cers in  the  stillborn  and  premature  infants. 

The  pathogenesis  of  peptic  ulcer  has  been 
studied  both  clinically  and  experimentally  by 
many  able  investigators.  Alverez2  believes 
that  the  hereditary  factor  is  very  important, 
lie  describes  as  the  “nicer  type’’  the  keen, 
alert,  sensitive  man  who  is  constantly  driving 
himself.  This  description  is  substantiated  by 
ample  clinical  proof.  Any  nutritive  injury 
to  the  duodenal  mucosa  from  any  cause  makes 
possible  a digestion  of  tissue  and  may  give 
rise  to  ulcer  formation.  Focal  and  alimen- 
tary infections  undoubtedly  play  an  impor- 
tant part.  Duodenal  ulceration  has  been  pro- 
duced by  the  intravenous  injections  of  certain 
strains  of  streptococci.  We  are  all  aware  of 
the  Harelip  in  symptoms  caused  by  the  com- 
mon cold. 

Another  aspect  of  primary  importance  is 
the  vascular.  Various  investigators  have 
called  attention  to  the  fact  that  anatomically 
the  duodenal  cap  is  poorly  supplied  with 
blood,  with  an  arrangement  that  probably 
predisposes  to  thrombosis.  The  influence  of 
vasomotor  spasm  in  the  production  of  relapses 
is  well  known.  Boles3  compares  the  increased 
incidence  of  duodenal  ulcer  during  the  past 
25  years  to  an  increasing  incidence  of  vascular 
disease.  That  venous  thrombosis  occurs  more 
frequently  in  the  spring  and  fall  months  of 
the  year  and  that  it  is  less  prevalent  in  win- 

“Read  before  the  St.  Francis  Hospital  Staff,  March 
23,  1948. 

“'Chief  in  Surgery,  St.  Francis  Hospital. 


terless  areas,  is  of  interest  because  of  the 
similarity  in  behavior  to  the  ulcer  problem. 

Gastrointestinal  manifestations  of  allergic 
disease  were  recognized  by  Osier1  in  1904. 
Crispin5  in  1915,  observed  by  x-ray,  in  a pa- 
tient with  hematemesis,  a transient  lesion  at 
the  pylorus  which  was  found  at  operation  to 
be  due  to  angioneuratic  edema.  Friesen  et  al6 
in  a recent  paper  presented  evidence  that  ex- 
perimental gastrointestinal  edema  resulting 
from  local  antigenantibody  reaction  favors  the 
development  of  the  histamine-provoked  ulcer 
in  dogs  and  abets  the  ulcer  diathesis. 

The  influence  of  the  nervous  system  in  the 
etiology  of  ulcer  is  no  doubt  very  important. 
The  predisposing  factor  establishing  the  so- 
called  “duodenal  stomach”  is  the  relative  in- 
crease in  vagus  excitation  established  by  di- 
minished sympathetic  control  or  by  increased 
vagus  stimulation.  It  has  been  shown  that 
nicotine  paralyzes  the  synapses  of  the  sympa- 
thetic nervous  system,  and  the  influence  of 
excessive  use  of  tobacco  on  patients  with  ulcer 
in  the  production  and  prevention  of  healing 
has  been  commented  on  by  many  observers. 
Cushing7  calls  attention  to  the  part  that  the 
interbrain  plays  in  connection  with  the  para- 
sympathetic system  and  emphasizes  the  rela- 
tion between  peptic  ulcer  and  stimulation  of 
the  interbrain. 

The  experimental  work  of  many  observers, 
including  Marton8,  has  definitely  shown  that 
whatever  may  be  the  cause  or  causes  of  local 
necrosies,  the  digestive  action  of  the  gastric 
juice  is  the  important  factor  in  the  conversion 
of  an  area  of  necrosis  into  an  actual  ulcer. 
Ulceration  of  the  duodenum  and  stomach  has 
been  produced  experimentally  in  animals  by 
Walpole9  and  others.  Histamine  in  beeswax 
was  implanted  in  the  muscles,  and  the  effects 
were  attributed  to  the  prolonged,  sustained 
secretion  of  an  acid  gastric  juice.  While  the 
initial  production  of  duodenal  ulcer  may  be 
understood,  the  factor  or  factors  in  the  per- 
sistence of  the  ulcer  or  its  tendency  to  recur- 
rence have  not  been  adequately  explained  by 
either  clinical  or  laboratory  investigators. 

The  consensus  of  opinion  is  that  peptic  ul- 
cer is  a medical  problem  and  that  operations 
should  be  reserved  for  the  familiar  compli- 
cations of  perforation,  hemorrhage,  obstruc- 
tion, and  so-called  intractability.  The  medi- 
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cal  control  of  ulcer  and  its  attendant  acid 
secretion  is  attempted  by  rest,  diet,  no  tobacco, 
no  alcohol  or  coffee,  and  an  attempt  to  lead 
a calm  and  imperturbed  life.  The  physician 
assumes  a definite  responsibility  in  caring  for 
these  patients,  as  the  complications  carry  a 
decided  threat.  There  is  a medical  mortality 
which  must  be  considered  in  the  final  analysis. 
An  interesting  addition  to  the  medical  treat- 
ment of  ulcer  is  the  use  of  extracts  and  hor- 
mones. Ivy  and  his  group  are  using  extero- 
gastrone  which  is  obtained  from  the  small  in- 
testine of  hogs.  It  inhibits  gastric  secretion 
and  motility.  Sandweiss  and  his  co-workers 
isolated  an  anti-ulcer  principle  in  human  urine 
called  urogastrone.  This  acted  as  a depres- 
sant of  gastric  secretion  and  appeared  to  in- 
crease cellular  resistance  and  thereby  pro- 
vided immunization  against  ulcer.  If  this 
work  is  sustained,  a definite  contribution  to 
the  management  of  peptic  ulcer  may  be  ex- 
pected. 

The  complications  of  peptic  ulcer  are  many 
and  varied,  are  the  principle  cause  of  mor- 
tality, and  constitute  the  chief  indications 
for  surgery.  The  prevailing  opinion  is  that 
the  surgical  treatment  should  be  limited  to 
the  complications. 

Pyloric  obstruction  may  result  either  from 
edema,  spasm,  or  cicatricial  stenosis.  These 
may  lie  distinguished  on  the  basis  of  the  clini- 
cal course  or  by  the  response  to  medical  treat- 
ment. In  the  acute  type  continued  medical 
treatment  is  warranted  so  long  as  the  treat- 
ment relieves  the  obstruction.  In  the  chronic 
stenosing  obstruction  surgical  treatment  is 
necessary.  In  obstruction  of  either  type  the 
stomach  is  decompressed  by  continuous  suc- 
tion. Attention  is  directed  toward  correction 
of  deficiencies  induced  by  chloride  and  pro- 
tein depletion,  anemia,  dehydration,  and 
avitaminosis.  Antispasmodies  usually  prove 
effectual  in  stenosis  resulting  from  spasm  and 
edema  but  not  in  cicatricial  stenosis. 

The  simple  relief  of  the  mechanical  ob- 
struction by  means  of  pyloroplasty  of  gas- 
trojejunostomy is  not  sufficient.  The  imme- 
diate results  of  the  palliatine  measures  are 
excellent ; too  frequently  however,  recurrences 
of  ulcer  activity  or  the  appearance  of  anas- 
tomotic ulcer  interferred  with  the  permanency 
of  the  result.  For  this  reason  the  more  recent 


practice  has  been  to  employ  partial  gastrec- 
tomy, removing  the  distal  two-thirds  to  four- 
fifths  of  the  stomach.  Section  of  the  vagus 
nerves,  as  advocated  by  Drafstedt10,  is  the 
most  recent  development  in  the  surgical  treat- 
ment of  peptic  ulcer.  Dragstedt  has  advised 
combining  vagatomy  with  gastrojejunostomy 
as  a safer  and  less  radical  procedure  than  sub- 
total gastrectomy  in  the  treatment  of  pyloric- 
obstruction.  This  procedure  is  now  in  the 
phase  of  critical  analysis. 

Hemorrhage  is  responsible  for  about  18  per 
cent  of  deaths  from  peptic  ulcer.  Clinically 
there  are  two  groups  of  cases  which  must  lie 
distinguished.  First  there  is  a large  group 
in  which  moderately  severe  or  intermittent 
bleeding  occurs  and  in  which  there  is  either 
clinical  response  to  conservative  measures  or 
a sufficient  interval  between  recurrences  so 
that  elective  surgical  treatment  may  be  under- 
taken. Second,  there  is  a smaller  group  in 
which  massive  uncontrollable  hemorrhage  con- 
tinues to  a fatal  termination.  In  this  group 
operation  during  active  bleeding  may  prove 
to  be  a life-saving  measure.  During  the  period 
of  shock  and  vomiting  feedings  are  neither  de- 
sirable nor  possible.  Following  a hemorrhage 
a period  of  starvation  is  no  longer  an  accepted 
form  of  treatment.  The  articles  by  Backus11. 
Meulengracht12,  Andresen  13  and  Lenhartz  on 
this  phase  of  the  subject  are  now  accepted 
methods  of  treatment  of  ulcer  not  compli- 
cated by  bleeding.  Allen  14  has  shown  that 
age  is  the  most  important  factor  in  mortality 
from  acute  massive  hemorrhage.  This  is  de- 
pendent on  the  arteriosclerosis  in  the  wall  of 
the  bleeding  vessel  whereby  its  power  of  c-on- 
trac-tibility  fails.  Allen  and  Benedict15  have 
shown  that  the  most  important  factor  in 
prognosis  of  hemorrhage  was  age.  In  patients 
younger  than  45  years  the  mortality  on  con- 
servative treatment  was  less  than  5 per  cent. 
In  patients  older  than  45  years  the  mortality 
was  30  per  cent.  Severe  hemorrhage  must 
be  regarded  as  potentially  fatal.  Continued 
bleeding,  despite  transfusion,  is  the  primary 
indication  for  surgery,  and  the  earlier  the 
surgery  the  lower  the  mortality  rate. 

Acute  perforation  of  peptic  ulcer  results 
from  a penetration  of  the  ulcer  through  all 
coats  of  the  organ  involved,  with  the  escape 
of  its  contents  in  the  general  peritoneal  cavity. 
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DeBakey10  has  shown  that  there  is  an  appar- 
ent increase  in  the  incidence  of  this  compli- 
cation. The  diagnosis  of  acute  perforation 
is  an  absolute  indication  for  surgical  opera- 
tion. Certain  atypical  forms  of  acute  per- 
foration, including  the  subacute  type  as  de- 
scribed by  Lund  17,  and  the  intermittent  leak- 
age type  as  described  by  Singer  1S,  do  well 
without  surgical  operation.  This  has  led  to 
the  concept  of  non-operative  treatment  of  per- 
forated ulcer  as  advanced  by  Wagensteen13 
and  Taylor'0.  However,  the  experience  of 
Jackson  and  Metheny21,  Barbour  and  Mad- 
den'", and  Olson  and  Norgee23,  indicates  ex- 
tremely high  mortality  following  non-opera- 
tive treatment. 

With  reference  to  closure  of  the  perfora- 
tion many  special  methods  have  been  devised. 
This  has  been  described  by  Cfatch  and  Owens21, 
Graham  and  Tovee25,  and  others.  In  experi- 
mental work  it  was  found  that  living  omental 
grafts  were  highly  resistant  to  digestion  and 
infection  and  that  they  allowed  gastric  defects 
ample  time  to  heal.  We  have  been  using  the 
graft  procedure  since  1945  in  all  operations 
for  acute  perforations  and  believe  this  has 
been  a factor  in  attaining  a creditably  low 
mortality  rate. 

We  no  longer  use  drainage  of  the  abdomi- 
nal cavity  in  cases  of  perforated  ulcers.  This 
plan  was  advocated  by  Thompson26  to  further 
reduce  the  mortality  rate.  Following  opera- 
tion, continuous  gastric  suction  should  be  em- 
ployed until  danger  of  leakage  and  the  possi- 
bility of  obstruction  lias  been  eliminated. 
Fluids,  amino-acids,  vitamins,  penicillin,  or 
sulfa  drugs  or  streptomycin,  are  used  as  in- 
dicated. Special  attention  is  directed  to  the 
circulatory  and  respiratory  systems. 

In  a study  of  wound  healing  following  per- 
foration Meade27  found  that  peritoneal  drain- 
age is  not  needed  in  any  case  when  the  per- 
foration can  be  satisfactorily  closed  and  there 
is  no  walled-off  pus. 

Vagotomy  is  the  most  recent  surgical  ap- 
proach to  the  treatment  of  peptic  ulcer.  The 
relationship  of  the  vagus  nerves  to  normal 
and  pathologic  gastric  physiology  has  been 
studied  for  many  years.  The  cephalic  phase 
of  gastric  secretion  mediated  by  the  vagi  was 
first  demonstrated  by  Pavlov28  in  1908.  This 
was  later  confirmed  by  Ivy23  and  Farrell30. 


Vagotomy  as  a treatment  for  peptic  ulcer  was 
advocated  by  Stierlin31  in  1920.  Dragstedt’s32 
first  report  of  total  vagotomy,  and  other  pa- 
pers which  followed,  have  caused  renewed  in- 
terest in  the  problem.  In  1929  Hartzell33 
reported  that  after  transthoracic  vagotomies 
on  dogs  complete  section  of  the  nerves  induced 
a decrease  in  acid  secretion,  and  that  trans- 
abdominal vagus  section  showed  no  constant 
decrease  in  the  height  of  acid.  If  the  vago- 
tomy was  incomplete,  no  decrease  in  acid  se- 
cretion resulted.  In  1938,  Winkelstein  and 
Berg31  reported  that  vagotomy  alone  or  in 
combination  with  other  surgical  procedures 
seemed  highly  desirable  in  the  therapy  of 
peptic  ulcers.  In  1944,  Weinstein  et  al35, 
while  studying  the  problem  of  vagotomy,  stat- 
ed that  ‘ ‘ in  none  of  the  cases  was  cleancut  evi- 
dence of  beneficial  therapeutic  effect  ob- 
tained.” Miller  and  Davis36  have  expressed 
the  opinion  that  transthoracic  approach  to  the 
vagi  is  the  one  of  choice.  Walters  and  col- 
leagues38 stated  that  in  90  per  cent  of  cases 
a transabdominal  subdiaphragmatic  approach 
will  allow  as  nearly  a complete  division  of  the 
gastric  nerves  as  the  transthoracic  route.  Each 
of  these  approaches  has  its  advantages  and 
disadvantages.  At  the  present  time  a ma- 
jority of  surgeons  prefer  the  transabdominal 
approach.  The  subdiaphragmatic  approach 
for  vagotomy  is  to  be  desired  since  it  provides 
opportunity  to  inspect  the  operative  field  and 
examine  any  complicating  features.  Va- 
gotomy may  then  be  supplemented  by  what- 
ever additional  surgery  is  required.  The 
insulin  test  as  advocated  by  Hollander37  is 
used  following  vagotomy  to  determine  wheth- 
er or  not  a completed  vagotomy  has  been  ac- 
complished. That  it  is  possible  to  overlook 
fibers  of  the  vagus  nerve  seems  to  be  agreed 
upon  by  most  observers. 

The  operation  of  vagotomy  has  produced 
both  favorable  and  unfavorable  results.  Our 
own  results  following  vagotomy  are  too  recent 
for  proper  evaluation  at  this  time.  Walters38 
reports  2 deaths  from  unsuspected  perfora- 
tion following  vagotomy.  Other  unfavorable 
results  of  vagotomy  are  diminished  or  absent 
motility  of  the  stomach,  dilatation  and  reten- 
tion, epigastric  fullness,  nausea,  vomiting,  and 
diarrhea.  Urechline  has  been  used  to  relieve 
the  retention  and  dilatation.  It  is  much  too 
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soon  to  appraise  the  eventual  consequences  of 
vagotomy.  The  direct  effects  on  the  stomach, 
liver,  pancreas,  and  intestines  remain  to  be 
evaluated. 

Gastric  ulcer  presents  a serious  problem  in 
its  treatment  because  of  possible  malignant 
degenerative  changes  arising  in  a benign  ul- 
cer and  especially  because  of  the  considerable 
percentage  of  diagnostic  errors  made  in  dis- 
tinguishing between  benign  and  malignant 
ulceration.  Here  the  treatment  should  be 
primarily  surgical. 

Summary 

1.  The  incidence  and  pathogenesis  of  peptic 
ulcer  are  discussed. 

2.  Newer  concepts  in  the  therapy  of  peptic 
ulcer  are  presented. 

3.  Peptic  ulcer  is  primarily  a medical  prob- 
lem. The  surgical  indications  are  pre- 
sented. 

4.  The  operation  of  vagotomy  is  presented 
with  both  its  favorable  and  unfavorable 
results. 
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TOXIC  ADENOMA  OF  THE  THYROID 
Co-Exisfing  With  Carcinoma 
of  the  Uterus 
A Case  Report 

Frank  Gilday,  M.D.* 
Wilmington,  Del. 

In  scanning  the  literature  nothing  was  found 
in  reference  to  nodular  goiter  associated  with 
fundal  carcinoma.  The  following  case  report 
may  therefore  be  of  interest. 

Case  Report 

Case  323,  from  the  service  of  Dr.  G.  S. 
Serino**.  A.  M.  a white  female,  age  52,  a 
stenographer,  was  admitted  to  the  hospital  on 
18  February  1945  with  vaginal  bleeding.  Men- 
struation had  ceased  in  1941.  In  June  1944 
she  first  noticed  a vaginal  discharge  which  was 
“light  red”  in  color,  nonodorous,  and  not 
associated  with  any  pain.  The  discharge  per- 
sisted until  February  1945  at  which  time  there 
was  an  episode  of  profuse  painless  bleeding. 
.Since  the  onset  of  illness  there  had  been  ac- 
companying “nervousness”  manifested  by 
irritability,  sweating,  weakness,  tacycardia, 
and  diarrhea. 

Physical  examination — On  admission  the 
temperature  was  98.6  "F,  respirations  20,  pulse 
90,  and  blood  pressure  158/100.  The  patient 
was  not  acutely  ill.  There  was  increased  tactile 
fremitus,  and  fine  rales  at  the  base  of  the  left 

'From  the  Department  of  Surgery,  St.  Francis  Hospital. 

**Chief  in  Surgery,  St.  Francis  Hospital. 
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lung.  The  remainder  of  the  physical  examina- 
tion was  negative,  save  for  a small  mass  in  the 
right  lobe  of  the  thyroid  gland,  which  was  firm, 
non-movable,  and  non-tender. 

Laboratory  data — The  hemoglobin  was  85 
percent,  the  RBC  5,000,000;  WBC,  8,000.  The 
urine  showed  a trace  of  albumin,  and  many 
white  and  red  blood  cells.  The  BMR  on  18 
February  was  plus  46  percent.  Another  on 
26  February,  after  the  patient  was  prepared 
for  surgery,  was  plus  26  percent.  The  blood 
urea  nitrogen  was  9 milligrams  percent. 
Roentgenogram  of  the  chest  was  negative  for 
intrathoracie  growths,  or  pathological  changes 
in  the  lungs. 

On  3 March  1945  under  avertin,  nitrous 
oxide,  and  oxygen,  a subtotal  thyroidectomy 
was  performed.  Gross  examination  of  the 
specimen  by  Dr.  Douglas  M.  Gayt  revealed  a 
nodular  thyroid  mass,  weighing  57  grams.  The 
tissue  was  disintegrated,  but  it  appeared  to 
consist  of  nodules  of  various  color  and  consist- 
ency. Microscopic  examination  showed  the 
nodules  consisted  of  small  follicles  lined  with 
c-uboidal  epithelium  and  an  abundance  of 
colloid.  The  pathological  diagnosis  was  toxic 
nodular  goiter. 

The  patient  had  an  uneventful  recovery,  and 
on  17  March  1945  was  again  taken  to  the 
operating  room  where  a diagnostic  D & C was 
performed.  The  uterus  was  slightly  enlarged. 
A sound  was  passed  to  a depth  of  3y2  inches. 
It  appeared  that  the  uterine  wall  had  been 
penetrated  by  a growth.  The  pathological 
diagnosis  by  Dr.  Gay  was  adenocarcinoma  of 
the  uterus.  The  patient  refused  pelvic  surgery 
at  this  time,  and  requested  her  discharge  from 
the  hospital. 

Readmission  on  10  April  1945  showed  an 
RBC  of  4,110,000;  WBC,  5,400;  and  hemo- 
globin 79  percent.  The  urine  showed  a trace 
of  albumin.  The  blood  sugar  was  90  milli- 
grams percent,  and  the  blood  urea  nitrogen 
was  12  milligrams  percent. 

On  12  April  1945  under  avertin  and  ether 
anesthesia,  operation  was  performed.  The 
operation,  begun  with  the  hope  of  making  it 
radical  proceeded  as  follows;  The  round  liga- 
ment was  identified  at  the  internal  inguinal 
ring,  clamped,  and  divided.  The  ovariopelvic 
ligament  containing  the  ovarian  vessels  was 
clamped  and  divided.  The  ureter  was  identi- 

tPathologist.  St.  Francis  Hospital. 


fied  prior  to  the  placing  of  clamps.  The  uterus 
was  drawn  to  the  opposite  side  by  firm  traction 
on  the  two  forceps.  The  other  forceps  are 
separated  and  the  broad  ligament  is  opened 
up  widely.  This  was  carried  out  by  inserting 
the  fingers  between  the  leaves  of  the  broad 
ligament,  and  incising  the  anterior  fold  of 
peritoneum  outside  and  parallel  to  the  ovarian 
vessels.  The  regional  nodes  lying  along  the 
uterine,  external  and  common  iliac  vessels  were 
removed.  A similar  procedure  was  done  on  the 
opposite  side.  Panhysterectomy  was  then  per- 
formed. 

The  uterus  was  slightly  enlarged,  and  con- 
tained many  subserous  nodules.  These  nodules 
were  firm  and  cauliflower  like  in  appearance, 
and  had  perforated  the  serosa  at  the  fundus. 
Lower  down  on  the  uterus  were  found  several 
small  myomas.  The  entire  specimen  consisted 
of  uterus  and  cervix  with  both  tubes  and 
ovaries  attached.  This  procedure  is  that  ad- 
vocated by  Johnston***.  The  microscopic  ex- 
amination by  Dr.  Gay  showed  the  soft  tumor 
was  a low  grade  adenocarcinoma  derived  from 
the  endometrium.  The  diagnosis  was  adeno- 
carcinoma of  the  uterus,  and  myomas  of  the 
uterus. 

The  patient  was  discharged  from  the  hos- 
pital on  24  April  1945  in  good  condition.  On 
10  January  1948  examination  of  the  patient 
revealed  she  was  in  good  health  and  there  was 
no  evidence  of  any  recurrence  of  the  disease. 

WOMAN'S  AUXILIARY:  AMA 
Chicago,  June  21-25,  1948 

A most  cordial  invitation  is  extended  to  all 
women,  who  are  Auxiliary  members  or  guests 
of  physicians  attending  the  convention  of  the 
American  Medical  Association,  to  participate 
in  all  social  functions  and  attend  the  general 
sessions.  Whether  Auxiliary  members  or  not. 
the  wives  of  doctors  will  be  most  welcome. 

Auxiliary  headquarters  will  be  on  the  mez- 
zanine floor  of  the  Hotel  LaSalle.  All  meet- 
ings and  functions  will  be  held  at  the  Hotel 
LaSalle  unless  otherwise  stated  in  the  pro- 
gram, or  announced  during  the  meeting.  Please 
register  early  and  obtain  your  badge  and  pro- 
gram of  the  social  function. 

All  tickets  should  be  purchased  soon  after 
arrival.  These  will  be  sold  at  the  Auxiliary 
headquarters.  All  meetings  and  social  affairs 

“‘Johnston,  H.  W.:  S.  G.  & O..  Seventy-four:  1003,  1942. 
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will  begin  at  the  time  scheduled.  Please  be 
prompt.  Registration  hours  are: 

Sunday,  2 :00  p.m.  to  4 :00  p.m. ; Monday  - 
Wednesday,  9 :00  a.m.  to  4 :00  p.m. 

PROG  R A M 

PRECONVENTION  MEETINGS 
SUNDAY,  JUNE  20,  1948 

COMMITTEE  MEETINGS 
2:00  p.m.  to  4:00  p.m. 

Registration  (mezzanine  floor) 

8:00  p.m. 

Finance  Committee — Room  B (mezzanine  floor) 
Mrs.  Scott  C.  Applewhite,  chairman 

MONDAY,  JUNE  21,  1948 
9:30  a.m. 

Board  of  Directors — Room  B (mezzanine  floor) 
Presiding,  Mrs.  Eustace  A.  Allen,  president 
10:00  a.m. 

Nominating  Committee — Room  A (mezzanine 
floor)  Mrs.  David  W.  Thomas,  chairman 
12:30  p.m. 

Luncheon  of  Board  of  Directors — Room  C 
(mezzanine  floor) 

4:00  p.m. 

Tea  in  honor  of  Mrs.  Eustace  A.  Allen,  President 
and  Mrs.  Luther  H.  Kice,  President-elect, 
Woman’s  Auxiliary  to  the  American  Medical 
Association,  Century  Room.. 

Tickets  $1.25.  All  doctor’s  wives  cordially  in- 
vited. 

Hostesses:  Auxiliaries  to  the  Illinois  State  Medi- 
cal Society  and  to  the  Chicago  Medical 
Society. 

8:00  p.m. 

Revisions  Committee  Meeting — Room  B (mezza- 
nine floor)  Mrs.  Roscoe  E.  Mosiman,  chair- 
man 

TUESDAY,  JUNE  22,  1948 
9:00  a.m. 

Formal  opening  of  the  Twenty-fifth  Annual  Meet- 
ing of  the  Woman’s  Auxiliary  to  the  Ameri- 
can Medical  Association,  Illinois  Room  (mez- 
zanine floor) 

Presiding Mrs.  Eustance  A.  Allen,  president 

Invocation Reverend  Charles  Ray  Goff,  D.D., 

pastor,  Chicago  Temple,  First  Methodist 
Church 

Pledge  of  Loyalty  to  the  Woman’s  Auxiliary  to 
the  American  Medical  Association 
Mrs.  Jesse  D.  Hamer 

Greetings J.  Roscoe  Miller,  M.D., 

President,  Chicago  Medical  Society 

Address  of  Welcome Mrs.  John  Soukup, 

Immediate  Past  President,  Woman’s  Auxil- 
iary to  the  Illinois  State  Medical  Society. 

Response  Mrs.  Robert  Flanders 

President  Woman’s  Auxiliary  to  the  New 
Hampshire  Medical  Society 


Presentation  of  Convention  Chairman 
Mrs.  Rollo  K.  Packard 
Presentation  of  President-elect 

Mrs.  Luther  H.  Kice 


Introductions Mrs.  Eustace  A.  Allen 

Roll  Call Mrs.  George  Turner 


Constitutional  Secretary 
Minutes  of  the  Twenty-Fifth  Annual  Meeting 
Mrs.  George  Turner 
Convention  Rules  of  Order 

Mrs.  John  S.  Bouslog 
Credentials  and  Registration 

Mrs.  James  M.  McDonnough 
Address  of  the  President 

Mrs.  Eustace  A.  Allen 
Reports  of  Officers 

President-elect Mrs.  Luther  H.  Kice 

First  Vice-President  ....  Mrs.  David  B.  Allman 
Second  Vice-President,  Mrs.  Leo  J.  Schaefer 

Third  Vice-President  Mrs.  E.  Arthur 

U nderwood 

Fourth  Vice-President  ....  Mrs.  W.  W.  Potter 

Treasurer Mrs.  Arthur  A.  Herold 

(including  the  report  of  the  Auditor) 
Constitutional  Secretary,  Mrs.  George  Turner 
12:00  p.m. 

Luncheon  in  honor  of  the  Past  Presidents  of  the 
Woman’s  Auxiliary  to  the  American  Medical 
Association,  Grand  Ballroom  (19th  floor) 
Tickets  $3.50 

Mrs.  Rollo  K.  Packard,  past  president,  presiding 
Guest  Speaker:  Morris  Fishbein,  M.D.,  Editor, 
Journal  of  the  American  Medical  Association 
and  Hvgeia. 

AFTERNOON  SESSION 
2:00  p.m. 

Report  of  the  Board  of  Directors 
Mrs.  Eustace  A.  Allen 

Reports  of  Chairmen  of  Standing  Committees: 


Editorial  Mrs.  James  P.  Simonds 

Finance Mrs.  Scott  C.  Applewhite 

Hygeia Mrs.  Arthur  I.  Edison 

Legislation Mrs.  Bruce  Schaefer 

Organization Mrs.  David  B.  Allman 

Post-War  Planning  ....  Mrs.  Rollo  K.  Packard 

Program  Mrs.  Ralph  Eusden 

Public  Relations,  Mrs.  Harold  F.  Wahlquist 
Revisions Mrs.  Roscoe  E.  Mosiman 


Report  of  the  Historian 

Mrs.  Jesse  D.  Hamer 
Report  of  the  Central  Office  and  Bulletin 
Circulation 

Miss  Margaret  Wolfe 
Report  of  the  Nominating  Committee 
(first  reading) 

Mrs.  David  W.  Thomas,  chairman 
Election  of  the  1949  Nominating  Committee 
4:00  p.m. 

Round  Table  Discussion: 


Hygeia  Mrs.  Arthur  I.  Edison 

Legislation Mrs.  Bruce  Schaefer 

Program Mrs.  Ralph  Eusden 


Public  Relations,  Mrs.  Harold  F.  Wahlquist 
8:00  p.m. 

Opening  Meeting  of  the  American  Medical  Assoc- 
iation, Grand  Ballroom,  Hotel  Stevens. 
Members  of  the  Woman’s  Auxiliary  and 
guests  are  welcome. 
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WEDNESDAY,  JUNE  22,  1948 
9:00  a.m. 

General  Session  of  the  Woman’s  Auxiliary  to 
the  American  Medical  Association,  Illinois 
Room  (mezzanine  floor) 

Presiding  Mrs.  Eustace  A.  Allen 

Greetings  Warren  W.  Furey,  M.D., 

Chairman  Local  Committee  on  Arrange- 
ments, A.  M.  A. 

Minutes  Mrs.  George  Turner 

Announcements Mrs.  Rollo  K.  Packard 

Credentials  and  Registration Mrs.  James  M. 

McDonnough 

In  Memorian Mrs.  Van  Buren  Philpot 

Resolutions  Mrs.  Henry  Garnjobst 

Reports  of  State  Presidents 
12:30  p.m. 

Annual  Luncheon  in  honor  of  Mrs.  Eustace  A. 
Allen,  President  and  Mrs.  Luther  H.  Kice, 
President-elect,  Grand  Ballroom,  (19th  floor) 

Tickets  $3.50 

Mrs.  Eustace  A.  Allen,  Presiding 
Guests  of  Honor:  Dr.  Edward  L.  Bortz,  President; 
Dr.  R.  L.  Sensenich,  President-elect;  Dr.  J.  J. 
Moore,  Treasurer;  Dr.  George  F.  Lull,  Secre- 
tary and  General  Manager;  Dr.  Morris  Fish- 
bein,  Editor  of  the  Journal  and  Hygeia;  and 
the  members  of  the  Advisory  Council  of  the 
Woman's  Auxiliary  to  the  American  Medical 
Association. 

2:00  p.m. 

Joint  meeting  of  the  Advisory  Council  of  the 
American  Medical  Association  and  the 
Board  of  Directors  of  the  Woman's  Auxiliary 

AFTERNOON  SESSION 
2:30  p.m. 

Unfinished  Business 
New  Business 

Report  of  the  Nominating  Committee 

Mrs.  David  W.  Thomas 
Election  of  Officers 

Installation  of  Officers  and  Presentation  of  Pres- 
ident’s Pin 

Mrs.  Frank  N.  Haggard 

Inaugural  Address Mrs.  Luther  H.  Kice 

Courtesy  Resolution Mrs.  Arthur  J.  McCarey 

Minutes  Mrs.  George  Turner 

Adjournment 

THURSDAY,  JUNE  24,  1948 
9:30  a.m. 

Meeting  of  the  Board  of  Directors,  Room  B 
(mezzanine  floor) 

Mrs.  Luther  H.  Kice,  presiding 
6:30  p.m. 

Annual  Dinner  of  the  Woman’s  Auxiliary  for 
members,  husbands  and  guests,  Grand  Ball- 
room (19th  floor) 

Tickets  $4.00 

9:00  p.m. 

Reception  and  Ball  in  honor  of  the  President  of 
the  American  Medical  Association — Palmer 
House. 

FRIDAY,  JUNE  25,  1948 
Exhibits  at  Navy  Pier 


Infants  of  Morphine-Addicted  Mothers 
Born  With  Same  Addiction 

Infants  born  to  mothers  who  are  morphine 
addicts  show'  all  the  symptoms  of  a morphine 
addict  whose  source  of  supply  has  suddenly 
been  cut  off,  and  if  not  properly  treated  may 
die  of  convulsions  during  the  first  week  of  life, 
according  to  an  article  in  the  November  8 issue 
of  The  Journal  of  the  American  Medical  Asso- 
ciation. The  author  is  Meyer  A.  Perlstein, 
M.  I).,  Chicago. 

‘ ‘ The  infants  are  born  at  full  term  and  are 
apparently  normal,”  Dr.  Perlstein  writes, 
“but  their  addiction  matches  that  of  their 
mothers.  Separation  from  the  maternal  cir- 
culation shuts  off  the  supply  of  drug  to  the 
newhorn,  and  withdrawal  symptoms  ensue 
within  three  days.  . . . 

“In  the  past,  some  investigators  errone- 
ously assumed  that  morphine  was  excreted  in 
human  milk ; hence,  breast-feeding  by  the  ad- 
dicted mother  was  a method  employed  in  the 
treatment  of  congenital  morphinism.  It  is  a 
fact,  though,  that  morphine  is  not  thus  excre- 
ted, and  the  emphasis  in  treatment  is  now  di- 
rected toward  sedation.” 

In  the  case  which  Dr.  Perlstein  mentions, 
dosage  with  phenobarbital  brought  about 
prompt  recovery,  the  drug  being  continued  for 
eight  weeks  before  being  tapered  off  and 
stopped. 


Urology  Award 

The  American  Urological  Association  offers 
an  annual  award  of  $1000.00  (first  prize  of 
$500.00,  second  prize  $300.00  and  third 
prize  $200.00)  for  essays  on  the  result  of 
some  clinical  or  laboratory  research  in  urol- 
ogy. Competition  shall  be  limited  to  urolo- 
gists who  have  been  in  such  specific  practice 
for  not  more  than  five  years  and  to  residents 
in  urology  in  recognized  hospitals. 

The  first  prize  essay  will  appear  on  the  pro- 
gram of  the  forthcoming  meeting  of  the  Ameri- 
can Urological  Association,  to  be  held  at  the 
Hotel  Statler,  Boston,  Massachusetts,  May  17- 
20,  1948. 

For  full  particulars  write  the  Secretary,  Dr. 
Thomas  D.  Moore,  899  Madison  Avenue,  Mem- 
phis, Tennessee.  Essays  must  be  in  his  hands 
before  March  1,  1948. 
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Tpie  Rebellion  of  British  Doctors 

No  single  issue  confronting  the  American 
people  holds  the  sinister  menace  that  is  in- 
herent in  Federal  Compulsory  Health  Insur- 
ance. The  implications  are  not  understood. 
The  ulterior  motives  of  the  prime  sponsors  are 
concealed.  However,  there  is  nothing  new  or 
experimental  in  either  the  concept  or  the 
mechanism. 

In  1911,  Lloyd  George,  Prime  Minister  of 
Great  Britain,  began  to  sense  the  waning  of 
popular  support,  lie  forced  through  Parlia- 
ment a law  imposing  a panel  system  of  medical 
care  on  the  people  of  England,  Scotland  and 
Wales.  It  was  applicable  to  the  rank  and  file 
of  all  employed  workers.  The  system  was 
introduced  with  the  threadbare  shibboleths  of 
“bettering  the  lot  of  the  common  people.” 
The  real  purpose  was  to  bolster  a declining 


prestige  and  to  strengthen  political  control  of 
the  masses. 

The  thirty-year  resultant  was  mechanical 
medical  care,  an  appalling  use  of  nostrums 
and  quack  remedies  and  incentives  leading  to 
the  erosion  of  the  integrity  and  character  of 
the  panel  physicians.  It  is  a matter  of  his- 
torical record. 

A general  election  in  194b  brought  a So- 
cialist Government  to  power  in  England.  It 
was  pledged  to  the  Nationalization  of  all  in- 
dustry. A law  was  enacted  providing  free 
health  care  to  all  citizens.  Private  hospitals — 
except  Catholic  institutions — are  to  be  seized 
and  their  endowments  confiscated.  All  hos- 
pitals will  be  staffed  by  full-time  doctors  on 
the  government  payroll.  Their  status  will  be 
reduced  to  that  of  civil  servants  in  govern- 
ment employment.  All  physicians  in  England 
are  faced  with  the  prospect  of  a similar  status 
beginning  July  5,  1948 — when  the  law  will 
become  finally  and  fully  effective. 

British  physicians  have  had  more  that  thirty 
years’  experience  in  a limited  form  of  govern- 
ment medicine.  They  are  fully  aware  of  the 
impossibility  of  providing  adequate  or  really 
effective  health  services  under  the  restrictions 
and  hampering  red  tape  of  bureaucratic  ad- 
ministration. They  rebelled. 

In  January,  1948,  the  British  Medical  Asso- 
ciation conducted  a poll  of  all  British  doctors. 
89.5  percent  of  the  physicians  expressed  disap- 
proval of  the  British  Health  Service  Act.  8G 
per  cent  of  Britain's  medical  practitioners, 
specialists  and  consultants  voted  to  refuse  to 
work  under  the  law  that  would  force  them  to 
provide  free  medical  care.  They  fully  under- 
stood that  such  service  leads  to  stultifying 
abuses  by  both  patients  and  physicians — health 
care  on  the  basis  of  political  acceptability 
rather  than  medical  effectiveness. 

British  physicians  are  not  on  strike.  Unani- 
mously they  pledge  themselves  to  continue 
providing  medical  care  where  needed.  They 
may  or  may  not  be  recompensed.  However, 
they  will  retain  their  effectiveness,  their  in- 
tegrity and  their  self  respect. 
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There  is  no  more  glorious  incident  in  the 
annals  of  this  nation  of  free  men  than  the  ac- 
tion of  British  doctors  refusing  to  become 
party  to  a scheme  designed  to  centralize  poli- 
tical power  at  the  expense  of  the  welfare  of 
the  people. 

In  this  action,  there  is  a lesson  for  us.  If 
heeded,  it  can  well  save  us  in  terms  of  hun- 
dreds of  millions  of  dollars  and  possibly  hun- 
dreds of  thousands  of  lives. 

There  is  before  our  Congress  a Bill — The 
Murray  - Wagner  - Pepper  - Chavez  - Taylor  - 
McGrath  Bill  (S-1320)  which,  if  enacted, 
would  force  on  the  American  people  a free 
medical,  dental,  nursing,  hospitalization  serv- 
ice. On  the  basis  of  all  experience,  it  would 
destroy  our  system  of  health  care  that  has 
placed  this  country  in  the  position  of  world 
leadership  in  the  healing  arts.  It  would  rob 
members  of  the  health  professions  of  their  in- 
dependence. self  respect  and  incentives  for 
progress.  It  is  estimated  that  the  ultimate* 
cost  would  approach  $20,000,000,000  annually. 
It  would  entail  an  administrative  bureaucracy 
that  could  become  the  key  instrument  in  the 
seizure  of  tyrannical  power. 

< )n  March  17. 1948  the  British  Medical  Asso- 
ciation met  and  unanimously  adopted  a resolu- 
tion of  non-participation  under  the  British  Na- 
tional Health  Service  law. — The  present  sit- 
uation is  one  of  stalemate. 

< )f  this  action  by  British  doctors  in  an  edi- 
torial the  Chicago  Tribune  March  23.  1948, 
states : 

“If  the  fight  against  regimentation  and  ty- 
ranny by  the  all  powerful  centralized  state  is 
to  be  won  in  Britain,  it  will  be  because  there 
are  still  Englishmen  who.  like  the  doctors,  have 
dignity  and  pride  in  their  attainments  as  in- 
dividuals, and  who  refuse  to  be  reduced  to 
ciphers  on  the  state  payroll.  By  holding  fast, 
the  doctors  can  hope  to  reverse  the  tide  of 
socialism  and  save  Britain.” 

This  comment  should  make  crystal  clear  to 
American  physicians  and  dentists  the  impor- 
tant place  they  now  occupy.  It  should  inspire 
them  to  more  determined  efforts  to  preserve 
the  independence  of  the  professions  in  this 
country  and  our  American  way  of  life. 
Editorial,  N.  P.  C. 

* Estimate  is  for  total  annual  Social  Security  Expen- 
ditures. 


Socialism  and  Medicine  in  Great  Britain 

On  July  5,  1948,  the  National  Health  Serv- 
ices Act  will  go  into  effect  in  Great  Britain. 
The  Act  will  be.  when  it  becomes  operative, 
another  step  in  the  nationalization  program 
of  the  Labor  Government.  Under  it  any  resi- 
dent of  Great  Britain  will  be  entitled  to  medi- 
cal care,  hospital  care,  drugs,  home  nursing, 
appliances,  and  limited  dental  service,  regard- 
less of  income.  All  this  will  be  paid  for — 
partly  by  contributions  to  the  social  insurance 
fund,  partly  by  taxation. 

There  is  said  to  be  free  choice  of  physician 
under  the  Act,  “but  physicians  may  or  may 
not  enter  the  public  service.  Hospitals  are 
nationalized  but  administered  by  local  and 
regional  committees.  Health  centers  are  to 
lie  established,  and,  in  these,  general  practi- 
tioners will  have  their  offices,  so  that  they  may 
practice  ultimately  in  groups  which  will  have 
every  diagnostic  and  therapeutic  facility  at 
their  disposal.”1 

Few  things  are  either  as  good  as  they  look 
or  as  bad  as  they  seem.  In  Great  Britain  the 
National  Health  Services  Act  is  the  legisla- 
tive product  of  a Labor  Government,  duly 
elected  and  placed  in  power  by  the  free  voters 
of  the  country.  It  was  known  to  all  that  such 
a Government  proposed,  if  elected,  to  carry  out 
a program  of  nationalization,  and  that  medical 
services  would  be  included  in  such  a program. 
There  is  in  Great  Britain,  therefore,  a certain 
validity  in  the  establishment  of  the  Act  which 
flows  from  the  obvious  desire  of  the  people  to 
install  and  maintain  a socialist  regime  for  bet- 
ter or  worse.  Under  the  circumstances  the 
scheme  may  work  since  the  people  want  it. 
seem  to  be  willing  to  pay  for  it  and  to  put 
up  with  the  consequences. 

Preceded  by  war,  accompanied  by  grinding 
national  debt,  and  followed  by  strife  between 
the  ministry  of  health  and  the  medical  profes- 
sion. the  implementation  of  the  Act  by  the 
establishment  of  rules  and  regulations  seems 
to  be  somewhat  retarded — not  an  altogether 
auspicious  beginning,  but  one  to  be  observed 
with  scientific  detachment. 

To  doctors  here,  who  have  followed  the  pro- 
gram for  Great  Britain  outlined  in  1944  by  the 


1 New  York  Times  (Jan.  12)  1948,  p.  18. 
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Conservatives  and,  subsequently,  as  to  medical 
reform,  amplified  and  enacted  by  the  Labor 
Government,  it  will  be  of  interest  to  observe 
the  process  of  changeover  and  adjustment  from 
private  to  public  practice.  The  shift  from 
conservatism  and  free  enterprise  to  socialism 
and  state-controlled  management  of  national 
resources,  among  them  medicine,  is  a function 
of  poverty.  Call  it  reform  or  label  it  any  way 
you  please,  it  is  still  as  simple  as  that.  Con- 
fiscatory taxation  is  a prelude,  usually  over  a 
period  of  time,  following  the  Keynesian  phil- 
osophy that  private  thrift  and  saving  are  to 
be  discouraged  and  public  spending  encour- 
aged. Since  public  spending  involves  increas- 
ing government  control  of  the  projects  on 
which  public  moneys  are  to  be  spent,  the  power 
of  the  purse  will  eventually  exert  itself 
through  rules  and  regulations  having  the  force 
and  effect  of  law. 

In  Great  Britain  the  rules  and  regulations 
which  will  govern  are  now  in  process  of  being 
formulated  to  take  effect  in  July  of  this  year. 
In  its  present  form,  says  the  British  Medical 
Journal  “the  Act  is  the  first  and  irrevocable 
step  towards  a whole-time  State  Medical  Serv- 
ice (not  a ‘Health’  Service.) ”= 

Be  it  noted  that  the  dictatorship  of  the 
State  represented  by  the  current  Labor  Gov- 
ernment is  the  result  of  popular  acceptance 
of  such  a philosophy  and  that  all  will  have  to 
adjust  to  it  in  the  end — or  change  it. 

Editorial,  N.  Y.  St.  J . M.,  April  1,  1948. 


How  Do  They  Do  It'? 

The  J.A.M.A.,  May  1,  1948,  pg.  87,  under 
Residencies  and  Fellowships  in  Urology,  lists 
the  Letterman  General  Hospital,  San  Fran- 
cisco, as  having  had  last  year,  four  deaths  and 
six  autopsies  ! Howy  do  they  do  it?  We  are  all 
familiar  with  the  old  quip,  in  reference  to  do- 
ing things:  “There’s  the  right  way,  and  the 
wrong  way,  and  the  way  the  Army  does  it." 
Now  will  the  Army  please  explain  these  au- 
topsies ? 


2 (Jan.  17)  1948,  p.  104. 


MISCELLANEOUS 
V.  A.  Regulations 

Dear  Editor : 

This  office  is  greatly  pleased  to  welcome  you, 
a member  of  the  Delaware  State  Medical  So- 
ciety, as  a participating  fee  basis  physician  of 
the  Veterans  Administration.  While  you  may 
be  familiar  with  the  procedures  governing  ser- 
vices to  our  veteran  beneficiaries,  the  following 
aspects  of  treatment  will  bear  reiteration  of 
our  policy : 

1.  Out-patient  treatment  may  be  rendered 
by  you  to  a service  connected  veteran  when 
no  VA  facilities  are  feasibly  available ; where 
it  would  create  undue  hardship  to  the  veteran 
to  attend  a VA  facility;  in  an  emergency. 

2.  When  a veteran  requests,  from  this  of- 
fice, treatment  by  you  under  one  of  the  above 
conditions,  we  will  prepare  and  forward  to 
you,  in  triplicate,  VA  Form  10-2568,  Authori- 
zation and  Invoice  for  Medical  Services.  On 
the  face  of  this  form  under  “Nature  of  Ser- 
vices Authorized”  will  be  stated  the  service 
connected  conditions  for  which  the  veteran  is 
to  be  treated.  Under  “Period  Covered  by  this 
Authorization”  will  be  stated  the  time  limit 
covered  by  this  particular  authority.  If  fur- 
ther treatment  is  found  necessary  within  the 
prescribed  period  of  the  current  authorization, 
this  office  must  be  notified  and  the  request 
made.  We  will  then  forward  you  a supple- 
mental authority  for  the  additional  treatments. 
At  the  end  of  the  month  covered  by  these  au- 
thorizations, a moderately  detailed  report  of 
medical  treatment  rendered  must  be  submitted 
to  this  office  on  VA  Form  10-2690A,  Report  of 
Medical  Treatments  Rendered.  If  additional 
treatments  are  deemed  necessary  for  the  fol- 
lowing month,  this  fact  should  be  stated  di- 
rectly below  the  report  of  treatments  rendered, 
specifying  the  approximate  number  of  house 
and/or  office  calls  required  for  that  month. 
With  this  report  should  be  sent  the  two  carbon 
copies  of  the  VA  Form  10-2568,  Authorization 
and  Invoice  for  Medical  Services,  properly  fil  l- 
ed in  on  the  reverse  side  with  the  specific  dates 
and  type  of  treatment  rendered  and  total  costs. 
Only  one  of  these  need  be  signed  by  you.  You 
should  retain  the  original  copy  of  the  VA  Form 
10-2568  for  your  files.  Prescriptions  may  be 
issued  under  the  following  circumstances : 

(a)  It  is  adamant  that  you  have  a current 
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authority  authorizing  the  treatment  of 
the  veteran. 

(b)  On  the  face  of  the  prescription  must  be 
inscribed — “I  am  currently  authorized 
to  treat  this  veteran.” 

(c)  The  prescription  issued  must  be  for  the 
treatment  of  the  veteran’s  service  con- 
nected disabilities  only. 

(d)  Prescriptions  issued  for  narcotics  must 
be  made  in  duplicate. 

When  you  write  a prescription  under  the 
above  conditions,  the  veteran  may  then  take 
this  prescription  to  any  pharmacist  who  is  a 
member  of  the  Delaware  Pharmaceutical  So- 
ciety, where  it  will  be  filled  and  the  pharmacist 
will  be  assured  that  he  will  be  paid  by  the  Vet- 
erans Administration.  However,  if  you  is- 
sue a prescription  without  having  a current 
authority  and/or  inserting  the  phrase  “I  am 
currently  authorized  to  treat  this  veteran,”  the 
pharmacist  who  will  have  in  good  faith  filled 
it,  will  not  be  paid  and  the  prescriptions  will 
be  returned  to  him,  since  the  VA  cannot  honor 
payment  for  any  prescriptions  except  under 
the  above  conditions. 

3.  From  time  to  time  a veteran  may  present 
himself  directly  to  you  for  treatment  without 
prior  authorization  from  this  office.  He  may 
state  that  he  has  a service-connected  condition. 
This  may  be  true,  but  it  is  equally  untrue  in 
as  many  other  cases.  Therefore,  in  order  not 
to  jeopardize  your  chances  for  payment,  it  is 
suggested  that  you  contact  this  office  immed- 
iately by  telephone  or  letter  requesting  what- 
ever treatment  you  believe  necessary  for  the 
veteran.  This  office  will  then  determine  if  the 
veteran  is  entitled  to  this  treatment  and,  if  so, 
you  will  be  forwarded  the  authorizations  as 
described  in  paragraph  2 above.  If  the  vet- 
eran is  not  entitled,  we  will  notify  you  immed- 
iately by  letter  or  telephone. 

4.  There  will  be  times  when  you  will  be  call- 
ed upon  to  treat  a veteran  in  an  emergency. 
Obviously  from  a humane  point  of  view,  this 
treatment  should  be  rendered  immediately. 
However,  it  is  incumbent  upon  you  to  notify 
this  office  within  fifteen  days  of  such  treatment 
in  order  to  insure  payment  for  your  services. 
Upon  receiving  this  notification,  this  office  will 
determine  his  eligibility  for  treatment  and  if 
entitled,  proper  authorization  will  be  forward- 
ed to  you.  Where  a prescription  must  be  writ- 


ten for  an  emergent  case,  in  place  of  the  phrase 
“I  am  currently  authorized  to  treat  this  vet- 
eran” substitute  the  word  “Emergency”  on 
the  face  of  the  prescription. 

5.  In  summation,  Doctor,  your  cooperation 
is  solicited  in  following  the  above  procedures 
to  the  letter,  to  insure  good  medical  service  to 
our  entitled  veterans  and  prompt  payment  of 
your  bills.  If  any  problems  or  questions  arise 
in  your  mind  as  to  the  procedures  followed  in 
rendering  out-patient  service,  I shall  be  pleas- 
ed to  have  you  contact  me  personally. 

Very  truly  yours, 

M.  H.  Tolochko,  M.D. 

Chief  Medical  Officer. 


Surgical  Benefit  Claims 

Boys  incure  15%  more  surgical  operations 
than  girls,  with  60%  of  all  children’s  opera- 
tions being  tonsillectomies  and  20%  appendec- 
tomies or  fractures,  according  to  an  analysis  of 
100,000  surgical  benefit  claims  of  all  ages  made 
by  a committee  of  the  Actuarial  Society  of 
America  and  presented  at  the  annual  meeting 
of  the  Society  on  May  15,  in  New  York. 

This  was  one  of  a long  list  of  findings  from 
the  study  which  covered  group  surgical  in- 
surance claims  reported  by  companies  doing 
70%  of  this  type  of  insurance  and  covering  a 
period  of  eight  months  of  last  year. 

Group  surgical  insurance,  first  written  in 
1938,  has  become  an  important  segment  of  the 
insurance  business,  covering  10,000,000  per- 
sons, the  report  stated.  This  insurance,  added 
to  protection  on  an  additional  10,000,000  cov- 
ered by  Blue  Cross,  individual  contracts  or 
other  plans,  gives  a total  of  over  20,000,000 
persons  now  protected  by  surgical  benefit  in- 
surance. 

Eight  types  of  operations  were  found  to  ac- 
count for  the  greater  part  of  all  surgical  ben- 
efit claims;  tonsillectomy,  appendectomy,  be- 
nign tumor  or  cyst,  hemorrhoidectomy,  frac- 
ture, hysterectomy,  herniotomy,  and  dilation 
or  curettage.  These  accounted  for  60%  of  all 
claims,  57%  of  the  male  cases  and  67  % of  the 
female  cases. 

Multiple  operations  take  place  in  a large 
number  of  cases,  taking  advantage  of  the  urg- 
ency of  the  major  cause.  In  17%  of  all  cases, 
more  than  one  operation  was  performed  under 
the  one  procedure;  in  the  case  of  claims  for 
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wives,  31%  were  multiple,  for  female  employ- 
ees, 24%,  for  male  employees,  15%  and  for 
children  5%.  In  gynecologic  surgery,  a maxi- 
mum of  51%  was  shown.  On  the  average,  mul- 
tiple operation  claims  were  for  amounts  almost 
double  those  for  single  operations. 

More  complicated  surgery  was  incurred  at 
ages  over  50  in  the  case  of  men.  For  women, 
the  operations  were  generally  more  serious 
than  for  men  at  all  ages,  but  the  severity 
changed  little  with  age,  except  for  a slight  peak 
in  late  child-bearing  or  post  child-bearing 
years. 

Not  all  surgery  is  performed  in  hospitals, 
the  report  shows,  though  most  of  it  is.  Men 
show  a higher  out-of -hospital  surgery  incidence 
than  women.  In  the  case  of  men,  23%  of  the 
operations  were  performed  out  of  hospitals,  for 
children,  16%  and  for  women  11%.  The  av- 
erage amount  paid  for  out-of-hospital  claims 
was  less  than  one-third  that  for  hospital  surg- 
ery. 

Taking  appendectomy  as  an  example,  it  was 
found  that  30%  of  the  doctors  charged  not 
over  $100;  50%  not  over  $125;  80%  not  over 
$150  ; and  90%  not  over  $165. 

The  analysis  was  said  by  the  committee  to 
indicate  that  charges  were  usually  higher  for 
male  employees  than  for  women,  reflecting  the 
general  practice  of  suiting  fees  to  the  ability  to 
pay. 

Analysis  of  surgical  fees  in  the  cases  covered 
showed  that  charges  were  highest  on  the  west 
coast,  with  California  showing  the  highest 
cost  of  any  state.  In  California  the  charges 
were  39%  greater  than  the  U.S.  average  in 
non-obstetrieal  cases  and  61%  over  average  in 
obstetrical ; in  the  Middle  Atlantic  states,  next 
highest,  the  charges  were  3%  and  5%  higher 
than  average,  respectively.  The  South  Atlan- 
tic states  showed  the  lowest  cost,  12%  and  9%, 
respectively,  below  average. 

The  average  surgical  claim  for  male  employ- 
ees was  $48,  for  female  employees  $63,  for 
wives  $71,  for  male  children  $34  and  for  fe- 
male children  $37. 


Supplies  Needed 

Continued  aid  in  the  form  of  medical  and 
surgical  supplies  from  America  is  needed  to 
prevent  widespread  suffering  and  death  among 
the  peoples  of  war-devastated  areas  through- 


out the  world.  The  undersigned  earnestly  re- 
quest all  members  of  our  profession  to  help  us 
provide  such  aid  through  the  Medical  and 
Surgical  Relief  Committee,  Inc. 

During  the  past  eight  years,  with  little  pub- 
licity and  modest  financial  support,  this  Com- 
mittee has  provided  more  than  a million  dollars 
worth  of  desperately-needed  medical,  surgical, 
and  dental  supplies  and  publications  to  strick- 
en areas  overseas.  These  materials  are  sent  to 
hospitals,  physicians  and  dispensaries  giving 
free  medical  care  to  the  needy. 

Our  colleagues  in  Europe  and  the  East  are 
still  faced  with  an  appaling  lack  of  basic  med- 
ical equipment.  Some  have  not  even  seen  a 
medical  journal  or  textbook  printed  since  the 
war  began,  and  are  woefully  uninformed  of 
many  of  the  latest  medical  advances. 

We  are  able  to  do  a great  deal  to  alleviate 
this  situation* through  the  Medical  and  Surg- 
ical Relief  Committee  which  receives,  sorts,  re- 
conditions and  ships  material — ranging  from 
physicians  samples  to  used  instruments — in  re- 
sponse to  authenticated  appeals  from  overseas. 


The  items  most  consistently  requested  and 
most  vitally  needed  are  : 


Adhesive  tape 
Ampoules — all  types 
Anesthetics  — local, 
general 
Antiseptics 
Aspirin 

Aspirin  combinations 
Autoclaves 
Baby  (Bottles 
(Cereals 
(Clothes 
(Foods 
(Nipples 
Cod  Liver  Oil 
Cotton — gauze  (all 
forms) 

Dietary  supplements 
Germicides 
Hospital  Ware 
Hot  Water  Bottles  and 
Syringes 

Hpyo  needles  and 
Syringes 

Liver  and  Iron  Capsules 
Microscopes 


Penicillin  (Crystal, 
Ointment,  Tablets) 
Quinine — Tablets,  Cap- 
sules 

Rubber  Sheeting  and 
Tubing 

Santonin  and  combi- 
nations 

Scientific  Apparatus 
Sedatives 

Standard  Medications  for 
various  conditions 
Sterilizers 
Streptomycin 
Sulfas — Tablets  and 
Liquids 

Surgeons  gloves 
Surgeons  needles 
Surgical  instruments 
Thermometers 

(Fever — F.  or  C.) 
Vitamins — all  types  and 
strengths  for  children 
and  adults. 


Please  forward  any  such  supplies  which  you  and 
your  hospital  can  donate  to  this  great  need  to: 

The  Medical  and  Surgical  Relief  Committee,  Inc. 
Room  328,  420  Lexington  Avenue, 

New  York  17,  N.  Y. 

We  urge  you  to  lend  your  support  to  this  vital 
work 


ALLEN  O.  WHIPPLE,  M.D.,  Chairman, 

Medical  Advisory  Council. 
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University  of  Pennsylvania 

On  Saturday,  June  12.  1948.  the  Medical 
Alumni  Society  of  the  University  of  Pennsyl- 
vania will  hold  clinics  from  9 :30  a.m.  to  12 
noon  at  the  University  Hospital  and  a lunch- 
eon at  1 :00  p.m.  at  the  Penn  Sheraton  Hotel. 
Dean  Starr  will  review  the  year's  events  and 
plans  for  the  future  of  the  Medical  School. 
Notices  will  be  mailed. 


Adult  types  of  pulmonary  tuberculosis  have 
shown  an  alarming  incidence  among  children 
of  school  age  in  all  of  the  wartorn  countries; 
tuberculosis  of  bone  and  joints  has  increased 
many  times;  miliary  tuberculosis  and  tuber- 
culous meningitis  in  children  are  now  com- 
mon. In  every  children’s  hospital  I visited 
I saw  ward  after  ward  of  the  victims  of  tu- 
berculosis. In  one  small  country,  not  atypical 
of  others,  I learned  that  to  take  care  of  the 
known  cases  of  bone  tuberculosis  alone  among 
children,  7,000  new  hospital  or  sanatorium 
beds  were  needed.  They  had  only  500  when 
I was  there.  Martha  M.  Eliot.  M.  D.,  Am. 
Jour.  Pub.  Health,  Jan.,  1948. 


Indianapolis  Medical  Society 

Resolution  of  April  27,  1948 
‘ 4 We,  the  members  of  the  Indianapolis  Medi- 
cal Society,  do  hereby  resolve  that  the  welfare 
of  the  medical  profession,  its  scientific  ad- 
vancement and  the  furtherance  of  public  in- 
terest are  continuously  being  harmed  by  or- 
ganizations which  demand  compulsory  attend- 
ance of  physicians  at  meetings. 

‘ 4 To  this  end  we  instruct  our  duly  elected 
delegates  to  the  Indiana  State  Medical  Asso- 
ciation to  introduce  proper  measures  at  the 
next  meeting  of  the  House  of  Delegates  to 
the  effect  that  all  organizations  which  require 
compulsory  attendance  at  their  meetings  no 
longer  be  approved  by  the  American  Medical 
Association  ; and,  we  further  instruct  our  dele- 
gates to  use  their  utmost  influence  to  obtain 
passage  of  such  a resolution  at  the  earliest 
opportunity  before  the  House  of  Delegates 
of  the  American  Medical  Association. 

‘ ‘ The  Indianapolis  Medical  Society  further- 
more instructs  its  secretary  to  send  a copy  of 


this  resolution  to  every  component  Medical 
Society  in  the  United  States.” 

[Ed.  Note — The  IToosiers  are  right:  more 
power  to  them.] 


Hospital  Practice  Of  Medicine 

As  was  reported  in  the  January,  1948,  News 
Letter,  a special  committee  on  hospitals  and 
the  practice  of  medicine  created  by  the  House 
of  Delegates  of  the  AMA  rendered  a report 
to  the  Board  of  Trustees  at  the  AMA's  Cleve- 
land interim  session  in  January.  The  report, 
signed  by  Doctors  Louis  Bauer  and  James  R. 
Miller,  both  members  of  the  AMA  Board  of 
Trustees,  and  Dr.  Roy  Fouts,  a Fellow  of  the 
ACR  and  Speaker  of  the  House  of  Delegates, 
is  of  special  importance  to  radiologists.  As  it 
may  have  been  overlooked  in  the  rush  of  other 
events,  it  is  reproduced  in  full  below: 

‘ 4 The  practice  of  medicine  by  hospitals  has 
been  a moot  subject  for  many  years.  Year 
after  year  medical  societies,  including  the 
American  Medical  Association,  have  passed 
resolutions  condemning  the  system  whereby  a 
hospital  exploits  the  services  of  a physician. 
This  has  applied  particularly  to  the  four  spe- 
cialties of  anesthesiology,  pathology,  radiology, 
and  physical  therapy. 

“The  passing  of  these  resolutions  has  not 
accomplished  a completely  satisfactory  solu- 
tion of  the  problem.  A great  deal  of  further 
study  and  experimentation  must  be  had  to 
work  out  a satisfactory  solution  of  this  vexing 
problem. 

“It  would  appear  that  at  least  we  should 
insist  upon  the  following:  (1)  recognition 

that  the  specialties  of  pathology,  radiology, 
anesthesiology,  and  physical  therapy  are  the 
practice  of  medicine  : (2)  all  specialists  in  a 
hospital  should  be  under  the  jurisdiction  of 
the  medical  board;  (3)  all  specialists  should 
lie  on  the  staff  of  the  hospital  and  be  repre- 
sented on  the  medical  board;  (4)  conditions 
of  employment  will  vary  locally  and  they 
must  have  the  approval  of  the  medical  board 
of  the  hospital  whose  responsibility  it  should 
be  to  see  that  these  provisions  are  carried  out ; 
(5)  the  interests  of  the  general  public  should 
be  paramount  and  local  conditions  must  be 
taken  into  consideration;  (6)  there  must  be 
cooperative  understandings  with  the  hospitals 
and  specialists  groups,  and  (7)  it  is  recom- 
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mended  that  the  House  of  Delegates  request 
the  Board  of  Trustees  to  appoint  a committee 
to  study  the  various  resolutions  passed  previ- 
ously by  the  House  and  that  this  committee  be 
directed  to  arrange  conferences  with  the  hos- 
pital associations  and  the  various  specialist  so- 
cieties, in  order  that  a solution  may  be  worked 
out  which  will  be  fair  to  all  parties  and  re- 
dound to  the  benefit  of  the  public. 

“It  is  further  recommended  that  the  report 
of  this  committee,  when  prepared,  be  referred 
by  the  Board  of  Trustees  to  the  Judicial  Coun- 
cil for  such  revision  of  the  Principles  of  Medi- 
cal Ethics  as  may  be  indicated  by  the  content 
of  that  report.  ’ ’ 

The  special  report  was  approved  by  the  Re- 
ference  Committee  on  Miscellaneous  Business 
under  the  chairmanship  of  Dr.  E.  P.  McNamee, 
and  later  by  the  House  of  Delegates  in  general 
session.  The  committee  mentioned  in  section 
seven  of  the  report  has  been  appointed  and  is 
headed  by  Dr.  Elmer  Hess  of  Erie,  Penn- 
sylvania. 

Amer.  Coll.  Radiol.  News  Letter , May,  1948. 


Living  Costs  Rise  Faster  Than 
Physicians'  Fees 

The  cost  of  living  has  risen  more  rapidly 
than  the  fees  charged  by  physicians  for  medi- 
cal services,  according  to  Frank  G.  Dickinson, 
Ph.D.,  director  of  the  Bureau  of  Medical  Eco- 
nomic Research  of  the  American  Medical  Asso- 
ciation. 

In  his  new  study  entitled  “Comparative  In- 
creases in  the  Costs  of  Medical  Care  and  the 
Costs  of  Living,”  Dr.  Dickinson  stated  that 
the  quantity  of  medical  care  received  by  the 
American  people  was  at  least  two-thirds  more 
in  1946  than  in  1939. 

“When  the  various  indexes  and  ratios  are 
studied,”  Dr.  Dickinson  said,  “it  can  be  seen 
that  the  quantity  of  medical  care  received  by 
the  American  people  has  probably  increased 
much  faster  than  the  increase  in  the  number 
of  physicians.  This  apparent  ‘output’  per 
physician  doubtless  reflects  the  increasing  use 
of  technical  assistants. 

“Whether  one  examines  the  record  of  total 
expenditures  of  the  American  people  for  medi- 
cal care  or  the  prices  of  significant  items  dur- 
ing recent  years,  he  comes  to  the  general  con- 
clusion that  the  American  people  have  been 


fortunate  in  that  the  costs  of  keeping  well 
have  not  risen  as  rapidly  as  the  cost  of  living.” 

In  his  new  study,  just  off  the  press,  Dr. 
Dickinson  made  extensive  use  of  the  price  in- 
dexes compiled  by  the  U.  S.  Bureau  of  Labor 
Statistics.  A four  page  bulletin  contains  fig- 
ures and  charts  supporting  his  conclusions. 

The  Bureau  of  Labor  Statistics  index,  cover- 
ing cost  of  living  in  34  cities,  was  59  per  cent 
higher  in  1947  than  in  the  base  period  of 
1935-39. 

The  Bureau’s  1947  index  for  all  medical 
care,  including  drugs,  was  only  32  per  cent 
above  the  1935-39  period.  Excluding  drugs, 
the  increase  was  35  per  cent  and  for  drugs 
only  the  increase  was  15  per  cent. 

“This  doesn’t  reflect  the  quantity  of  medi- 
cal care,”  Dr.  Dickinson  said,  explaining  that 
the  1946  index  of  personal  consumer  expendi- 
tures for  medical  care  was  211,  or  111  per 
cent  above  the  1935-39  base  period. 

“A  statistician,”  he  explained  “arrives  at 
the  index  of  quantity  of  medical  care  by  divid- 
ing the  index  of  expenditures  by  the  index  of 
prices  of  medical  care.”  Thus,  he  established 
that  the  index  of  expenditures  for  1946,  211, 
was  more  than  two-thirds  higher  than  the 
index  of  prices  of  medical  care,  122. 

He  used  the  index  of  personal  consumer  ex- 
penditures for  all  medical  care  items  as  pro- 
vided by  the  LT.  S.  Department  of  Commerce. 

Dr.  Dickinson  estimated  that  the  quantity 
of  physicians’  services — one  of  the  medical 
care  items  — was  approximately  one-half 
greater  in  1946  than  in  the  base  period 
1935-39,  but  the  number  of  physicians  was 
only  one-seventh  greater. 

Dr.  Dickinson’s  newest  study  is  the  second 
made  within  a year.  In  1947,  he  published 
a study  entitled  “Is  Medical  Care  Expen- 
sive?” In  this  12-page  pamphlet,  Dr.  Dickin- 
son said  that  medical  care  items  as  a whole 
cost  the  American  people  $5,600,000,000  in 
1946,  but  that  only  3.9  per  cent  of  the  total 
personal  consumer  expenditures  of  the  Amer- 
ican people  were  spent  for  these  medical  care 
items.  This  compared  with  4.3  per  cent  in 
1940. 

Fie  also  found  in  his  first  study  that  in  1946 
physicians  received  only  26  per  cent  of  all  the 
dollars  spent  for  medical  care  as  compared 
with  31  per  cent  in  the  base  period,  1935-39, 


106 


Delaware  State  Medical  Journal 


May.  1948 


and  32  per  cent  in  1929,  the  first  year  for 
which  the  data  were  gathered  and  published 
by  the  U.  S.  Department  of  Commerce.  On 
the  other  hand,  lie  found  that  the  amount 
spent  for  drugs  in  1946  had  risen  to  24  per 
cent  of  all  dollars  spent  for  medical  care  as 
compared  with  only  21  per  cent  in  the  base 
period,  1935-39,  and  20  per  cent  in  1929. 


OBITUARY 

William  H.  Speer,  M.D. 

Dr.  William  H.  Speer,  60,  who  served  as 
mayor  of  Wilmington  from  1933  until  1935. 
died  suddenly  on  May  3,  1948  in  the  Delaware 
Hospital  where  he  had  been  admitted  six  days 
before,  suffering  from  pneumonia. 

Although  in  a serious  condition  when  admit- 
ted, Dr.  Speer  had  responded  to  treatment, 
later,  however,  he  suffered  a heart  attack  and 
died. 

In  defeating  the  late  Frank  C.  Sparks  in 
1933,  his  Republican  opponent,  Dr.  Speer  be- 
came the  city’s  first  Democratic  mayor  since 
1917.  Two  years  later  he  was  beaten  for  re- 
election  by  Gov.  Walter  W.  Bacon  when  the 
chief  executive  successfully  ran  for  his  first 
term  as  mayor. 

Dr.  Speer  was  born  in  Dover  on  Feb.  5,  1888. 
the  son  of  Ottomer  W.  and  Emma  L.  Speer. 
He  was  educated  in  the  public  schools  of  this 
city  and  was  graduated  from  the  Wilmington 
High  Scool,  class  of  1905. 

He  entered  the  University  of  Pennsylvania 
in  the  fall  of  1906,  and  was  graduated  from  the 
university’s  school  of  medicine  with  a degree 
of  doctor  of  medicine  in  1910.  He  played 
football  at  Penn  for  four  years. 

lie  began  the  practice  of  medicine  in  this 
city  in  July,  1911,  and  became  a member  of 
the  staff  of  the  Delaware  Hospital  in  the  same 
year.  He  coached  football  at  the  Wilmington 
High  School  for  several  years. 

The  day  after  the  United  States  declared 
war  on  Germany  in  1917,  Dr.  Speer  enlisted 
in  the  Medical  Corps  and  was  commissioned  a 
first  lieutenant.  He  was  released  as  major  in 
1919. 

From  August  1940  until  the  summer  of 
1944,  Dr.  Speer  served  as  chairman  of  the 


Emergency  Medical  Service  Committee  of  the 
State  Council  of  Defense,  organizing  first  aid 
throughout  the  state. 

In  May,  1945.  Governor  Bacon  appointed 
him  to  membership  in  the  State  Highway  Com- 
mission for  a six-year  term,  to  succeed  A. 
Frank  Fader  of  Newark. 

Dr.  Speer  had  served  as  chief  of  staff  of  the 
Delaware  and  St.  Francis  Hospitals,  and  was 
a member  of  the  courtesy  staff  of  the  Memorial 
and  Wilmington  General  Hospitals.  He  was  a 
former  president  and  secretary  of  the  Medical 
Society  of  Delaware,  a member  of  the  Ameri- 
can College  of  Surgeons,  American  Medical 
Association,  the  Philadelphia  Medical  Club, 
the  New  Castle  Medical  Society,  and  the  Mili- 
tary Order  of  Foreign  Wars. 

He  was  a member  of  the  Concord  Country 
Club,  all  of  the  Masonic  bodies,  the  Benevolent 
and  Protective  Order  of  Elks,  and  the  Demo- 
cratic League. 

Surviving  are  his  wife,  Mrs.  Laura  Edwards 
Speer,  his  father,  O.  W.  Speer;  two  sisters, 
Mrs.  John  W.  Foster  of  Concord  Pike  and 
Mrs.  Bella  Hake  who  lives  in  New  Jersey,  and 
a brother,  Otto  W.  Speer  of  Marshallton. 

Funeral  services  were  held  on  May  6th,  in 
charge  of  Rev.  Charles  W.  Clash,  rector  of 
Immanuel  P.  E.  Church. 


BOOK  REVIEWS 

A MANUAL  OF  PHARMACOLOGY— And  Its 
Application  to  Therapeutics  and  Toxicology: 
By  Torald  Sollmann,  M.D.,  Professor  Emeritus 
of  Pharmacology  and  Materia  Medica,  School 
of  Medicine,  Western  Reserve  University. 
Seventh  edition,  pp.  1132.  Cloth.  Price  $11.50. 
Philadelphia:  W.  B.  Saunders  Company,  1948. 

“Drug  therapy  seems  to  stand  in  the  door- 
way of  a new  era,”  says  Sollmann,  one  of  the 
most  analytical  and  critical  authors  in  the 
whole  realm  of  pharmacology.  Hastened  by 
the  war,  such  impressive  discoveries  have  been 
made  in  the  potent  anti-infection  agents  and 
in  other  agents  as  to  inaugurate  a new  concept 
of  chemotherapy.  These  Sollmann  evaluates  ac- 
curately, and  prints  the  material  that  all  stu- 
dents should  aim  to  know  in  ordinary  type,  and 
adds  the  data  that  would  be  consulted  only  as 
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special  occasion  arises  in  small  type,  the  page 
being  conveniently  divided  into  two  columns. 

This,  the  seventh  edition,  of  a great  book, 
maintains  fully  the  excellence  of  its  predeces- 
sors. 


THE  ACUTE  BACTERIAL  DISEASES— 
Their  Diagnosis  and  Treatment:  By  Harry  F. 
Dowling,  M.D.,  F.A.C.P.,  Clinical  Professor  of 
Medicine,  George  Washington  University; 
Chief.  George  Washington  Medical  Division, 
Gallinger  Municipal  Hospital.  With  the  Col- 
laboration of  Lewis  K.  Sweet,  M.D.,  Chief 
Medical  Officer  in  Pediatrics  and  Infectious 
Diseases,  Gallinger  Municipal  Hospital;  Ad- 
junct Clinical  Professor  of  Pediatrics,  George 
Washington  and  Georgetown  Universities;  and 
Harold  L.  Hirsh.  M.D.,  Assistant  Professor  of 
Medicine,  Georgetown  University;  Director  of 
the  Bacteriology  and  Immunology  Laboratory, 
Georgetown  University  Hospital.  Pp.  465, 
with  55  figures.  Cloth.  Price,  $6.50.  Phila- 
delphia: W.  B.  Saunders  Company,  1948. 

It  is  the  purpose  of  this  volume  to  combine 
recently  acquired  knowledge  of  diagnosis  and 
treatment  of  acute  bacterial  diseases  with  that 
which  is  older  but  still  useful.  Careful  ex- 
amination of  the  text  fails  to  reveal  any  in- 
stance in  which  this  purpose  is  not  carried  out 
— thoroughly,  practically  and  satisfactorily. 
However,  the  scope  of  the  work  is  carefully 
restricted  to  bacterial  diseases  in  their  acute 
manifestations.  Such  acute  infections  as  those 
due  to  rickettsia,  and  virsuses  are  discussed 
only  when  they  complicate  the  differential 
diagnostic  problem. 

The  first  chapter  takes  up  this  matter  of 
diagnosis  and  groups  the  diseases  according 
to  a conspicuous  symptom,  association,  or  loca- 
tion: fever,  eruption,  pharyngitis,  pulmonary 
infiltration,  the  meninges,  arthritis.  For  each 
of  these  there  are  tabulations  of  the  diseases 
which  might  be  concerned,  and  suggestions  for 
the  diagnosis  of  each,  together  with  the  page 
in  the  book  where  further  details  will  be  found. 
This  is  an  exceedingly  valuable  chapter,  refer- 
ence to  it  will  unfailingly  conduce  to  a system- 
atic and  complete  study  of  all  the  possibilities 
and  tend  to  eliminate  superficial  conclusions. 

The  second  chapter  deals  with  general  meas- 
ures useful  in  treatment.  Here,  again,  the 
systematic  arrangement  is  evidence  of  the 
author's  methodical  practice:  rest,  why,  how 


long,  four  reasons  why  it  “is  not  an  unmiti- 
gated blessing”;  diet;  treatment  of  anemia; 
fluids,  especially  in  sulfonamide  therapy; 
treatment  of  fever;  support  of  the  circulation ; 
oxygen  therapy,  five  reasons  for  its  use,  three 
excellent  illustrations  of  the  methods  advised 
and  a tabulation  of  the  advantages  and  dis- 
advantages of  each;  isolation  procedures,  in 
the  hospital  and  in  the  home;  special  reference 
is  made  to  typhoid  fever,  etc.,  chlorine  being 
recommended  for  disinfection  without  giving 
the  concentration  or  amount  of  calcium  hypo- 
chlorite necessary.  Immune  attendants  should 
be  secured  or  they  should  be  immunized  im- 
mediately. 

The  next  four  chapters  contain  a thoroughly 
up-to-date  discussion  of:  serum  therapy,  sulf- 
onamide therapy,  penicillin  therapy  and 
streptomycin  therapy  (these  two  in  collabora- 
tion with  Hirsh).  To  do  justice  to  this  work, 
each  of  these  sections  would  deserve  a complete 
and  separate  review;  no  such  exposition  of 
every  practical  point  concerned  has  been  seen 
elsewhere. 

The  remaining  chapters  deal  with  the  dis- 
eases themselves.  These  are  grouped  accord- 
ing to  their  responsible  causative  agents : dis- 
eases caused  by  cocci,  those  caused  by  bacilli, 
those  in  which  exotoxins  are  a major  factor; 
finally,  miscellaneous  bacterial  diseases. 

There  is  also  an  appendix  which  gives  the 
current  practical  laboratory  methods  for:  the 
determination  of  sulfonamide  in  blood  and 
urine,  penicillin  assay  (modified  Rammelkamp 
method),  and  streptomycin  assay.  It  should 
be  noted  that  each  chapter  is  followed  by  a, 
list  of  references,  citing  the  important  contri- 
butions which  one  may  consult  if  a more  de- 
tailed knowledge  of  any  point  is  desired.  The 
index  seems  to  be  thorough. 

Although  diagnosis  and  treatment  are  claim- 
ed to  be  the  only  interests  of  the  hospital  or 
private  practitioner  served  by  this  magnificent 
volume,  prevention-immunization  is  not  omit- 
ted. The  paragraphs  devoted  to  the  produc- 
tion of  active  immunity  are  excellent  and  it  is 
suggested  that  in  future  editions  they  be  given 
more  prominence. 

Nowhere  in  the  book  has  it  been  possible  to 
find  the  admonition  that  communicable  di- 
seases are  notifiable  and  should  be  reported  to 
the  Health  Department. 
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MILESTONES  IN  CARDIORESPIRATORY  HISTORY 


OF  CAPPADOCIA  (1st  Century  A.D.) 


First  accurate  description  of  asthma; 
separated  asthma  from  orthopnea. 
"If  heart  be  affected , 
the  patient  cannot  long  survive 


SEARLE 

RESEARCH 
IN  THE  SERVICE 
OF  MEDICINE 


In  the  treatment  of  bronchial  asthma, 

the  clinical  usefulness  of  Searle  Aminophyllin 

is  well  established.  Its  value 

in  patients  who  do  not  respond  to  epinephrine 

or  in  those  in  whom  epinephrine 

is  contraindicated 

has  been  stressed  repeatedly. 

SEARLE  AMINOPHYLLIN* 

— is  accepted  therapy  also 

in  congestive  heart  failure  . . . paroxysmal 

dyspnea  . . . Cheyne-Stokes  respiration. 

G.  D.  SEARLE  & CO.,  CHICAGO  80,  ILLINOIS 

*Searle  Aminophyllin  contains  at  least  80% 
of  anhydrous  theophylline. 
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For  surface  infections... 


FURACIN 


\UaLE  DRbhW1 

tu^AND  op  NITROFURAZOND^ 

^Ttfw  _ A SOLU&lS  ©AS i. 


. '*AT*R  SOLU&LC-  »AS«. 

* * ONLY  ©r  OR  ON  ru*  * 

^ ^Ct0'  ,'ilO0^C'T  INC  UMS  ««‘W  T0  "" 

■fe*g.  CTtR,Al'  PREPARATION  TOR  TOPIC*1  ***  ijS 


w 


iSpem  a#u/ *yy<^n^>j^cFiz/> SFt&mee&ed  • • dda/ed.'  “NITROFURAZONE.—  Furacin... 

possessing  bacteriostatic  anil  bactericidal  properties  . . . effective  in  vitro  and  in  vivo  against  a variety  of 
gram  negative  and  gram  positive  bacteria  ...  is  useful  for  topical  application  in  the  prophylaxis  and  treatment 
of  superficial  mixed  infections  common  to  contaminated  wounds,  burns,  ulceration  and  certain  diseases  of  the 
skin  . . . Variant  bacterial  strains  showing  induced  resistance  to  sulfathiazole,  penicillin  or  streptomycin  are 
as  susceptible  to  nitrofurazone  as  their  parent  strains  . . .”  Furacin  N.N.R.  is  available  in  the  form  of 
Furacin  Soluble  Dressing  containing  0.2  percent  Furacin.  This  preparation  is  indicated  for  topical  application 
in  the  prophylaxis  and  treatment  of  infections  of  wounds,  second  and  third  degree  burns,  cutaneous  ulcers, 
pyodermas  and  skin  grafts.  Literature  on  request.  EAIOn  LABORATORIES,  INC.,  NORWICH,  N.  Y. . - TORONTO.  CANADA 
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DO 

YOU 

KNOW 

WHAT 

THESE 

SYMBOLS 


STAND 

FOR? 


DRUGS 

YOU  CAN  DEPEND  ON 
ANY  DRUG  PRODUCT  THAT 
BEARS  THE  NAME  REXALL. 


wamuel  Plimsoll  fought  bitterly  against  the 
overloading  of  merchant  ships  which  caused 
disasters  at  sea.  From  his  fight  came  this 
symbol.  It  sets  a limit  beyond  which  a ship 
may  not  be  burdened.  To  the  seaman,  this 
“Plimsoll  mark’’  is  a symbol  of  safety  through 
rigid  control. 

Another  symbol  of  safety  through  rigid 
control  is  the  blue  and  white  symbol  of  Rexall. 
About  10,000  conveniently  located,  independ- 
ent drug  stores  display  the  familiar  Rexall 
sign.  It  is  your  assurance  of  reliable  pharma- 
ceuticals and  superior  pharmacal  skill  in  their 
compounding. 

REXALL  DRUG  COMPANY 

LOS  ANGELES,  CALIFORNIA 

PHARMACEUTICAL  CHEMISTS  FOR  MORE  THAN  45  YEARS 
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Matlack  Building 

the  Marshall  Square  sanitarium 

WEST  CHESTER,  PENNA. 


FOR  CHRONIC 
DISEASES 
AND 

PSYCHIATRIC 

PATIENTS 


A recognized  hospital  of  120  beds 

T HE  housing  facilities  provide  for  group- 
ing of  different  types  of  patients.  12  build- 
ings and  6 acres  ground  in  West  Chester, 
farms  of  400  acres  with  appropriate  build- 
ings three  miles  from  West  Chester. 

Physiotherapy,  occupational  and  recrea- 
tional therapy,  shock  therapy  when  indi- 
cated, medical  and  nursing  supervision  are 
included  in  the  weekly  rates. 

Resident  psychiatrist.  Medical  Director. 
Adequate  medical  staff.  Clinical  laboratory. 


Everett  Sperry  Barr,  M.D. 

Director 

I.  M.  Waggoner , M.D. 
Medical  Director 
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CARE . . . 

in  Compounding 

The  moment  a patient  places  your  prescription 
in  the  hands  of  a pharmacist,  that  pharmacist 
becomes  the  guardian  of  your  professional  repu- 
tation. Thus  it  is  imperative  to  you,  Doctor, 
to  know  that  your  prescriptions  are  compounded 
with  skill  and  care. 

Because  many  of  your  colleagues  know  that  our 
prescription  departments  employ  only  conscien- 
tious, skilled,  registered  pharmacists  — stock 
the  more  dependable  drugs,  chemicals  and 
pharmaceutical  specialties  — use  the  latest  and 
most  exquisitely  accurate  equipment  — and 
dispense  precisely  compounded,  double-checked 
prescriptions,  they  often  direct  their  patients 
to  us.  You're  invited  to  join  this  group. 

We  welcome  all  recommendations  and  assure 
the  medical  profession  that  their  patients  are 
served  promptly,  courteously,  at  fair  prices  and 
with  professionally  precise  prescriptions. 

ECKERD'S 

DRUG  STORES 

723  Market  Street  — 513  Market  Street 
900  Orange  Street 
Wilmington,  Delaware 


ACCIDENT  • HOSPITAL  • SICKNESS 

INSURANCE 


For  Physicians,  Surgeons,  Dentists  Exclusively 


$5,000.00  accidental  death  $8.00 

$25.00  weekly  indemnity,  accident  and  sickness  Quarterly 


$10,000.00  accidental  death  $16.00 

$50.00  weekly  indemnity,  accident  and  sickness  Quarterly 

$15,000.00  accidental  death  $24.00 

$75.00  weekly  indemnity,  accident  and  sickness  Quarterly 

$20,000.00  accidental  death  $32.00 

$100.00  weekly  indemnity,  accident  and  sick-  Quarterly 

ness 

ALSO  HOSPITAL  EXPENSE  FOR  MEMBERS, 
WIVES  AND  CHILDREN 


85c  out  of  each  $1.00  gross  income  used  for 
members'’  benefits 


$3,000,000.00  $15,000,000.00 

INVESTED  ASSETS  PAID  FOR  CLAIMS 

$200,000.00  deposited  with  State  of  Nebraska  for  protection 
of  our  members. 

Disability  need  not  be  incurred  in  line  of  duty — benefits 
from  the  beginning:  day  of  disability 

PHYSICIANS  CASUALTY  ASSOCIATION 
PHYSICIANS  HEALTH  ASSOCIATION 

46  years  under  the  same  management 

400  First  National  Bank  Building  % Omaha  2,  Nebraska 


MILK  lhal  is 

EASIER  TO  DIGEST 

People  who  have  difficulty  digesting  reg- 
ular milk  often  find  that  they  can  assimi- 
late Sealtest  Homogenized  Vitamin  D Milk 
with  ease.  Smoother  and  better  tasting,  it 
has  cream  in  every  nourishing  drop  . . . 
and  equal  food  value,  too.  For  when  this 
fine  milk  is  processed  in  the  Sealtest  plants, 
the  food  particles  are  broken  up  and  dis- 
tributed through  the  bottle.  400  U.S.P. 
units  of  bone-protecting  vitamin  D are 
added,  too.  It’s  milk  you  can  recommend 
with  confidence. 
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NEWSPAPER 

VALENTINE'S 

and 

\/ALSPAR 

V HOUSE  PAINT 

PERIODICAL 

WHOLESALE  DISTRIBUTORS 

PRINTING 

VALSPAR  PRODUCTS 

* 

ALSO  EVERYTHING  THE  HOSPITAL 

MAY  NEED  IN: 

An  important  branch 
of  our  business  is  the 
printing  of  all  kinds 
of  weekly  and  monthly 
papers  and  magazines 

HARDWARE 
JANITOR  SUPPLIES 
CHINA  WARE 
ENAMEL  WARE,  ETC. 

Delaware  Hardware 

The  Sunday  Star 

Company 

Printing  Department 

HARDWARE  SINCE  1822 

Established  1881 

2nd  & Shipley  Sts.  Wilmington,  Del. 

m 

Flowers  . . . 

\l\le  maintain 

Geo.  Carson  Boyd 

prompt  city-wide 

delivery  service 

at  216  West  10th  Street 

Phone:  4388 

for  prescriptions* 

■si 

*■ 

FRAIM'S  DAIRIES 

Distributors  of  rich  Grade  "A"  pas- 

CAPPEAU’S 

teurized  Guernsey  and  Jersey  milk 
testing  about  4.80  butter  fat,  and 
rich  Grade  "A"  Raw  Guernsey  milk 

Drug  Stores  of  Service 

testing  about  4.80.  This  milk  comes 
from  cows  which  are  tuberculin  and 

DELAWARE  AVE.  at  DUPONT  ST. 
Dial  8537 

blood  tested. 

Try  our  Sunshine  Vitamin  "D"  milk, 
testing  about  4 per  cent,  Cream 
Buttermilk,  and  other  high  grade 

30TH  & MARKET  STREETS 

dairy  products. 

Dial  2-0952 

VANDEVER  AVE.  & LAMOTTE  ST. 

Wilmington,  Delaware 
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j^uzier  s Gikical  Cosmetic  S 


ervLce 


f Luzier's  Fine  Cosmetics  and  Perfumes,  as  advertised  in  publications  of  the  Amer. 

icon  Medical  Association,  are  made  available  to  the  public  by  Cosmetic  Consultants  who 
assist  with  the  selection  of  suitable  shades  and  variations  of  Luzier  products  and  suggest 
how  the  various  preparations  should  be  applied  to  obtain  the  best  results. 

What  amounts  to  a case  history  is  kept  for  each  patron,  so  that  when  there  is 
a history  or  suspicion  of  allergy,  detailed  information  is  available  to  doctors  concerning 
the  formulas  selected  for  the  individual,  and  in  specific  cases,  raw  materials  may  be  obtained 
for  testing. 

When  it  is  demonstrated  that  the  subject  is  sensitized  to  normally  harmless  ingredients  in 
Luzier  preparations,  formulas  are  modified  when  possible  to  eliminate  the  offenders.  This  ser- 
vice (the  modification  of  formulas)  is  made  available  to  Luzier  patrons  without  extra  charge. 

Luzier's  Service  includes  a comprehensive  range  of  cosmetic  preparations  for  facial  care, 
body  care,  hair  and  scalp  care  and  the  care  of  the  hands;  also  a few  choice  perfumes  and 
colognes. 

Luzier's  Fine  Cosmetics  and  Perfumes  are  distributed  in  Delaware  by: 

META  MITCHELL 
701  West  10th  Street 
Wilmington  16,  Delaware 

Phone:  2-2502 


.FOOT 

ACTION! 


HE  mechanical  foot  action  of  Hanger 
Artificial  Legs  allows  a close  approxi- 
mation of  natural  walking  for  their 
wearers.  The  forward  and  backward 
motion  and  rubber  cushions  absorb 
shock  and  give  the  flexibility  of  motion 
so  important  in  maintaining  an  even 
stride.  This  is  one  more  example  how 
the  goal  of  Hanger  design  and  develop- 
ment is  to  allow  the  amputee  to  resume 
life's  normal  functions.  Throughout, 
Hanger  Limbs  are  constructed  of  a few 
parts  simply  assembled  to  reduce  un- 
necessary breakdowns  and  repairs. 


HANGER!? 


ARTIFICIAL 
LIMBS 


334-336  N.  13th  Street 


Phil&delphia  7,  Penn. 


These  important 
Rh  SERVICES 
are  now  available 

1.  Rh  testing,  including  Rh  typing, 
tests  for  Rh  antibodies,  and  ti- 
trations. 

(Blood  specimens  can  be  submitted 
by  mail.) 

2.  Anti-Rh  serum  for  rapid  slide 
testing. 

3.  High  titer  anti-A  and  anti-B 
blood  typing  sera. 

4.  Rh  negative  blood  of  all  types, 
distributed  under  U.  S.  Govern- 
ment License  No.  139. 

For  complete  information  write  to: 


THE  PHILADELPHIA 
SERUM  EXCHANGE 

A non-profit  organization 


1740  Bainbridge  Street 
Philadelphia  46,  Pa. 
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Freihoter's 

PARKE 

Enriched 

Institutional  Supplier 

Perfect  Bread 

Of  Fine  Foods 

Vitamins 

• 

COFFEE  TEAS 

Iron 

SPICES  CANNED  FOODS 

Minerals 

• 

FLAVORING  EXTRACTS 

«> 

Fresh  from  the  oven 

L.  H.  Parke  Company 

made  in  Wilmington 

Philadelphia  - Pittsburgh 

Baynard  Optical 
Company 

Prescription  Opticians 

We  Specialize  in  Making 
Spectacles  and  Lenses 
According  to  Eye  Physicians' 
Prescriptions 


5th  and  Market  Sts. 
Wilmington,  Delaware 


A Wilson  Home  Freezer 

for  healthful,  luxurious  living 

• • O 

Models  from  6 cu.  ft.  to  60  cu.  ft. 
on  display  at 

Diamond  Ice  & Coal  Co. 
827  Market  Street 


Blankets  — Sheets  — Spreads  — 
Linens  — Cotton  Goods 

Rhoads  &.  Company 

Hospital  Textile  Specialists  Since  1891 
Manufacturers  — Converters 
Direct  Mill  Agents 
Imports  — Distributors 
MAIN  OFFICE 

401  North  Broad  Street,  Philadelphia,  Pa. 
FACTORY 
Philadelphia,  Penna. 
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Enjoy  instant , plentiful  hot  water 


For  downright  conven- 
ience, comfort  and  health 
of  your  family  — you 
should  have  an  ample, 
reliable  supply  of  hot 
water  ! With  an  Auto 
matic  Gas  Water  Heat 
er  in  your  Home,  you're 
sure  of  all  the  hot  water 
you  want,  when  you  want 
it.  For  lightening  nouse- 
_ hold  tasks,  bathing, 

cleaning,  dishwashing,  laundering  and  many 
other  uses.  Besides,  you  save  time  and  worry, 
for  you're  sure  of  constant  water  tempera- 
tures at  low  cost.  Arrange  for  the  installation 
of  an  Automatic  Gas  Water  Heater  in  your 
home  now.  Ask  your  Plumber,  or  stop  in  to 
see  us. 


DELAWARE  POWER  E LIGHT  CO. 


With  an  Automatic  Gas 

WATER  HEATER 


Garrett,  Miller  & 
Company 

Electrical  Supplies 
Heating  and  Cooking  Appliances 
G.  E.  Motors 

N.  E.  Cor.  4th  and  Orange  Sts. 
Wilmington  - - - - Delaware 


A Store  for  . . . 

Quality  M hided  Folk 
Who  are  Thrift  Conscious 

LEIBOWITZ'S 

224-226  MARKET  STREET 
Wilmington,  Delaware 
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VISCERA  IN  OBESE  WOMAN  PLATE  LXXIII  FROM  CAMP 
ANATOMICAL  STUDIES  FOR  PHYSICIANS  AND  SURGEONS 


ANATOMICAL  SUPPORTS 

for 


PENDULOUS 

ABDOMEN 


The  adjustment  of  the  Camp  Support  lays  a foundation  about  the 

major  portion  of  the  pelvic  girdle.  From  this  foundation,  the  upright 
sections  of  the  support  hold  the  load  up  and  back  and  give 

excellent  support  to  the  lumbar  and  lower  dorsal  regions. 

The  holding  of  the  load  furnishes  not  only  relief  to  the  spine 

but  also  lessens  the  drag  of  the  viscera  upon  the  diaphragm. 


S.  H.  CAMP  & COMPANY  • Jackson,  Michigan  • World’s  Largest  Manufacturers  of  Scientific  Supports 
Offices  in  CHICAGO  • NEW  YORK  • WINDSOR.  ONTARIO  • LONDON,  ENGLAND 
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Handle 

More 

Cases 


with  extra  time  and 
attention  for  patients 


Enjoy  extra  time  to  get  more  done  . . . and 
give  your  patients  extra  time  when  you 
Electronically  Memorize  important  office 
or  clinic  calls.  Transfer  data  later  to 
patients’  cards.  This  Webster-Chicago 
portable  wire  recorder  plugs  into  an  AC 
outlet — ready  to  use.  Recording  wire  may 
be  replayed  thousands  of  times  or  kept 
indefinitely.  Complete  with 
microphone,  3 spools  of  wire. 


WEBSTER-CHICAGO 


MAKERS  OF  WEBSTER-CHICAGO  RECORD  PLAYERS 
AND  NYLON  PHONOGRAPH  NEEDLES 

1 

WEBSTER-CHICAGO 

5610  Bloomingdale  Avenue  Dept.  M-6  I 

Chicago  39,  Illinois 

Gentlemen:  Send  the  Free  Booklet  on  the  Webster-  I 

Chicago  Electronic  Memory  Wire  Recorder.  No  I 

obligation,  of  course.  | 

Name 

Address I 

City Zone  State , 


L 


_l 


DANFORTH 
DRUG  STORE,  Inc. 

DRUGGISTS 

A 

Agents  for  all  the 

Principal  Biological, 
Pharmaceutical  and 
General  Hospital 
Supplies 

Full  and  Fresh  Stock 
Always  on  Hand 

A 

We  Feature  CAMP  Belts 
fitted  by  a graduate 
of  the  Camp  school 

* 

Expert  Fitters  of  Trusses 

A 

Specialists  in  Filling  Prescriptions 

124  Market  Street 
Wilmington,  Del. 


Vie  next  time  pi  (war  vom 

- LISTEN  / 


It  may  be  your  conscience  speaking. 

It  may  be  saying:  “Save  some  of  that  money, 
mister.  Your  future  depends  on  it!” 

Listen  closely  next  time.  Those  are  words  of  wis- 
dom. Your  future  — and  that  of  your  family  — does 
depend  on  the  money  you  put  aside  in  savings. 

If  you  can  hear  that  voice  speaking  clearly,  do 
this: 

Start  now  on  the  road  to  automatic  saving  by 
signing  up  on  your  company’s  Payroll  Savings 
Plan  for  the  purchase  of  U.  S.  Savings  Bonds. 

There’s  no  better,  no  surer  way  to  save  money. 
Surer  because  it’s  automatic  . . . better  because  it 
pays  you  back  four  dollars  for  every  three  you 
invest. 

Do  it  now.  If  you  can’t  join  the  Payroll  Savings 
Plan,  tell  your  banker  to  enroll  you  in  the  Bond- 
A-Month  Plan  that  enables  you  to  purchase  a 
bond  a month  through  your  checking  account. 
Remember  — better  save  than  sorry! 


Automatic  swing  is  sure  swing 
US.  Swings  Bonds 


Contributed  by  this  magazine  in  co-operation  with  the  Magazine  Publishers  of  America 
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THIS  SUGGESTION 
MAY  BE  OF  VALUE  FOR  YOUR 
THROAT  PATIENTS: 

When  cigarette  smoking  is  a factor  in  throat  irritation, 
many  leading  nose  and  throat  specialists  suggest* 
to  their  patients  a choice  of  3 alternatives: 

1.  Stop  Smoking, 

2.  Smoke  less, 

3.  Change  to  Philip  Morris! 

• Philip  Morris  is  the  only  cigarette  proved  definitely  and  measurably 
less  irritating!**  Perhaps  you  too  will  find  it  worth  while  to  suggest 
"Change  to  Philip  Morris/'.  . . by  far  the  wisest  choice 
for  everyone  who  smokes. 


PHILIP  MORRIS 

Philip  Morris  & Co.,  Ltd.,  Inc. 

119  Fifth  Avenue,  N.  Y. 

DO  YOU  SMOKE  A PIPE?  We  suggest  an  unusually  fine 
blend  — Country  Doctor  Pipe  Mixture.  Made  by  the  same 
process  as  used  in  the  manufacture  of  Philip  Morris  Cigarettes. 

*Co mpletely  documented  evidence  on  file. 

**May  we  send  you  copies  of  these  published  studies: 

Laryngoscope,  Feb.  1935,  Vo  I.  XLV,  No.  2,  149-154;  Laryngoscope,  Jan.  1937,  Vo  I.  XLVII,  No.  I,  58-60; 
Proc.  Soc.  Exp.  Biol,  and  Med.,  1934,  32-241 _•  N.  Y.  State  Journ.  Med.,  Vo I.  35,  6-1-25,  No.  II,  590-592. 


This  baby’s  mother  learned 
about  Mead’s  Oleum  Percomor* 
phum  from  her  physician,  not  from 
public  advertising  or  displays. 

"Servamus  Fidem” 


Not  very  much:  (l)  When  the  baby  is  bun- 
dled to  protect  against  weather  or  (2)  when 
shaded  to  protect  against  glare  or  ( 3 ) when 
the  sun  does  not  shine  for  days  at  a time. 
Mead’s  Oleum  Percomorphum  is  a pro- 
phylactic against  rickets  available  365| 
days  in  the  year,  in  measurable  potency  and 
in  controllable  dosage.  Use  the  sun,  too. 
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BACKGROUND 

Three  Decades  of  Clinical  Experience 

THE  use  of  cow’s  milk,  water  and  carbohydrate  mix- 
tures represents  the  one  system  of  infant  feeding  that 
consistently,  for  over  three  decades,  has  received  universal 
pediatric  recognition.  No  carbohydrate  employed  in  this 
system  of  infant  feeding  enjoys  so  rich  and  enduring  a 
background  of  authoritative  clinical  experience  as  Dextri- 
Maltose. 

DEXTRI-MALTOSE  Xo.  1 (with  2%  sodium  chloride),  for  normal  babies. 

DEXTRI-MALTOSE  Xo.  2 (plain,  salt  free),  permits  salt  modifications  by  the  physician. 
DEXTRI-MALTOSE  X'o.  3 (with  3%  potassium  bicarbonate),  for  constipated  babies. 

These  products  are  hypo-allergenic. 

DEXTRI-MALTOSE 


Please  enclose  professional  card  when  requesting  samples  of  Mead  Johnson  products  to  cooperate  in  preventing  their 

reaching  unauthorized  persons 

— Mead  Johnson  & Company,  Evansville,  Ind.,  U.  S.  A.  


Proven  effectiveness 


in  allergic  disorders 

confirms  the 
distinctive 
position  of 


BENADRYL8 

as  an 

outstanding 
antihistaminic 


agent . 


documented  background  of  basic  research  and  clinical 
investigation.  The  great  volume  of  reports  on  hand  and  ever  increas- 
ing affords  an  imposing  array  of  clinical  data  on  BENADRYL. 

The  antihistaminic  action  of  BENADRYL  may  be  utilized  in  relieving 
the  symptoms  of  hay  fever,  pollen  asthma,  acute  and  chronic  urticaria, 
angioneurotic  edema,  erythema  multiforme,  contact  dermatitis,  prur- 
itic dermatoses,  dermographism,  drug  sensitization,  serum  sickness, 
physical  allergy  and  vasomotor  rhinitis. 


BENADRYL  HYDROCHLORIDE  (diphenhydramine  hydrochloride  P.  D.  & Co.) 
in  doses  of  25  to  50  mg.,  repeated  as  indicated,  is  usually  sufficient  to  bring  relief. 
Available  in  a variety  of  forms  to  facilitate  individualized  dosage  and  flexibility 
of  administration  including  Kapseals®  of  50  mg.  each,  capsules  of  25  mg. 
each,  and  a palatable  elixir  containing  10  mg.  per  teaspoonful.  . 


6? 

PARKE,  DAVIS  & COMPANY  • DETROIT  32,  MICHIGAN  ^ 
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the  most  common  gastric  disturbance 


"Dyspepsia"  due  to  hyperchlorhydria  is  the 
most  common  of  all  gastric  disturbances.  . . By 
prescribing  Creamalin  for  the  control  of  hy- 
peracidity, the  physician  is  assured  of  prolonged 
antacid  action  without  the  danger  of  alkalosis 
Or  acid  rebound.  Through  the  formation  of  a pro- 
tective coating  and  a mild  astringent  effect, 
nonabsorbable  Creamalin  soothes  the  irritated 
gastric  mucosa.  Thus  it  rapidly  relieves 
gastric  pain  and  heartburn. 


[reamalin 

Brand  of  aluminum  hydroxide  gel 

LIQUID  IN  8 OZ.,  12  OZ.,  AND  1 PINT  BOTTLES 


INC. 


CREAMALIN.  trademark  reg.  U.  S.  Pat.  Off.  & Canada 


New  York  13,  N.  Y.  Windsor,  Ont. 
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Used  ’round  the  world  in  infant  feeding 


For  more  than  three  generations — 
over  80  years — Nestle  s Milk  Prod- 
ucts have  been  used  all  around  the 
world,  contributing  in  no  small  mea- 
sure to  the  better  feeding  of  babies. 

Nestle’s  is  proud  of  the  contribu- 
tion it  has  made  to  progress  in 
infant  feeding;  with  each  advance 
in  scientific  knowledge,  it  has  made 


a corresponding  improvement  in 
product.  Thus,  Nestle’s  was  the 


first  evaporated  milk  fortified  with 
400  U.S.P.  units  of  genuine  Vitamin 
D3  per  pint. 

Nestle’s  accepts  milk  only  from 
carefully  inspected  herds.  As  further 
assurance  of  quality,  rigid  controls 
check  Nestle’s  Milk  every  step  ot 
the  way.  We  even  take  the  plant 
apart  every  day  and  wash  it! 


That’s  why  so  many 

Nettle’!  E§| 

doctors  recommend 

EVAPORATED  Cxi 

NIxTLEt  Milk 

M 1 Ik  mm 

■ W xl  f 0005  AND  lo  APMOVIDKm 

^nutrition/;?  VITAMIN  D 
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Experience  is  the  Best  Teacher 


Paul  Ehrlich 

( 1854-1915 ) 
proved  it  in 
chemotherapy 

Paul  Ehrlich,  expanding  on 
his  knowledge  gained  as  a 
pupil  of  Koch,  concluded  from 
his  experiences  in  the  staining 
of  bacteria  that  there  was  a 
close  chemical  affinity  be- 
tween the  cellular  body  and 
the  stain.  This  idea  led  him  to 
believe  that  specific  drugs 
could  be  found  which  would 
kill  invading  pathologic  or- 
ganisms, without  damage  to 
the  host.  His  conclusions 
helped  create  the  science  of 
chemotherapy,  which  is  in- 
creasingly important  today. 


Experience  is  the  best  teacher  in  cigarettes  too! 

Yes!  Experience  counts — today  as  always.  And  with  the  thousands 
and  thousands  of  smokers  who  have  tried  and  compared  many 
different  brands  of  cigarettes,  Camels  are 
the  “choice  of  experience.” 

Try  Camels  yourself!  See  how  your 
taste  welcomes  the  rich,  full  flavor  of 
Camel’s  choice,  properly  aged,  expertly 
blended  tobaccos.  And  see  how  your  throat 
appreciates  Camel’s  cool,  cool  mildness. 

Let  your  own  experience  tell  you  why 
more  people  are  smoking  Camels  than 
ever  before. 


R.  J.  Reynolds  Tob.  Co.,  Winston-Salem,  N.  C. 


According  to  a Nationwide  survey : 

AMore  Doctors  Smoke  (LIAIHIjS 

than  any  other  cigarette 

Three  independent  research  organizations  in  a nationwide  survey  asked  113,597  doctors  to  name  the  cigarette 
they  smoked.  More  doctors  named  Camel  than  any  other  brand. 
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Of  the  so-called  minor  complaints  of 
pregnancy,  a contributor  to  the  medical 
literature*  makes  the  following  statement 
concerning  backache  — 

"Backache  seemed  to  be  due  to  several 
causes.  Strain  of  the  lumbar  muscles  and  the 
vertebral  ligaments,  due  to  a change  in  the 
center  of  gravity  was  often  responsible; 
fallen  arches  aggravated  the  complaint.  It 


was  relieved  by  rest  in  bed.  A maternity 
corset  with  moderately  rigid  stays  in  the  back 
was  of  benefit  . . . Sacro-iliac  relaxation  as 
evidenced  by  pain  over  the  joint  was  usually 
unilateral  and  was  referred  along  the  sciatic 
nerve.  Usually  a maternity  corset  would  re- 
lieve it.  This  corset  should  have  a strap  or 
other  device  that  will  pull  it  snug  over  the 
sacro-iliac  region." 


■•'Charles  J.  Marshall,  New  York  Journal  of  Medicine,  Vol.  34,  Aug.  15,  1934 

Camp  prenatal  supports  are  unique  in  that  the  overstrap  with  its  buckle  (through  which 
the  lacings  ply)  allows  the  support  to  be  drawn  evenly  and  firmly  about  the  pelvis; 
thus  the  pelvic  joints  are  protected  and  steadied. 

From  such  a foundation,  the  back  of  the  patient  is  well  supported  and  the  abdominal 
muscles  are  aided  in  holding  the  increasing  load  in  position. 


s.  H.  CAMP  AND  COMPANY  • JACKSON,  MICHIGAN 

World’s  Largest  Manufacturers  of  Scientific  Supports 
Offices  in  New  York  • Chicago  • Windsor,  Ontario  • London,  England 
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put 


in 


your  formula  prescription 


Adding  cooled  boiled  water  to  BIOLAC— as  her  physician  directs— 


is  the  only  precaution  that  a vacation-minded  mother  need 
take  when  preparing  her  infant’s  formula  during  the  summer  months. 
This  simple  procedure  not  only  facilitates  formula  preparation, 
but  also  minimizes  the  possibilities  either  of  contamination 
under  adverse  travel  or  resort  conditions,  or  the  chance  omission 


Biolac  dilution  is 
easily  calculated — 
quickly  prepared: 
1 JL  oz.  Biolac  to 
IV2  fl.  oz.  water  per 
pound  of  body  weight. 


of  needed  vitamins,  carbohydrates  or  iron.  BIOLAC,  when 


supplemented  by  vitamin  C,  is  a complete  infant  food. 

In  readily  assimilable  form,  it  dependably  provides  all  the 
essential  proteins,  vitamins,  minerals,  carbohydrates 
and  other  nutritional  factors  needed  for  optimum  health. 

e 

Biolac  is  a liquid  modified  milk,  prepared  from  whole  and  skim 
milk,  with  added  lactose,  and  fortified  with  thiamine,  concentrates  of 
vitamins  A and  D from  cod  liver  oil,  and  iron  citrate;  only  vitamin  C 
supplementation  is  necessary.  Evaporated,  homogenized  and 
sterilized.  Available  in  13  fl.  oz.  tins  at  drugstores  everywhere. 


BORDEN'S  PRESCRIPTION  PRODUCTS  DIVISION 

350  MADISON  AVENUE.  NEW  YORK  17.  N.  Y. 


Biolac 

"Baby  Talk"  for  a Good  Square  Meal 
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middle  age 


mental  ease 


The  woman  in  the  climacterium  may  be  disturbed  by 
disquieting  thoughts  and  foolish  fears.  Such  mental 
anguish  is  oftentimes  allayed  when  the  physical 
symptoms  associated  with  declining  ovarian  function 
have  been  relieved. 

" Premarin ,"  by  bringing  about  remission  of  meno- 
pausal symptoms,  restores  mental  ease  in  a majority 
of  instances.  Furthermore,  there  is  a "plus"  in 
'''Premarin" ..  .the  gratifying  "sense  of  well-being" 
usually  experienced  by  the  patient  following  adminis- 
tration of  this  naturally  occurring,  orally  active  estrogen. 

Flexible  dosage  regimens  to  adapt  treatment  to  the 
particular  needs  of  the  patient  are  made  possible  with 
" Premarin " Tablets  of  2.5,  1 .25,  or  0.625  mg.,  and 
liquid— 0.625  mg.  per  4 cc.  I one  teaspoonful). 

While  sodium  estrone  sulfate  is  the  principal  estrogen 
in  "Premarin," other  equine  estrogens... estradiol, 
equilin,  equilenin,  hippulin  . . .are  probably 
cl  so  present  in  varying  amounts  as 
water  soluble  conjugates. 


CONJUGATED  ESTROGENS  (equine) 


Ayerst,  McKenna  & Harrison  Limited  22  East  40th  Street,  New  York  16,  New  York 
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Prom  the  day  that  powerful,  short-acting  Pentothal 
Sodium  was  first  introduced  by  Abbott  in  1934,  the 
index  of  reports  on  its  use  for  intravenous  anesthesia 
has  grown  rapidly.  Coming  from  every  corner  of  the 
globe,  from  every  land  in  which  modern  surgery  is  prac- 
ticed. the  file  of  literature  on  Pentothal  Sodium  now 
lists  more  than  1070  reports,  90  of  which  were  published 
last  year.  This  worldwide  record — impressive  tribute 
to  an  anesthetic  developed  by  a single  commercial  lab- 
oratory— covers  every  phase  of  the  use  of  Pentothal 
Sodium:  indications  and  contraindications,  advantages 
and  disadvantages,  techniques  of  administration  and 
precautions  to  be  observed.  With  such  a guide,  Pen- 
tothal Sodium  can  be  employed  for  intravenous  anes- 
thesia safely,  effectively  and  conveniently.  Interested  in 
more  information  about  this  product?  Just  drop  a line 
to  Abbott  Laboratories,  North  Chicago,  Illinois. 

FOR  INTRAVENOUS  ANESTHESIA 


Pentothal 


® 


Sodium 


(STERILE  THIOPENTAL  SODIUM,  ABBOTT) 


A NEW  MOTION  PICTURE  FILM  on  the  uses  and 
limitations  of  Pentothal  Sodium  anesthesia  in  ob- 
stetrical procedures  is  available  to  medical  groups. 
Write  to  Abbott  Laboratories,  North  Chicago,  III. 


is  due  to  its  unique  composition  and  stability,  the  meticulous 
care  exercised  in  its  preparation,  the  careful  control  of  all 
manufacturing  stages,  and  the  rigorous  inspection  of  the 
finished  product.  Each  ampul  of  Neo-Iopax  is  sterile  and 
free  from  foreign  particles. 

NEO-IOPAX  is  available  in  10,  20  and  30  cc.  ampuls  of  50%  concentration 
and  10  and  20  cc.  ampuls  of  75%  concentration.  Packaged  in  boxes  of 
1,  5 and  20  ampuls. 

*® 

CORPORATION  . BLOOMFIELD,  NEW  JERSEY 

IN  CANADA,  SCHERING  CORPORATION  LIMITED,  MONTREAL 


for  injection 


The  safety  record  of  Neo-Iopax*  — Schering’s  brand  of 
sodium  iodomethamate  for  intravenous  urography  — is  note- 
worthy: more  than  fifteen  years  of  effective  urinary  tract 
visualization  without  a single  fatality  reported  in  the  litera- 
ture. The  relative  safety  of 

NEO-IOPAX* 

( disodium  N-methy/-3,5-diiodo-rhelidamate ) 


NEO-IOPAX® 
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CLINICIAN’S 

CHOICE 


report  t covering  a comprehensive  study- 
reveals  that  the  diaphragm-jelly  technique  is  the  over- 
whelming choice  of  clinicians  versed  in  conception 
control. 

In  keeping  with  this  authoritative  opinion,  we  suggest 
the  specification  of  the  “RAMSES”*  Prescription  Packet 
No.  501  when  you  desire  to  provide  the  patient  with 
the  optimum  in  protection. 

The  quality  of  “RAMSES”  Gynecological  Products  is 
the  finest  obtainable.  They  are  available  through  all 
recognized  pharmacies. 

Active  Ingredients:  Dodecaethyleneglycol  Monolaurate  5%;  Boric  Acid  1%; 
Alcohol  5%. 

. . gynecological  division 

JULIUS  SCHMID , Inc. 

423  West  53th  Street,  NewYork  19,  N.Y. 

quality  first  since  iSS} 


*The  word  "RAMSES’-  is  a 
registered  trademark  of  Julius 
Schmid,  Inc. 

fHuman  Fertility  10:  25  (Mar.) 
1945- 
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ncture  this  on  your  office  ivall  1 


Here  is  a message  every  patient  should  see.  It 
appears  in  full  color  in  LIFE  and  other  national  mag- 
azines—reaching  more  than  23  million  people. 

Would  you  like  a copy  for  your  reception  room?  Write 
to  Parke,  Davis  & Company,  Detroit  32,  Michigan. 


Some  things  you  should  know  about  being  a good  patient 


No.  212  in  a series  of  messages  from  Parke t Davis  & Co. 
on  the  imparlance  of  prompt  and  proper  medical  care. 


FOR  your  own  sake,  as  well  as  your  doctor’s  it  is  vitally 
important  to  be  a "good  patient.” 

Often  it  is  your  co-operation  with  your  doctor  that 
makes  the  difference  between  an  early  recover)’  and  a late  one, 
between  a minor  illness  and  a serious  one. 

Here  are  some  of  the  ways  you  can  help  your  doctor,  and 
yourself: 

1.  If  you  feel  sick,  call  your  doctor  at  once.  Don't  wait  for  a 
serious  illness  to  develop  before  you  ask  his  help.  The  sooner 
he  sees  you.  the  more  he  can  do  to  help  you  avoid  a major 
illness. 

2.  Before  you  telephone  your  doctor,  make  a list  of  the 
questions  you  want  to  ask  him.  Have  a paper  and  a pencil 
handy  when  you  call,  so  that  you  may  take  down  his  instruc- 
tions. This  way  you  will  save  your  doctor’s  time,  and 
remember  accurately  what  he  tells  you. 

3.  Answer  your  doctor’s  questions  fully.  A previous  illness 
may  not  seem  to  you  to  have  any  bearing  on  your  present 
condition.  But  to  your  doctor  it  might  furnish  a valuable  clue. 
Tell  him  complete  facts.  Let  him  decide  what  is  important. 

4.  Follow  your  doctor’s  instructions  exactly.  If  he  prescribes 
medicine,  take  it  according  to  directions.  Remember,  a larger 
dose  than  that  prescribed  won’t  cure  you  faster.  And  it  might 
be  harmful. 

5.  Never  use  medicine  prescribed  for  somebody  else,  or  for 
a previous  illness  of  your  own.  However  similar  your 
symptoms  may  appear  to  you,  the  nature  of  your  illness  may 
be  quite  different.  Only  your  doctor  can  accurately  diagnose 
your  trouble  and  prescribe  proper  treatment. 

6.  If  your  doctor  advises  an  operation,  don’t  put  it  off.  With 
modern  surgery,  modern  hospital  care,  you  seldom  have  rea- 
son to  fear  an  operation. 

7.  The  new  medical  treatments  you  read  about  in  the  popular 
press  aren’t  likely  to  be  news  to  your  doctor.  If  your  doctor 
has  not  recommended  a new  treatment  to  you,  it  is  probably 
because  there  are  still  some  questions  about  its  value,  some 
limitations  not  stressed  in  popular  reports,  or  some  factors  in 
your  case  which  would  make  the  treatment  undesirable  or 
ineffective  for  you. 

8.  Don't  ask  your  doctor  to  advise  you  about  members  of 
your  family  whom  he  himself  has  not  seen.  He  cannot  risk 
giving  an  opinion  about  a patient  of  whose  condition  he  haa 
no  firsthand  knowledge. 


Makers  of  medicines  prescribed  by  physicians 

CsrvMIOHT  iw.  r* nxe.  oavis  • company 


PARKE,  DAVIS  & CO. 


Jteioorcft  onrf  Manufacturing 
laboratonai,  Datrait  32.  Mich. 
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ESPECIALLY  DURING 


Following  recovery  from  severe  infec- 
tious disease,  acute  nutritional  defi- 
ciencies must  be  corrected  promptly  if 
maximum  speed  of  recovery  is  to  be 
attained.  The  nutrient  imbalance  which 
exists  during  this  period  usually  in- 
volves not  only  members  of  the  vitamin 
B complex,  but  also  proteins  as  well. 

The  delicious  food  drink  made  by 
mixing  Ovaltine  with  milk  is  a pleas- 
ant and  effective  means  of  increasing 
the  intake  of  virtually  all  essential  nu- 
trients. Easily  digested  and  of  low 
curd  tension,  it  does  not  impose  an 


undue  digestive  burden,  and  is  fre- 
quently acceptable  when  other  foods 
are  refused.  Three  glassfuls  daily  sup- 
ply significant  amounts  of  B complex 
and  other  vitamins  including  ascorbic 
acid,  biologically  adequate  protein, 
readily  digested  fat  and  carbohydrate, 
and  the  important  minerals  copper, 
iron,  and  calcium.  This  dietary  sup- 
plement is  enjoyed  by  all  patients, 
young  and  old,  and  is  taken  without 
difficulty  in  recommended  amounts. 
Hence  it  might  well  be  included  rou- 
tinely in  the  dietary  of  convalescence. 


THE  WANDER  COMPANY,  360  N.  MICHIGAN  AVE.,  CHICAGO  1,  ILL. 


Three  servings  doily  of  Ovaltine,  each  made  of 
Vi  oz.  of  Ovaltine  and  8 oz.  of  whole  milk,*  provide: 


CALORIES 

. . 669 

VITAMIN  A . . . 

. . . 3000  I.U. 

PROTEIN 

. . 32.1  Gm. 

VITAMIN  Bi  . . . 

. . . 1.16  mg. 

FAT 

. . 31.5  Gm. 

RIBOFLAVIN  . . . 

. . . 2.00  mg. 

CARBOHYDRATE  . . 

. . 64.8  Gm. 

NIACIN  

. . . 6.8  mg. 

CALCIUM  

. . 1.12  Gm. 

VITAMIN  C . . . 

. . . 30.0  mg. 

PHOSPHORUS  . . . 

. . 0.94  Gm. 

VITAMIN  D . . . 

. . . 417  I.U. 

IRON 

. . 12.0  mg. 

COPPER  

. . . 0.50  mg. 

*Bosed  on  average  reported  values  for  milk. 
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MERCK  VITAMIN  REVIEWS  ! 

CONCISE, 

CONVENIENT 

• Signs  and  Symptoms  of 
Deficiency. 

• Daily  Requirements  and  Dosage. 

SOURCE  OF 

• Distribution  in  Foods. 

VITAMIN 

• Methods  of  Administration. 

INFORMATION 

• Clinical  Use  in  Specific 
Conditions. 

,r< 
\j" 


A limited  number  of  complete  sets  of  these  informative  booklets 
has  been  gathered  in  a convenient  slip-cover  container,  designed 
for  ready  reference.  These  are  available  as  long  as  the  supply 
lasts.  The  coupon  is  for  your  convenience. 


MERCK  & CO.,  Ine.,  RAHWAY,  N.  J. 

tvifanufcu'fu'iiti/j  TDAemebfo 

Please  send  me  a complete  set  of  Merck  J ita- 
min  Reviews  in  conv  enient  slip-cover  container. 

Name 

Street 

Citv State 


Application  of  Tincture  ‘Merthiolate’  (Sodium  Ethyl  Mer- 
curi  Thiosalicylate,  Lilly)  to  the  operative  field  assures  rapid 
elimination  of  many  pathogenic  organisms.  Extra  protection 
is  afforded  because  ‘Merthiolate’  continues  to  inhibit  and 


destroy  organisms  as  they  are  released  from  sebaceous  and 
sweat  glands  during  the  surgical  procedure.  ‘Merthiolate’ 
does  not  coagulate  tissue  proteins.  Significant,  too,  is  its 
compatibility  with  soap  and  other  defatting  agents. 

‘Merthiolate,’  the  many-purpose  antiseptic,  is  available  in 
the  following  convenient-to-use  preparations: 


‘Merthiolate’  Tincture  1:1,000 

‘Merthiolate’  Solution  1:1,000 

‘Merthiolate’  Jelly  1:1,000 

‘Merthiolate’  Ophthalmic  Ointment  1:5,000 

‘Merthiolate’  Suppositories  1:1,000 


ELI  LILLY  AND  COMPANY,  INDIANAPOLIS  6,  INDIANA,  U.  S.  A. 


/ 1 

/ j| 

i ^ 

Lilly  in  India 

“it  is  to  the  Hindus  that  we  owe  the  first  system  of 
medicine,”  states  Wise.  Other  Western  scholars 
have  indicated  that  the  Greeks  are  indebted  to  the 
ancient  Hindus  for  the  growth  and  development  of 
medical  knowledge.  Since  modern  Western  medi- 
cine is  principally  based  on  the  Greek  system,  we 
are  indirectly  dependent,  in  some  particulars,  upon 
Indian  medicine  and  surgery. 

The  year  1869  marked  the  beginning  of  modern 
medical  research  in  India.  The  ensuing  years  have 
witnessed  the  steady  development  of  research  labo- 
ratories in  many  parts  of  that  country. 

The  first  Lilly  medical  service  representative  be- 
gan his  calls  on  the  physicians  of  India  in  1931.  To- 
day, the  physicians  in  general  and  specialty  practice, 


A 15x12  reproduction  of  this  Raymond  Breinin  illustration 
is  available  upon  request. 


as  well  as  those  connected  with  research  institutions, 
are  visited  regularly.  In  1947,  a Lilly  branch  house 
was  established  in  Bombay.  Future  developments 
in  medical  research  in  India  will,  whenever  pos- 
sible, have  the  full  co-operation  and  support  of  the 
Lilly  organization.  By  these  means  are  the  dis- 
coveries of  science  developed  into  practical  forms 
for  the  benefit  of  all. 
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PRACTICAL  APPLICATION  OF  THE 
VAGINAL  SMEAR  AS  A METHOD  IN 
CLINICAL  GYNECOLOGY 

Isadore  Slovin,  M.  I).,  Wilmington,  Del.  ;* ** 

W.  B.  Silberblatt,  M.  T).,  New  York, 

N.  Y.  ;f  H.  B.  Safford,  M.  D.,  New 
York,  N.  Y.t 
Introduction 

Since  the  original  paper  in  1933  on  cyclical 
changes  occurring  in  the  vaginal  mucosa,  the 
study  of  this  specialized  field  has  gone  a long 
way.  Great  advances  have  been  made  in 
laboratory  techniques  for  the  study  of  endo- 
crine function,  and  in  the  detection  of  malig- 
nant cells.  It  is  not  the  purpose  of  this  paper 
to  dwell  ou  methods  and  techniques.  Suffice 
it  to  say  that  we  are  using  a modified  tri- 
chrome stain,  very  similar  to  that  outlined  by 
Papanicalou  and  Shorr.  Our  purpose  here  is 
to  outline  the  practical  application  of  the  va- 
ginal smear  as  a method  in  Clinical  Gyne- 
cology. 

Exposition 

In  the  past  year  we  have  studied  the  vaginal 
cytology  in  over  500  cases  in  our  wards  and 
out-patient  department.  We  have  found  that 
it  has  contributed  much  in  evaluating  many 
problems. 

The  cells  normally  found  in  the  vagina  may 
be  regarded  as  representing  the  end-point  ef- 
fect of  estrogen  and  progestin  function.  A 
normal  vaginal  smear  presupposes  normal 
function  of  gonadotropins,  anterior  pitiutary- 
like  hormones,  and  contributing  endocrine 
substances  as  the  ketd-steroids  and  thyroid 
hormone.  The  vaginal  smear  may  be  utilized 
therefore  in  (1)  the  diagnosis  of  endocrine 
states;  (2)  the  control  of  treatment  with  en- 

*From the  Department  of  Obstetrics  and  Gynecology, 
Metropolitan  Hospital,  Welfare  Island,  N.  Y.  Read  before 
the  33rd  Annual  Clinical  Congress  of  the  American  College 
of  Surgeons,  New  York,  September  8-12,  1947. 

“Assistant  in  Obstretrics  and  Gynecology,  Wilmington 
General  and  St.  Francis  Hospitals;  Chief  Resident  in  Ob- 
stetrics and  Gynecology,  Metropolitan  Hospital,  New  York. 

tAssociate  in  Obstetrics  and  Gynecology,  College  of 
Medicine. 

tProfessor  of  Obstretrics  and  Gynecology,  New  York 
Medical  College. 


docrine  products;  (3)  as  an  adjunct  in  the 
study  of  obstetrical  problems;  (4)  as  an  aid 
in  deciding  an  indicated  certain  surgical  pro- 
cedure. Aside  from  the  endocrine  importance 
of  the  vaginal  smear  method,  its  use  in  de- 
tecting malignancy  of  the  uterus  presents  a 
fifth  (5)  important  group. 

1.  The  Diagnosis  of  Endocrine  States; 

A.  Ovulation — Of  the  normal  endocrine 
states,  the  one  factor  of  practical  importance 
is  the  determination  of  ovulation  time,  an  im- 
portant factor,  particularly  in  the  study  of 
sterility  problems.  The  diagnosis  of  ovulation 
by  the  vaginal  smear  method  is  based  on  the 
finding  of  cells  mirroring  the  height  of  the 
follicular  phase  plus  early  progestic  phase. 
These  cells  are  mainly  those  of  the  acidophile 
superficial  type,  with  few  of  the  basophilic 
superficial  type,  containing  small,  pyknotic 
nuclei,  and  granular  cytoplasma  with  folding 
edges.  They  occur  in  large  clumps  and  no 
polymorphonuclear  leukocytes  are  seen. 

Since  all  our  functional  smears  were  studied 
in  relation  to  the  date  of  the  last  menstrual 
period,  it  was  easy  to  correlate  ovulational 
smears  with  date.  Ovulational  smears  were 
common  from  the  seventh  to  twentieth  days. 
At  first  this  was  quite  confusing,  but  in  the 
light  of  the  recent  work  of  Bremer  and  Jones,1 
it  is  quite  explainable.  These  men  have  shown 
by  the  study  of  the  age  of  corpora  lutea  ob- 
tained at  laporatomy,  that  ovulation  may  oc- 
cur between  the  eighth  to  nineteenth  day. 
Since  all  methods  of  determining  ovulation 
are  of  necessity  indirect  in  type,  we  feel  that 
the  study  of  ovulation  by  the  vaginal  smear, 
although  also  an  indirect  method,  should  be 
used  as  an  adjunct  to  the  other  methods. 

B.  Menopause — Of  the  abnormal  endocrine 
states,  the  one  of  most  common  occurrence  in 
our  series  is  that  of  hypo-estrogen  ism,  occur- 
ring as  a result  of  menopause.  It  is  of  com- 
mon observation  to  those  working  with  va- 
ginal smears  that  menopausal  smears  show  a 
great  variation  in  type  depending  on  the  estro- 
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Fig.  1.  Ovulational  Smear.  Cells  are  aln 
of  the  superficial  type.  The  majority  are  acidophilic, 
but  there  are  also  present  about  twenty-five  percent 
basophilic  staining  cells. 
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tion.  Note  typical  "preg- 
nancy cells"  and  exudate.  In  color  the  cells  are  main- 
ly basophilic  with  an  acidophilic  tinge. 


Fig.  2.  Menopausal  smear,  atrophic  type.  Cells  are 
from  outer  and  inner  basilar  layers  of  vagina,  and  baso- 
philic in  staining  quality.  Note  the  predominance  of 
polymorphonuclear  leucocytes. 


Fig.  3.  Pregnancy  Smear.  This  routine  smear,  done 
on  a case  of  fibromyoma  uteri,  gave  the  only  clue  to  a 
possible  concomitant  pregnancy.  Diagnosis  of  preg- 
nancy was  later  confirmed  by  Friedman  test. 


Fig.  5.  Case  of  hypothyroidism  before  thyroid.  Al- 
most all  cells  are  basophilic  superficial  type. 


Fig.  6.  Following  thyroid  therapy.  Light  colored  cells 
represent  acidophilia  (originals  in  kodachromes)  . Dark 
stained  cells  are  basophilic.  Acidophilia  represents  an 
increase  in  estrogen  effect. 


gen  saturation.  From  a practical  standpoint 
it  is  important  to  know  whether  a deficiency 
is  present  and  if  so,  to  what  degree.  This  can 
easily  lie  determined.  The  most  severe  hypo- 
estrogen  state  will  be  revealed  by  a completely 
atrophic  smear,  consisting  of  cells  of  the  outer 
basilar  type,  basophilic  in  staining,  and  with 
the  presence  of  many  polymorphonuclear  leu- 


eotyes.  Lesser  deficiencies  show  cells  of  the 
intermediate  and  superficial  type  with  more 
acidophilia  and  less  polymorphonuclear  leu- 
kocytes. 

C.  Other  Hypo-estrogen  States — In  our 
series  we  have  had  several  cases  of  functional 
amenorrhea  and  hypomenorrhea  showing  the 
typical  changes  of  hypo-estrogenism. 
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One  ease  of  masculinizing  tumor  of  the 
ovary  showed  a completely  atrophic  smear. 

1).  Functional  Bleeding  — Hyperestrogen 
smears  were  found  mostly  in  cases  of  func- 
tional bleeding.  Slides  of  these  cases  show 
the  presence  of  practically  one  hundred  per 
cent  acidophilic  superficial  type  cells,  with 
marked  nuclear  pyknosis,  granular  cytoplasm 
and  curled  edges ; and  the  complete  absence  of 
polymorphonuclear  leukocytes.  Red  blood 
cells  may  be  present  if  the  patient  is  bleeding. 

2.  The  Control  of  Treatment  with 

Endocrine  Products 

A.  The  most  important  use  of  the  vaginal 
smear  in  respect  to  treatment  is  its  applica- 
tion to  menopausal  therapy.  The  most  severe 
hypo-estrogen  state  can  be  followed  to  a sat- 
urated estrogen  phase  by  watching  the  de- 
velopmental changes  in  the  vaginal  smear, 
while  undergoing  treatment.  This  is  an  im- 
portant procedure  in  all  patients  receiving 
estrogen  therapy,  for  several  reasons : First, 
it  prevents  an  overdosage  of  estrogen  and  its 
consequent  ill  effects;  and  secondly,  it  is  a 
means  of  differentiating  true  menopausal  syn- 
drome due  to  estrogen  deficiency  from  psy- 
choneurosis. Patients  whose  symptoms  con- 
tinue in  spite  of  a saturated  estrogen  smear 
must  be  considered  psychoneurotic.  Increas- 
ing estrogen  dosage  empirically  is  not  only 
useless  but  dangerous  since  there  is  evidence 
suggesting  that  its  indiscriminate  use  may  be 
carcinogenic. 

B.  We  have  demonstrated  also  that  cer- 
tain estrogen  deficient  states  show  an  improve- 
ment in  smears  following  the  administration 
of  thyroid  extract.  This  is  a recent  observa- 
tion and  has  been  noticed  in  several  cases  of 
secondary  amenorrhea  and  hypomenorrhea. 
We  shall  show  slides  of  the  smears  before  and 
after  thyroid  therapy  showing  definite  in- 
creased estrogen  effect. 

3.  As  an  Adjunct  in  the  Study  of 

Obstetrical  Problems 

That  definite  changes  are  noted  in  the  va- 
ginal smears  of  pregnant  women  is  not  an 
original  observation  with  us.  However,  we 
have  found  it  an  interesting  adjunct  in  our 
routine  studies.  In  normal  pregnancy  the  va- 
ginal epithelium  undergoes  marked  prolifera- 
tion, particularly  of  its  intermediate  zone. 
This  is  reflected  in  the  vaginal  smear  as  an 


increase  in  the  progestin  reaction,  since  the 
estrogen  reaction  is  subdued.  As  a result  the 
normal  pregnancy  smear  is  characterized  by 
groups  of  cells  of  the  basophilic  superficial 
type  and  of  the  basophilic  intermediate  type 
occurring  in  dense  clumps.  Although  we  do 
not  offer  the  vaginal  smear  as  a method  of 
diagnosing  pregnancy,  we  do  feel  that  in  many 
cases  it  may  lead  us  to  suspect  pregnancy.  In 
our  series  it  has  been  of  aid  in  two  cases 
of  fibromyoma  uteri  occurring  in  pregnancy 
and  in  one  case  of  dermoid  cyst  incident  to 
pregnancy.  In  all  these  cases  the  vaginal 
smear  gave  the  clue  to  the  concomitant  preg- 
nancy, which  were  later  confirmed  by  Fried- 
man tests. 


Fig.  7.  Masculinizing  tumor  of  ovary.  Note  evidence 
of  almost  no  estrogen  response. 

m • d 


Fig.  8.  Adeno-acanthoma  of  uterus.  Diagnosis  made 
originally  by  vaginal  smear.  Later  confirmed  by 
curettage. 


Aberrations  from  the  normal  pregnancy 
smear  are  also  of  significance.  Most  common- 
ly it  is  seen  as  an  increase  in  the  acidophilic 
cells,  characteristic  of  abortions  and  ectopic 
pregnancies.  Differential  count  of  the  slides 
of  76  such  cases  in  this  series  revealed  a mean 
average  of  55%  acidophilic  cells  to  45% 
basophilic. 
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4.  Influence  on  Surgical  Procedure 

Knowledge  gained  from  vaginal  smears  will 
very  frequently  influence  surgical  judgment, 
especially  in  the  problem  of  conservation  of 
adnexa.  It  is  the  tendency  to  exercise  the 
policy  of  adnexal  radicalism  when  performing 
surgery  on  women  past  the  age  of  40  years. 
This  is  based  on  the  premise  that  menopause 
would  soon  ensue  and  ovarian  function  would 
be  lost  anyhow.  In  light  of  the  recent  work 
of  Mackenzie,  Wetchler  et  al,2  it  seems  neces- 
sary to  revise  this  policy.  These  workers  have 
shown  that  only  37%  of  menopausal  women 
exhibit  an  atrophic  smear.  The  remaining 
63%  do  have  considerable  estrogen  secretion 
for  a considerable  length  of  time.  It  appears 
logical  to  practice  the  policy  of  conservation  of 
adnexae  in  those  women  which  do  not  show  an 
atrophic  menopausal  smear  pre-operatively. 

5.  Detection  of  Malignancy 

The  final  group  where  the  vaginal  smear 
method  was  applied  was  in  the  detection  of 
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Fig.  9.  Adenocarcinoma  of  fundus  uteri. 


Fig.  10.  Squamous  cell  Carcinoma  of  Cervix, 
malignant  cells.  We  have  not  used  this  as  a 
screening  method,  but  have  selected  cases  in 


wThich  the  diagnosis  of  malignancy  was  sus- 
pected on  clinical  findings  or  history.  The 
correlation  between  positive  smears  and  posi- 
tive biopsies  was  almost  100%.  In  two  cases 
the  diagnosis  was  made  before  biopsy  or  curet- 
tage— one  an  epidermoid  carcinoma  of  the 
cervfe,  and^tl^e  other  an  adeno-acanthoma  of 
the  corpus. 

The  diagnosis  of  malignancy  is  based  on 
finding  abnormal  cells,  the  characteristics  of 
which  depend  upon  the  amount  of  differen- 
tiation of  the  tumor.  In  general,  however,  all 
malignant  cells  have  certain  common  char- 
acteristics, They  usually  occur  in  clusters, 
are  unequal  in  size,  shape  and  staining  re- 
action. The  nucleus  is  large  in  proportion  to 
the  remaining  cytoplasm  and  is  often  irregu- 
lar in  form  or  fragmented,  and  the  chromatin 
is  distributed  in  clumps  or  strands.  Nucleoli 
and  mitosis  may  or  may  not  be  seen.  A repre- 
sentative slide  will  be  shown  herewith. 

Conclusion 

In  summation,  we  have  given  a preliminary 
report  of  our  conclusions  of  the  value  of  the 
study  of  vaginal  cytology,  based  on  over  500 
cases.  We  have  found  this  method  of  great 
value : 

1 In  the  study  of  the  menopause,  func- 
tional amenorrhea,  hypomenorrhea,  and  mas- 
culinizing syndromes. 

2 In  determining  the  time  of  ovulation. 

3 In  the  control  of  treatment  of  the  meno- 
pause, especially  in  its  relation  to  psychoneu- 
rosis. 

4 In  studying  the  effect  of  thyroid  in  in- 
creasing estrogen  in  certain  cases  of  function- 
al amenorrhea  and  hypomenorrhea. 

5 As  a lead  in  establishing  a diagnosis  of 
pregnancy  when  fibroids  or  ovarian  neoplasm 
occur  as  complications. 

6 As  an  adjunct  in  the  study  of  abortions 
and  ectopic  pregnancies. 

7 In  influencing  the  decision  of  adnexal 
conservation  versus  radicalism  in  surgery  of 
the  menopause  or  approaching  menopause. 

8 In  the  early  diagnosis  of  uterine  cancer. 
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ACUTE  LYMPHOCYTIC  CHORIO- 
MENINGITIS* 

Arnold  H.  Williams,  M.  D. 

Laurel,  Del. 

The  following  ease  is  of  interest  because  of 
its  relative  infrequency  and  the  problems  that 
are  posed  in  making  a differential  diagnosis. 

Case  Report 

Airs.  C.  J.  White,  aged  26  years,  was  ad- 
mitted to  the  Hospital  on  May  14,  1947.  with 
chief  complaints  of  violent  abdominal  cramps, 
headache  and  vomiting.  The  family  and  past 
histories  are  irrelevant  with  the  exception  of 
an  attack  of  grippe  two  weeks  before  the  onset 
of  the  present  illness,  which  began  May  10, 
1947,  with  severe  headache  in  the  temporal 
region  which  moved  to  the  occiput  and  vertex. 
The  same  day  menstruation  began  at  the  ex- 
pected time.  Three  days  later  she  experienced 
abdominal  cramps  and  began  to  vomit  and  was 
unable  to  retain  food. 

Physical  examination  showed  a well  de- 
veloped, well  nourished  white  woman  who  ap- 
peared moderately  ill.  The  sensorium  was 
clear.  There  was  no  rash  on  the  skin  ; the 
scalp  was  sensitive  to  pressure  but  otherwise 
normal.  The  conjunctivae  were  slightly  in- 
jected around  the  cornea.  Pupils  were  equal, 
regular,  and  reacted  to  light  and  accommoda- 
tion. The  extraocular  muscles  reacted  normal- 
ly. The  nose  showed  no  discharge.  The  tongue 
showed  a whitish  coating,  and  projected  in 
the  mid-line.  The  pharynx  was  moderately 
reddened  but  the  oral  mucous  membranes 
were  otherwise  normal.  There  was  slight  en- 
largement of  the  anterior  cervical  lymph 
nodes.  The  thyroid  gland  was  not  enlarged 
and  showed  no  abnormal  masses.  The  breasts 
were  normal  on  palpation.  Lungs  were  clear 
and  the  heart  sounds  were  normal.  The  ab- 
domen was  slightly  distended  and  tender  in 
both  lower  quadrants,  but  there  was  no  rigid- 
ity or  abnormal  masses.  The  liver  was  pal- 
pable 1 cm.  below  the  right  costal  margin  and 
was  not  tender.  The  spleen  could  not  be  felt. 
The  genitalia  were  normal  externally  and 
there  was  moderate  vaginal  bleeding,  appar- 
ently due  to  menstruation.  The  extremities 
were  normal. 

* Read  before  Medical  Society  of  Delaware,  Wilming- 
ton, October,  14,  1947. 
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Neurological  examination  showed  marked 
nuchal  rigidity  with  bilateral  Kernig’s  and 
Brudzinski ’s  signs.  The  pateller  reflexes  were 
bilaterally  increased.  There  was  no  evidence 
of  paresis  of  the  voluntary  muscles  and  no 
signs  of  cranial  nerve  involvement.  The  tem- 
perature was  101°F,  pulse  110,  and  respira- 
tions 22  ; blood  pressure,  1 15/70.  The  impres- 
sion was  an  acute  meningeal  infection.  A 
spinal  tap  was  done,  the  fluid  was  apparently 
under  increased  pressure  though  no  reading 
was  made.  The  fluid  was  ground  glass  in  ap- 
pea  ranee. 

Subsequent  Course  and  Treatment.  Be- 
cause of  the  turbidity  of  the  spinal  fluid  the 
patient  was  started  on  penicillen,  30,000  units 
every  three  hours;  also  an  intravenous  infu- 
sion of  2000  cc.  of  5%  glucose  in  saline  with 
2.5  grams  of  sodium  sulfadiazene,  2 ampules 
Solu-B  and  200  mgm  of  ascorbic  acid.  The 
sulfadiazene  was  continued  in  the  form  of  1.0 
gram  every  four  hours  by  mouth  with  an 
equal  dose  of  sodium  bicarbonate.  The  day  fol- 
lowing admission,  May  15,  the  patient  was 
drowsy  and  appeared  toxic.  There  was  epis- 
taxis  from  the  right  nostril.  The  stiffness  of 
the  neck  was  much  more  marked.  Nausea  and 
vomiting  was  persistent  and  severe.  The  tem- 
perature rose  to  102. 4°F.  On  May  16  there 
was  slight  improvement  in  the  patient’s  con- 
dition. Another  spinal  tap  was  done  at  this 
time  and  showed  apparent  increase  in  pres- 
sure, with  the  fluid  deeply  turbid  and  slightly 
xanthochromic. 

Laboratory  Studies.  The  spinal  fluid  on  ad- 
mission showed  innumerable  lymphocytes  but 
no  organisms  on  smear;  a cell  count  was  not 
done.  The  following  day  the  spinal  fluid 
showed  that  Bandy’s  test  was  increased.  The 
cell  count  was  1084  per  9 mm.,  and  were  en- 
tirely lymphocytes;  there  was  an  occasional 
red  cell  but  no  organisms  seen  by  smear;  spinal 
fluid  culture  eventually  showed  no  growth. 

The  blood  count  was  4,010,000  red  cells; 
12,500  white  cells;  hemoglobin  81%  Sahli ; the 
differential  white  cell  count  was  64%  poly- 
morphonuclear and  36%  lymphocytes.  The 
urine  showed  heavy  traces  of  albumin  and 
sugar,  with  many  red  blood  cells  and  a few 
white  blood  cells. 

Because  of  the  absence  of  a definite  bac- 
terial infectious  process  the  administration  of 
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penicillin  and  sulfadiazene  was  stopped  on  the 
third  hospital  day.  The  temperature  dropped 
by  lysis  and  became  normal  on  the  seventh 
day.  Headache,  nausea  and  vomiting  per- 
sisted until  the  fifth  day  when  the  patient 
could  take  and  retain  fluids.  Supportive  treat- 
ment by  intravenous  infusions  was  continued 
until  the  fifth  day.  The  patient  was  discharged 
on  the  eighth  day  apparently  well.  When 
seen  three  weeks  later  no  findings  suggestive 
of  meningeal  disease  were  noted.  The  blood 
Wassermann  done  at  this  time  was  also  nega- 
tive. 

Discussion 

Since  the  prognosis  of  lymphocytic  chorio- 
meningitis is  usually  good  the  chief  interest 
in  this  condition  is  the  necessity  of  ruling  out 
other  diseases  which  show  a similar  initial 
picture  but  eventually  have  a much  graver 
prognosis.  Among  these  are  pyogenic  menin- 
gitis, rabies,  epidemic  encephalitis,  post-in- 
fectious encephalitis  such  as  occurs  in  measles, 
chicken-pox,  small-pox,  anti-rabies  treatment 


following  vaccination,  equine-eneephalomye- 
litis,  the  St.  Louis  type  of  encephalitis,  acute 
anterior  poliomyelitis,  tuberculosis  meningitis, 
syphilitic  meningitis,  brucellosis  meningitis, 
torulosis,  toxoplasmosis  and  various  bacterial 
infections  especially  in  pneumonia,  tonsillitis, 
scarlet  fever  and  middle  ear  infection. 

Lymphocytic  chorio-meningitis  occurs  in 
several  clinically  recognizable  forms  of  which 
the  case  described  lies  in  one  group.  Another 
form  is  that  in  which  encephalitic  symptoms 
predominate  and  the  meningeal  signs  are 
minimal.  Several  fatal  cases  of  this  group 
have  occurred  in  which  hyperpyrexia,  marked 
leukocytosis  and  evidence  of  widespread  brain 
involvement  were  manifest.  A third  form 
shows  a grippe-like  infection  with  moderate 
fever,  gradual  or  acute  onset,  with  malaise, 
headache,  pains  in  the  back  or  extremities  and 
arthralgia.  The  fever  lasts  about  a w7eek; 
there  are  no  signs  of  meningeal  involvement. 
The  diagnosis  can  only  be  made  by  specific 
laboratory  tests.  It  is  of  interest  to  note  in 


Differential  Diagnosis  in  Acute  Lymphocytic  Choriomeningitis 


Cerebro  Spinal  Fluid  Virus 

Globulin  and  Sugar  Serum  Comple- 

Appear-  Cell-  norm,  avg  norm.  avg.  Neutraliz-  ment 

ance  count  Differential  24  gm%  65  m%  ing  Bodies  Fixation  Pathognomic  Features 


Pyogenic 

Meningitis 

turbid 

50-2000 

polymorpho- 

nuclears 

sugar  absent 
globulin  increased 

— 

— 

Organism  in  smear 
or  culture 

Rabies 

clear 

0-100 

“ 

+ 

+ 

History  of  dog-bite 

Epidemic 

Encephalitis 

clear 

10-100 

Mononuclear 

increase  globulin 
sugar  & chlorides 
nomal 





Cranial  nerve  palsies 
late  sequels 

Post-infectious 
Encephalitis  as 
Measles,  mumps, 
chicken-pox,  anti- 
rabies treatment 
vaccination 

Clear 

10-100 

increased  globulin 
sugar  normal 

History  of  specific 
acute  infection 

Lymphocytic 

choriomeningitis 

slightly 

turbid 

10-1000 

small 

mononuclears 

“ 

+ 

+ 

Sporadic-benign  course 

Equine 

Encephalomyelitis 

East 

West 

slightly 

turbid 

50-2000 

50-2000 

polymorpho- 

nuclears 

marked  incr.  glob, 
sugar  normal 

+ 

+ 

High  mortality  in 
epidemics 

St.  Louis 
Encephalitis 

clear 

50-500 

mononuclears 

sl.  incr.  glob, 
sugar  normal  or 
slightly  incr. 

+ 

+ 

Moderate  mortality 
in  epidemics 

Acute  Anterior 
Poliomyelitis 

clear 

0-2000 

polys  then 
mononuclears 

usually  incr. 
sugar  normal 

+ 

+ 

Epidemic  form  with 
peripheral  or 
bulbar  paralysis 

Tuberculous 

Meningitis 

clear 

50-5000 

lymphocytes 
reduction  in 
sugar  content 
Coag.  on  standg. 

incr.  globulin 
sugar  reduced 

Acid  fast  bacille  by 
smear  or  guinea  pig 
inoculation 

Syphilitic 

Meningitis 

clear 

100-5000 

lymphocytes 

incr.  globulin 
sugar  normal 

— 

— 

Serologic  tests 
Therapeutic  test 

Brucellosis 

Meningitis 

clear 

100-5000 

“ 

— 

— 

Skin  test  positive 
Positive  cultures 

Torulosis 

clear 

100-50Q 

mononuclear 

no  incr.  glob, 
sugar  normal 

— 

— 

Organism  in  smears 

Toxoplasmosis 

clear 

- 

— 

“ 

— 

— 

Complement  fixation 

Lead 

Encephalitis 

clear 

0-50 

lymphocytes 

marked  incr. 
in  globulin 

— 

History  of 
exposure  to  lead 

Adapted  from  Hyman:  An  Integrated  Practice  of  Medicine. 
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the  case  described  that  an  attack  of  ‘grippe’ 
occurred  about  two  weeks  before  the  onset  of 
meningeal  symptoms. 

Armstrong  in  2000  human  serums  collected 
at  random  found  11%  had  neutralizing  anti- 
bodies for  chorio-meningitis  virus  with  very 
few  of  this  group  giving  histories  suggesting 
central  nervous  system  disease,  so  that  it  is 
possible  that  cases  of  ‘grippe’  or  ‘influenza’ 
in  inter-epidemic  periods  may  represent  in- 
fection of  this  type.  A fourth  form  has 
caused  several  fatal  cases  of  virus  pneumonia 
in  which  the  pneumonitis  was  caused  by  the 
specific  virus. 

The  laboratory  diagnosis  can  be  made  by  in- 
oculation of  blood  or  spinal  fluid  into  mice 
or  guinea  pigs  and  the  production  of  the  spe- 
cific infection  in  these  animals.  This  is  char- 
acterized by  pneumonia,  focal  hepatitis  and 
death  in  9 to  16  days  after  intra-peritoneal 
inoculation.  The  virus  is  present  only  in  the 
first  few  days  of  the  patient’s  illness.  It  is 
only  by  the  isolation  of  the  virus  or  the  de- 
velopment of  anti-bodies  that  a positive  labora- 
tory diagnosis  can  be  made.  Following  re- 
covery the  patient  develops  complement  fixa- 
tion and  virus  neutralizing  anti-bodies.  The 
former  persist  for  a few  months  while  the 
latter  appear  about  two  months  after  the 
onset  of  the  disease. 
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Discussion 

Dr.  0.  J.  Pollak  (Wilmington)  : Dr.  Wil- 
liams' paper  was  good;  in  fact  it  was  too 
good;  he  didn’t  leave  much  for  me  to  discuss. 
To  the  many  types  of  meningitis  shown  in  the 
table  one  could  add  Wallgren’s  aseptic  lymph- 
ocytic meningitis  some  cases  of  which  have 
been  proven  to  be  chorio-meningitis ; and  fur- 
ther, Bouchet’s  swineherd’s  disease  which  is 
caused  by  a different  virus.  That  does  not 
mean  that  swineherds  cannot  come  down  with 
lymphocytic  chorio-meningitis.  Nothing  can 
be  added  to  the  clinical  signs  and  symptoms. 
Neurologic  and  psychiatric  manifestations  are 
those  of  meningitis. 

I was  interested  in  Dr.  Williams’  report  of 
initial  findings  of  polymorphonuclear  leuko- 
cytes in  the  cerebrospinal  fluid  of  his  patient. 


On  occasions  I had  made  the  same  observation 
when  the  tap  was  done  within  the  first  three 
days  of  the  illness.  Lymphocytes  appear  sud- 
denly on  the  fourth  day.  There  is  no  note  on 
this  phenomenon  in  textbooks.  Anatomic  pa- 
thologic findings  are  scanty.  Few  patients 
died  and  came  to  autopsy.  Our  knowledge  is 
based  chiefly  on  examination  of  the  brains  of 
monkeys.  The  choroid  plexus  is  thickened  and 
infiltred  with  lymphocytes.  Exudate  might 
be  found  in  the  ventricles  and  foci  of  lympho- 
cytes may  be  present  in  the  pia  water  and 
around  the  vessels  of  the  white  matter  of  the 
brain. 

The  epidemiology  of  lymphocytic  chorio- 
meningitis has  been  studied  by  Armstrong 
and  by  Augustin.  In  almost  every  instance 
of  the  disease  was  there  contact  with  mice, 
and  52%  of  mice  in  patients’  homes  were 
found  to  be  active  carriers  of  the  virus.  Labor- 
atory workers  handling  mice  fell  ill  with  the 
disease.  Apparently,  the  virus  enters  the  hu- 
man body  by  the  respiratory  tract.  Contact 
infections  from  man  to  man  are  not  known. 
Various  species  of  animals  are  susceptible  to 
infection:  many  strains  of  mice  and  rats, 

guinea  pigs,  dogs,  and  monkeys.  There  might 
be  other  sources  of  human  infection  than  mice. 
The  course  of  the  disease  is  mostly  acute,  but 
I remember  a patient  whose  illness  lasted,  with 
mild  remissions,  for  seven  months. 


The  curious  thing  is  that  legislators — and 
for  that  matter  people  generally — seem  to  feel 
that  tuberculosis  is  someone  else’s  disease  and 
is  paid  for  by  the  victim  and  his  family.  The 
idea  is  completely  wrong.  Tuberculosis  has 
to  be  paid  for  by  society.  The  only  choice  is 
how  the  bill  will  be  paid.  James  II.  Hutton, 
M.  I).,  Illinois  M.  J.,  Apr.,  1947. 


It  is  short-sighted  to  spend  a great  deal  of 
time  and  money  in  developing  an  excellent 
medical  program  for  the  treatment  of  tuber- 
culous patients  without  at  the  same  time  pro- 
viding some  form  of  supervised  activity  for 
patients  with  a favorable  prognosis  to  enable 
them  to  bridge  the  gap  between  the  sheltered 
life  in  a sanatorium  and  the  life  of  the  work- 
a-day  world.  Ernest  S.  Mariette,  M.  I).,  Am. 
Rev.  Tuberc.,  Jan.,  1947. 
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CHRONIC  INTESTINAL  UPSETS 
DUE  TO  AMEBIASIS 

Harvey  I).  Groff,  M.  D. 

Lewes,  Del. 

In  the  past  two  and  one-half  years  we  at 
Beebe  Clinic,  the  Post  Dispensary  and  the 
Station  Hospital,  Fort  Miles,  Lewes,  Delaware, 
have  seen  a goodly  number  of  chronic  tropical 
diseases  contracted  by  Army  personnel  while 
on  duty  in  the  Pacific,  Mediterranean,  and 
Caribbean  theatres  of  operation  during  World 
War  II.  These  conditions  have  included  ma- 
laria, schistosomiasis,  hepatitis,  a chronic  ec- 
zematoid  dermatitis  or  the  so-called  “jungle 
rot”,  and  a recurrent  intestinal  upset  which 
has  the  appearance  of  an  indeterminate  ul- 
cerative colitis.  However,  these  intestinal  up- 
sets have  been  proven  to  be  due  to  an  amebic 
infestation,  or  else  have  made  a dramatic  re- 
sponse to  anti-amebic  therapy.  This  paper  is 
limited  to  a discussion  of  the  amebic  diseases 
found. 

One  should  not  only  be  constantly  aware  of 
a tropical  disease  in  overseas  veterans  who 
present  unusual  symptoms,  but  should  also  be 
on  the  lookout  for  amebic  infestation  in  those 
who  present  the  picture  of  chronic  gastro- 
intestinal upsets  described  below.  All  too 
often  these  patients  are  diagnosed  as  an  in- 
determinate ulcerative  colitis  or  a chronic  gas- 
troenteritis and  are  given  a course  of  antispas- 
modics,  sulfonamides,  bismuth,  and  psycho- 
therapy, with  temporary  or  no  relief'.1 

Unfortunately,  the  Station  Hospital  at  Fort 
Miles  has  been  closed  and  the  records  of  about 
25  patients  diagnosed  and  treated  there  are 
not  available.  We  wish  to  present  a brief  syn- 
opsis of  symptoms  in  a group  of  six  patients 
seen  in  the  past  nine  months  and  a brief  dis- 
cussion of  the  treatment. 

This  group  includes  three  army  men,  two 
navy  men,  and  a negro  civilian.  Two  of  the 
army  men  were  Pacific  theatre  veterans  (one 
a Japanese  prisoner  of  war)  and  the  third  a 
resident  of  Puerto  Rico.  The  navy  men  had 
Mediterranean  service ; one  served  later  in  the 
Pacific  and  the  other  was  stationed  in  Cuba. 
The  negro,  aged  55,  had  a 10-year  history  of 
diarrhea  and  had  traveled  thruout  the  United 
States. 

*From  the  Department  of  Medicine,  Beebe  Hospital. 


Symptoms 

All  these  men  presented  the  same  general 
symptoms.  There  was  a general  soreness  thru- 
out the  abdomen,  more  especially  over  the  ce- 
cum, which  was  aggravated  by  the  wearing 
of  a tight  belt.  These  men  had  recurrent  bouts 
of  profuse,  watery,  and  occasionally  bloody 
diarrhea,  with  8-10  bowel  movements  daily. 
This  diarrhea  lasted  24  to  72  hours.  Follow- 
ing the  diarrhea  there  would  be  a period  of 
relief  of  4-7  days,  although  they  continued  to 
have  the  picture  of  “irritable  colon”,  with  the 
desire  to  defecate  after  the  ingestion  of  food. 
Two  of  the  men  had  occasional  bloody  rectal 
discharges.  At  no  time  did  they  have  chills 
or  fever  and,  quite  surprisingly,  all  men  were 
well  nourished  and  overweight  for  their  height 
and  age. 

We  wish  to  present  the  history  of  three  of 
the  six  cases. 

Case  1 

History.  E.  B.,  55-year-old  negro  male  ci- 
vilian. For  the  past  ten  years  this  patient  had 
recurrent  attacks  of  diarrhea  usually  lasting 
two  days,  with  10-12  bowel  movements  daily, 
associated  with  severe  cramps.  After  these 
attacks  he  noticed  a bloody  rectal  discharge, 
with  relief  from  diarrhea,  for  3-5  days.  The 
past  medical  history  was  negative,  except  that 
lie  had  been  treated  for  ulcerative  colitis  and 
had  been  also  told  that  he  had  “chronic  appen- 
dicitis”. 

Physical  examination.  The  patient  was  a 
thin,  negro  male,  in  no  acute  distress  but  very 
tender  over  the  cecum. 

Examination  of  the  stool  for  ameba  was 
negative.  Barium  enema  showed  an  irritable 
colon  on  fluoroscopy  and  post-evacuation  films 
showed  evidence  of  ulceration.  Sigmoidoscopy 
showed  the  typical  ulcerations  described  later, 
a marked  atrophy  of  the  valves  of  Houston, 
and  an  atonic  bowel. 

In  spite  of  the  negative  stool  examination 
he  was  given  therapy,  as  outlined  below,  with 
prompt  relief  of  the  symptoms  in  five  days. 
Reexamination  in  two  weeks  showed  a marked 
improvement  of  the  rectal  mucosa,  with  only 
occasional  ulcers  seen.  On  a four  months’ 
check-up  he  was  having  but  one  formed  bowel 
movement  daily,  with  no  cramps  after  eating. 
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Case  2 

History.  E.  N.,  a 36-year-old  white  male, 
a veteran  of  the  U.  S.  Navy  with  service  in  the 
Mediterranean  and  Pacific  Theatres.  This 
man  gave  a history  of  30  months  duration  of 
recurrent  attacks  of  bloody  diarrhea  lasting 
three  days,  associated  with  severe  cramps,  fol- 
lowed by  4-7  days  of  relief  from  loose  stools, 
but  the  continuation  of  cramps  and  the  desire 
to  defecate  3-4  times  daily  following  food.  The 
history  dated  from  an  attack  of  severe  diar- 
rhea while  he  was  stationed  in  the  Philippines. 

Physical  Examination.  The  patient  was  an 
obese  white  male,  with  tenderness  over  the  ce- 
cum and  descending  colon  as  the  only  positive 
finding.  Sigmoidoscopy  showed  typical  ame- 
bic ulcerations  and  ameba  were  found  on 
aspirated  material.  On  therapy  he  made  a 
remarkable  improvement  and  has  been  asymp- 
tomatic for  a period  of  seven  months. 

Case  3 

History.  A.  F.,  32-year-old  W.  0.  J.  G., 
U.  S.  Army,  a resident  of  Puerto  Rico.  This 
officer  gave  a history  of  recurrent  attacks  of 
diarrhea  for  about  eight  years,  with  severe 
cramps  and  soreness  in  the  epigastrium  after 
eating.  Examination  for  peptic  ulcer  by  x-ray 
was  negative.  As  he  was  of  a “nervous  tem- 
perament'’ he  was  given  sedatives  and  anta- 
cids for  several  years,  with  no  relief. 

Physical  Examination  was  entirely  negative 
except  for  tenderness  in  the  epigastrium.  Ex- 
amination of  three  warm  stools,  the  third  after 
a saline  laxative,  finally  showed  the  presence 
of  ameba.  The  patient  refused  sigmoidoscopy. 

There  was  marked  improvement  of  the 
diarrhea  after  the  first  course  of  carbarsone, 
but  there  was  a recurrence  of  symptoms  two 
months  later.  On  a repetition  of  carbarsone, 
supplemented  by  emetine  hydrochloride  gr. 
b.i.d.  intramuscularly  for  six  days,  there  was 
a marked  improvement  of  symptoms,  and  the 
patient  has  been  well  for  six  months. 

Diagnosis 

Of  this  group  only  four  had  had  an  imme- 
diate examination  of  a warm  stool  specimen, 
and  sigmoidoscopy  with  examination  of  aspi- 
rated material  thru  the  sigmoidoscope.  Two 
were  not  examined  by  sigmoidoscopy,  as  posi- 


tive stools  were  returned  and  sigmoidoscopy 
was  refused  by  the  patient. 

In  only  one  of  the  four  cases  was  the  enta- 
meba  histolytica  found  on  examination  of  ma- 
terial taken  thru  the  sigmoidoscope.  This  was 
attributed  to  the  fact  that  these  men  had  re- 
ceived a mixture  of  paregoric  and  bismuth  for 
an  acute  attack  just  prior  to  the  examination, 
and  it  seems  that  bismuth  taken  by  mouth 
possesses  a mild  anti-amebic  effect.  In  spite 
of  this,  these  patients  were  given  a trial  course 
of  anti-amebic  therapy,  as  presented  later, 
with  prompt  relief  of  the  symptoms. 

The  four  who  received  sigmoidoscopy  show- 
ed the  same  findings  on  examination  of  the 
rectal  mucosa.  This  was  a typical  picture  of 
amebic  infestation.  Through  the  rectal  mu- 
cosa there  were  small,  discrete,  punched-out 
areas  of  ulceration  4-15  mm.  in  diameter,  with 
slight  redness  about  the  ulcer  edge,  and  oc- 
casionally an  inflammatory  exudate  over  the 
ulcer  area.  Between  the  ulcers  there  was  sound 
mucosa  with  no  evidence  of  an  inflammatory 
reaction.  In  the  negro  with  a ten-year  history 
the  valves  of  Houston  were  atrophied  and  the 
bowel  was  very  atonic. 

Amebiasis  is  a disease  due  to  the  entameba 
histolytica  primarily  invading  the  gastro- 
intestinal tract,  and  can  be  arbitrarily  divided 
into  three  groups  entirely  on  a symptom  basis. 
First,  the  dysentery  type  which  is  the  acute, 
explosive  onset  of  a severe  bloody  diarrhea 
with  twenty  or  more  bowel  movements  daily, 
chills,  fever,  and  severe  prostration.  This  oc- 
curs in  endemic  areas  and  was  seen  thruout 
the  Pacific,  more  so  in  the  Philippines,  and 
took  a great  toll  of  combat  troops.  Second, 
the  type  discussed  in  this  paper,  which  is  so 
frequently  diagnosed  as  an  indeterminate  ul- 
cerative colitis,  and  treated  with  diet  and  anti- 
spasmodics,  with  no  or  only  temporary  relief2. 
Third,  the  carrier  type,  who  is  entirely  symp- 
tom-free, and  is  usually  recognized  on  a rou- 
tine stool  examination  as  taken  for  food 
handlers’  certificates. 

In  addition  to  these  intestinal  complaints, 
in  veterans  with  tropical  service,  thought  must 
be  given  to  invasion  elsewhere  in  the  body, 
such  as  in  the  liver,  gall  bladder,  lung,  oi- 
lman. These  usually  occur  in  the  form  of 
abscesses. 
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Treatment 

In  therapy  of  this  condition  the  following 
drugs  are  generally  used : First,  emetine  hy- 
drochloride, gr.  T daily,  intramuscularly,  for 
6-8  days.  Second,  carbarsone  0.25  grams,  oral- 
ly, 2-3  daily  for  7-10  days.  Third,  diodoquin 
210  mgms.  (3  1/5  grains)  three  times  daily, 
orally,  for  ten  days.  Fourth,  a bismuth  prepa- 
ration by  mouth.  Fifth,  sulfadiazine,  1.0 
gram,  orally,  2-3  times  daily  for  3-7  days. 
The  sulfadiazine  is  given  to  overcome  the  ap- 
parent secondary  infection  present  on  the  ul- 
cerative site  which  is  apparently  the  cause  of 
these  recurrent  attacks  of  diarrhea.3,4 

Therapy  varies  in  different  clinics  but,  es- 
sentially, emetine  hydrochloride  is  used  in  the 
dysentery  or  abscess  forms  of  amebiasis,  and 
not  only  does  it  possess  an  anti-amebal  effect 
but  seems  to  act  as  an  anti-spasmodic  and  anti- 
pyretic drug.  In  this  series  there  were  seen 
no  cases  of  these  types.  Once  a diagnosis  was 
made  and  liver  damage  ruled  out,  the  patient 
was  started  on  treatment.  A positive  stool 
for  ameba  is  not  absolutely  required  for  a di- 
agnosis, as  sigmoidoscopy  with  the  finding  of 
the  typical  ulcers  is  diagnostic.  These  patients 
were  started  on  carbarsone  0.25  grams  orally, 
three  times  a day  and  continued  on  this  drug 
for  a period  of  ten  days.  At  the  same  time 
the  patient  was  started  on  sulfadiazine,  1.0 
gram  three  times  daily  for  the  first  three  days. 
After  the  ten  days  of  carbarsone  a week  of 
rest  from  this  drug  followed,  and  during  this 
time  the  patient  received  sulfadiazine,  1.0 
gram  twice  a day.  Following  this  week  of 
rest  another  ten  days  of  carbarsone  was  given 
by  mouth,  with  reexamination  of  the  patient 
by  sigmoidoscopy  at  the  end  of  this  course. 
Through  this  course  the  patient  was  given  bis- 
muth subsalicylate  by  mouth. 

After  the  first  course  of  carbarsone  and  as 
early  as  4-5  days  after  the  onset  of  treatment 
these  patients  noticed  marked  relief  from  the 
cramps  which  had  been  present  following  in- 
gestion of  food,  and  also  the  disappearance  of 
the  soreness.  Within  two  weeks  the  bowel 
habit  had  returned  to  normal.  Reexamination 
by  sigmoidoscopy  showed  a marked  improve- 
ment of  the  rectal  mucosa,  and  in  one  a com- 
plete absence  of  findings.  All  these  patients 
have  been  asymptomatic  for  a period  of  3-9 
months. 


Summary 

1.  The  general  practitioner  is  reminded  to 
be  aware  of  amebiasis  in  patients  who  present 
recurrent  intestinal  upsets  associated  with 
diarrhea  and  cramps. 

2.  A brief  discussion  of  the  symptoms, 
diagnosis,  and  therapy  is  presented. 

3.  Three  case  histories  are  presented  of 
patients  presenting  different  findings'  one 
without  a positive  stool  for  ameba,  with  re- 
sponse to  therapy. 
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SOME  DEVELOPMENTS  IN  MILITARY 
MEDICINE 

Colonel  William  S.  Stone,  M.  C., 
Washington,  I).  C. 

The  international  situation  and  its  possible 
implications  for  the  future  are  adequate  cause 
for  all  of  us  to  think  in  terms  of  national  se- 
curity. Accordingly,  I have  chosen  to  review 
for  you  some  aspects  of  the  Army  Medical  De- 
partment’s plans  and  work  in  the  fields  of 
training  and  research,  and  their  bearing  on  the 
future  of  professional  medicine.  The  Medical 
Department  of  the  Army  has  three  broad 
training  missions — they  are  : 

1.  The  training  of  Medical  Department  per- 
sonnel to  render  high  quality  professional 
care  to  the  Army’s  routine  load  of  sick 
and  injured. 

2.  The  development  of  staff,  administrative 
and  supply  personnel  to  provide  for  ad- 
ministration, planning,  supply  and  pro- 
curement functions  required  to  run  the 
Medical  Department. 

3.  Military  Medicine,  which  consists  of  those 
aspects  of  professional  medical  practice 
peculiar  to  war,  or  those  aspects  whose 
development  will  be  inadequate  for  medi- 
cal practice  in  war. 

The  requirements  for  the  first  two  cate- 
gories, I believe,  are  obvious  to  all,  but  just 
what  is  included  in  Military  Medicine  and 

* Read  before  the  Massachusetts  Medical  Society,  Bos- 
ton, May  25,  1948. 
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how  are  the  needs  in  this  field  determined? 
This  information  has  been  obtained  by  analysis 
of  manpower  losses  encountered  in  past  wars ; 
the  conditions  imposed  on  medical  practice  by 
armed  conflict  and  study  of  new  trends  in 
weapons  of  war  and  their  possible  employment 
under  varying  conditions.  For  example,  stra- 
tegic aerial  bombing  will  greatly  modify  medi- 
cal practice  for  both  the  military  and  civilians 
involved.  Specific  indications  of  the  problems 
involved  are  partially  given  in  the  strategic 
bombing  surveys  of  Germany  and  Japan  fol- 
lowing World  War  II.  They  reveal  that  ap- 
proximately 500,000  civilians  were  killed  by 
aerial  bombing  of  Germany  with  tremendous 
damage  to  all  physical  structures  and  a detri- 
mental effect  on  disease  control.  The  trend 
in  ratio  of  death  to  injury  because  of  aerial 
bombing  reveals  not  only  the  effectiveness  of 
this  attack  but  also  the  fact  that  conditions 
were  built  up  which  caused  not  only  a break- 
down of  the  defense  but  also  a failure  in  the 
medical  service  available  for  casualties.  Dur- 
ing 1940-41  the  ratio  of  wounded  to  killed  in 
the  German  army  was  8 to  1.  By  1943,  this 
had  shifted  to  5 to  1,  and  during  1944  and 
1945  the  records  revealed  that  for  every  three 
wounded  one  was  killed.  The  military  authori- 
ties attribute  this  shift  entirely  to  the  devas- 
tating effect  of  aerial  warfare.  It  must  be 
remembered  that  in  a great  number  of  in- 
stances many  were  officially  reported  as  miss- 
ing who  actually  had  been  killed  (destroyed 
or  buried)  by  aerial  bombardment.  Undoubt- 
edly these  shifts  also  prevailed  for  civilian 
populations  but  less  accurate  figures  are  avail- 
able for  this  category. 

In  Japan  where  the  atom  bomb  was  used, 
70,000  to  90,000  were  killed  and  100,000  were 
injured  at  Hiroshima  while  at  Nagasaki  it  is 
estimated  that  34,000  were  killed  and  60,000 
injured.  Pictures  of  physical  damage  caused 
by  these  types  of  warfare  readily  convey  to 
medical  men  the  magnitude  of  health  and  in- 
jury problems  involved. 

1.  Losses  due  to  physical  or  mental  defects 
prior  to  service  in  armed  forces.  Analysis 
of  U.  S.  Army  manpower  losses  shows  that  in 
World  War  II,  with  over  14  million  Class  1A 
draftees  called  by  Selective  Services,  4,828,000 
were  rejected  for  physical  or  mental  defects. 
This  is  a rejection  rate  of  approximately  33%, 


a very  significant  figure  to  be  remembered 
when  calculating  available  manpower. 

SELECTIVE  SERVICE 


Class  1A  draftees  called  14,484,000 

Rejected  for  physical  or  men- 
tal defects  4.828,000  (33%) 

Rejects  for  mental  disease 856,200  (18%) 

Rejects  for  mental  disease,  de- 
ficiency or  illiteracy  1,532,500  (32%) 


This  rejection  rate  of  33%  is  a serious  man- 
power loss  from  the  military  viewpoint  and 
every  effort  is  being  made  by  job  analysis  and 
proper  manpower  classification  to  reduce  its 
magnitude  without  significantly  affecting  the 
quality  and  usefulness  of  personnel  in  the 
Army. 

Other  principal  causes  of  manpower  loss  to 
the  Army  were : 

2.  Battle  casualties — During  the  last  war 
wounded,  died  of  wounds,  killed  in  action  and 
prisoners  of  war  were  responsible  for  only  ap- 
proximately 1/3  of  the  permanent  losses  of 
effectiveness  that  occurred,  the  remainder  be- 
ing largely  due  to  sickness  and  injury. 

January  1,  1942  — August  31,  1945 


Killed  in  Action  169,000 

Died  of  Wounds  26,300 

Declared  Dead  12,300 


Total  Battle  Deaths  207,600 

PW  & Internees  125,890 


Losses  due  to  KIA  or  W plus  PWS  333,490 

Deaths  Disease  13,800 

Deaths  Injury  50,100 


Total  Non-Battle  Deaths  63,900 

CDD  for  Disability  exclusive  of 

Battle  Injury  925,000 


Total  permanent  losses  other 

than  battle  988,900 


3.  MANPOWER  LOSSES  OTHER  THAN  KIA* 
OR  MIA**  DURING  PERIOD 
1942-1945 


Total  separated  from  service  1,312,000 

Separation  on  CDD's  965,000 

Separation  for  inaptness  or  related 

causes  356,000 

Separations  on  CDD's  because  of 
battle  or  nonbattle  injury....  (9.4%)  90,087 

Principal  losses  due  to  disease: 

Psychoneurosis  256,135 

Musculoskeletal  (mostly  low 

back  pain)  60,999 

Eye,  ear,  nose  and  throat  58,715 

Psychosis  54,523 

Gastric  and  duodenal  ulcer 50,861 

Respiratory,  other  than  tbc  50,291 

Defective  and  painful  feet  37,380 

Arthritis  43,354 

Neurological  33,498 

* — Killed  in  Action 
•“■MIA — Missing  in  Action 
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4.  Major  U.  S.  Army  cause  of  hospitaliza- 
tion due  to  disease. 

To  complete  the  picture  of  loss  of  manpower, 
we  should  see  what  disease  conditions  were  the 
cause  of  major  losses  of  time  due  to  hospitali- 
zation. 


SELECTED  CATEGORIES 
DISEASE  CASES  U.  S.  ARMY 
1942-1945  Inclusive 


Total 

Average 

Cases 

Cases 

per  Year 

Encephalitis  

508 

127 

Filariasis  

4,036 

1.009 

Leishmaniasis  

346 

86 

Poliomyelitis  

1,326 

331 

Schistosomiasis  

1 ,636 

409 

Coccidioidomycosis  

2,894 

723 

Malaria  

462,060 

115,414 

Acute  Respiratory  Diseases 
including  Influenza  

4.081,533 

1,021,883 

Diarrhea  and  dysentery  

523,211 

130,802 

Infectious  Hepatitis  

171,691 

42,922 

Venereal  disease  

1,071,429 

267.857 

1944  1945 

Amoebiasis 7.303  26,998 

It  is  apparent  that  acute  respiratory  dis- 
eases, diarrhea  and  dysentery,  malaria  and  in- 
fectious hepatitis  (jaundice)  weie  the  major 
problems,  while  bizarre  diseases  like  schisto- 
somiasis, poliomyelitis,  leishmaniasis,  filariasis, 
and  encephalitis  were  of  minor  importance. 
Venereal  diseases  were  also  of  major  military 
importance.  During  the  period  of  1942-1945 
inclusive,  there  were  1,071.429  eases  of  vene- 
real disease  in  the  U.  S.  Army.  Developments 
in  the  treatment  of  venereal  diseases  reduced 
the  average  time  lost  from  48  days  per  case  in 
1939  to  4.5  days  per  case  in  1947.  However, 
in  spite  of  educational  efforts  and  better  pro- 
phylaxis no  such  favorable  record  has  been 
obtained  in  the  prevention  of  venereal  diseases. 
The  prevention  of  venereal  disease  involves 
moral,  social  and  other  issues  and  can  not  be 
controlled  entirely  from  the  medical  approach. 
However,  through  cooperation  with  other 
agencies  involved,  progress  is  being  made  in 
this  field. 

In  addition  to  manpower  losses  previously 
experienced,  we  have  to  anticipate  new  prob- 
lems that  may  be  important  in  the  future,  such 
as:  disaster  relief  in  connection  with  aerial 
bombing;  cold  casualties;  epidemic  disease  in 
the  presence  of  great  physical  damage  to  the 
country  and  disorganization  of  health  services ; 
radiation  casualties  from  atomic  fission  prod- 
ucts ; inadequate  nutrition  and  shortage  of 


medical  personnel,  facilities,  equipment  and 
supplies.  These  considerations  and  those  cited 
above  make  it  obvious  that  the  health  and  wel- 
fare of  both  the  civilian  and  military  popula- 
tions of  the  U.  S.  will  be  intimately  related 
during  any  future  war.  Some  of  the  problems 
involved  can  be  taken  care  of  by  civilian  de- 
fense preparations,  but  many  of  them  will  have 
to  be  solved  by  the  medical  services  of  the 
armed  forces  or  combined  armed  force  civilian 
action.  At  the  present  time,  I believe  the 
known  major  military  medical  problems  are : 
Medical  Military  Problems 

1.  Physical  and  mental  standards  for  most 
efficient  use  of  manpower. 

2.  The  prevention  and  care  of  casualties  due 
to  or  complicated  by  radiation  injury 
due  to  nuclear  fission  products. 

3.  Living  and  working  under  conditions  of 
extreme  cold. 

4.  The  prevention  of  cold  casualties. 

5.  The  evacuation  and  medical  and  surgical 
care  of  sick  and  injured  under  conditions 
of  extreme  cold. 

ti.  Preventive  medicine  and  medical  practice 
in  disaster  relief. 

7.  Traumatic  surgery,  including  first  aid, 
resuscitation,  operative  and  postoperative 
care,  and  rehabilitation  as  it  applies  in 
war  and  in  disaster  relief. 

8.  Preventive  psychiatric  and  psychological 
problems  required  for  prevention  of  psy- 
chiatric casualties  in  war. 

9.  Control  of  infectious  and  parasitic  dis- 
eases, as  required  with  troops,  civilian 
populations  and  refugees  in  war. 

10.  Nutrition  problems  of  the  severely  in- 
jured and  infected. 

11.  Nutrition  problems  in  handling  displaced 
persons  who  have  undergone  starvation, 
or  where  inadequate  food  is  available  to 
meet  average  requirements. 

In  addition  to  the  action  indicated  by  the 
above,  1 believe  we  are  justified  in  concluding 
that,  contrary  to  World  War  II  experience,  if 
we  are  involved  in  another  war  there  will  be 
great  damage  to  our  major  population  centers 
at  home.  Further,  that  little  time  will  be  avail- 
able for  professional  medical  training  or  the 
development  of  new  information  once  war 
starts.  Therefore,  required  research,  training 
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and  effective  organization  between  civilian  and 
armed  force  medical  services  will  have  to  be 
accomplished  prior  to  war. 

The  Armed  Forces  are  trying  to  anticipate 
these  national  requirements  and  undertake,  as 
a result  of  analysis  of  previous  experience  and 
future  needs,  research  on  problems  where  in- 
adequate information  is  available.  When  ob- 
tained, this  information  must  be  introduced 
into  all  undergraduate  and  postgraduate  medi- 
cal teaching  so  that  all  medical  personnel 
(civil  and  military)  are  fully  informed  on 
available  information  and  trained  in  medical 
measures  required  in  war  and  for  disaster  re- 
lief. For  example,  when  the  undergraduate, 
intern  or  resident  is  studying  thermal  burns 
or  fractures,  he  should  include  in  his  studies 
those  aspects  of  the  problems  that  would  oc- 
cur in  war  and  in  major  disasters.  Aside  from 
technical  matters,  consideration  should  be  giv- 
en to  such  problems  as  thinking  in  terms  of 
not  only  the  individual  case  but  of  several 
hundred  or  thousands  that  may  lie  awaiting 
treatment.  Further,  that  resuscitation  prepa- 
ration, treatment  and  aftercare  will  probably 
be  handicapped  by  promitive  facilities  and 
possibly  inadequate  personnel,  supplies  and 
equipment. 

1 believe  it  is  evident  that  military  medical 
information,  training  and  procedures  required 
for  this  type  of  situation  are  needed  in  all 
fields  of  medical  practice.  The  Armed  Forces 
are  attempting  to  supply  these  needs.  Evalu- 
ations of  World  War  II  experience  in  specific 
fields  will  soon  be  available  for  inclusion  in 
medical  teaching.  Research  work  conducted 
in  service  installations  and  in  the  field  will 
supplement  existing  information  available. 
National  Defense  contractors  working  in  ci- 
vilian institutions  are  adding  much  basic  in- 
formation on  specific  problems.  These  medical 
research  efforts  are  being  coordinated  by  the 
National  Research  Council  in  so  far  as  civilian 
military  relationships  are  concerned,  and  by 
the  Research  and  Development  Board  of  the 
National  Defense  Establishment  for  the  Arm- 
ed Forces. 

Tn  the  future,  professional  training  in  ci- 
vilian medical  services  and  that  of  the  Armed 
Forces  must  be  carefully  coordinated  and  in 
constant  working  harmony.  The  Armed 
Forces  medical  programs  and  those  of  civilian 


medicine  must  contribute  much  to  give  all 
medical  personnel  the  knowledge  and  techni- 
que required  for  future  medical  practice. 
Initial  steps  are  being  taken  to  accomplish 
these  objectives.  Much  needs  1o  be  done  by 
all  concerned — the  Armed  Forces  to  develop 
special  information,  techniques,  methods  and 
materials  required  for  medical  practice  in 
war — civilian  medicine  to  see  that  the  results 
of  this  work  are  a part  of  every  doctor’s  train- 
ing prior  to  the  need  for  it  in  war. 


PREVENTIVE  MEASURES  FOR 
ATOMIC  EXPLOSION* 

Major  A.  J.  Bauer,  M.  C. 

Washington,  1).  C. 

The  question  as  to  what  would  happen  to 
an  American  city  in  case  of  an  atom  bomb 
attack  I hope  will  never  be  answered.  Specu- 
lations as  to  the  number  of  casualties  produced 
have  varied  between  15,000  and  200,000  in  a 
city  of  a quarter  of  a million  persons.  Al- 
though these  guesstomations  vary  over  a wide 
range,  each  speculator  can  produce  a fairly 
firm  basis  for  his  calculations.  The  above 
statement  may  appear  ambiguous,  but  the  nu- 
merous variables  in  a calculation  of  this  type 
dictate  such  a wide  variation  in  answers.  My 
estimate  of  casualties  falls  about  midway  be- 
tween the  two  limits  but  I refuse  to  be  dog- 
matic about  my  selected  figure  before  a group 
such  as  this.  1 feel  that  we  will  gain  by  re- 
gressing to  the  basic  facts  and  draw  our  own 
conclusions  from  our  own  calculations. 

First,  as  to  the  weapon  as  now  known,  and 
the  possible  improvements  which  may  be  at- 
tained. The  only  sound  basis  for  the  extent  of 
damage  produced  depends  on  the  destruction 
inflicted  on  the  Japanese  cities  of  Hiroshima 
and  Nagasaki.  The  improvement  in  efficiency 
attained  since  the  original  bombs  were  deto- 
nated is  restricted  information  and  not  at  our 
disposal.  However,  we  may  assume  that  the 
upper  limits  of  destruction  will  not  more  than 
double  unless  some  new  basic  information  is 
uncovered.  This  assumption  may  be  consid- 
ered valid  because  results  fall  off  rapidly  with 
increasing  distance.  A comparison  with  the 
better  known  results  of  “HE”  bombs  demon- 
strates that  two  500  pound  bombs  do  more 

’‘Read  before  the  School  of  Public  Health,  Harvard 
University,  May  26,  1948. 
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damage  than  one  1000  pound  bomb.  There- 
fore an  upper  limit  of  efficient  use  is  placed  on 
any  type  of  detonation  unless  new  concepts  of 
energy  production  are  involved. 

Second,  how  does  the  vulnerability  of  an 
American  city  compare  with  that  of  the  cities 
of  Japan?  Here  we  encounter  difficulties. 
One  group  will  argue  that  American  build- 
ings are  of  sturdier  construction  and  there- 
fore offer  better  protection  against  blast  dam- 
age and  fire.  A second  group  insists  that  our 
buildings  will  only  furnish  more  rubble  to  act 
as  missies  causing  increased  mechanical  in- 
juries. 

We  should  remember  that  the  large  build- 
ings in  Japan  were  built  to  withstand  earth- 
quakes and  in  many  cases  compare  favorably 
in  structural  strength  with  our  construction. 
If  our  buildings  can  withstand  the  original 
blasts  of  detonation  there  is  no  question  that 
they  will  furnish  protective  shielding  against 
radiation  damage  to  personnel.  If  the  build- 
ings topple,  or  if  the  veneering  is  torn  off, 
persons  will  lie  covered  by  this  material  and 
the  former  protection  becomes  a lethal  weapon. 

For  our  speculations,  let  us  consider  broad 
zones  of  destruction.  These  readily  fall  into 
three.  Zone  1,  extending  out  one  mile  from 
the  center  in  which  destruction  is  almost  com- 
plete. Zone  2,  extending  from  1 to  2 miles, 
in  which  there  is  serious  damage  with  destruc- 
tion about  50%  complete.  Zone  3,  extending 
from  2 to  3 miles,  in  which  damage  is  minor. 
We  can  estimate  100%  casualties  in  Zone  1, 
almost  all  fatal.  75%  of  the  personnel  in  Zone 
2 will  be  injured,  approximately  one-lialf 
fatally,  so  Zone  3 will  produce  minor  casual- 
ties. 

We  now  have  a degree  as  to  the  number  of 
casualties  involved.  1 hope  you  will  agree 
that  it  will  be  in  the  10 ’s  of  thousands.  I think 
that  is  as  accurate  as  it  is  safe  to  limit  our 
plans. 

lias  this  broad  limit  been  of  any  assistance 
to  us  in  our  planning?  Yes,  I believe  so,  be- 
cause it  forces  us  to  one  conclusion.  We  must 
lie  prepared  to  handle  casualties  on  a scale 
never  dreamed  of  in  the  past. 

How  would  we  like  to  have  the  general  pub- 
lic prepared  for  such  an  eventuality!  You 
as  students  of  preventive  medicine  are  better 
prepared  to  answer  such  question,  but  I would 


like  to  suggest  a few  procedures  which  may 
lie  considered.  With  the  large  number  of 
burns  and  mechanical  injuries  expected,  the 
immunization  of  the  population  against  tetan- 
us should  be  considered.  Disruption  of  water 
supply  and  sewage  disposal  systems  would  sug- 
gest immunization  against  organisms  infecting 
the  digestive  tract  wherever  possible  along 
with  preparations  and  instructions  in  individ- 
ual water  purification. 

The  demand  for  blood  transfusions  suggests 
the  advisability  of  pretyping  the  population 
and  devising  some  method  of  indicating  the  in- 
dividual’s  type. 

Considerable  work  is  being  done  in  the  use 
of  drugs  as  a protection  against  radiation.  So 
far  these  experiments  have  not  been  conclu- 
sive, but  future  knowledge  may  well  suggest 
the  advisability  of  incorporating  some  sub- 
stance in  a common  food  such  as  bread. 

One  important  . preparatory  procedure 
usually  ignored  is  the  psychological  prepara- 
tion of  the  general  public  for  such  an  attack. 
I believe  this  can  be  best  handled  by  keeping 
the  public  informed  as  to  the  possibilities  and 
to  our  capabilities  to  handle  such  disasters. 
Any  false  complacency  through  over-optimism 
will  lead  to  a severe  psychological  shock  in  case 
of  a disaster.  On  the  other  hand  over-empha- 
sis of  the  devastation  produced  may  lead  to 
panic. 

Since  light-colored  loose  clothing  furnishes 
good  protection  against  flash  burns,  the  co- 
operation of  clothing  designers  may  be  impor- 
tant in  our  plans  for  preparation. 

The  special  problems  involved  in  handling 
casualties  on  the  scale  expected  in  an  atom 
bomb  attack  will  center  on  the  treatment  of 
large  numbers  of  patients.  Tremendous  sup- 
plies of  drugs’  dressings,  etc.,  will  be  required. 
One  item  which  will  be  used  in  vast  quantities 
will  be  whole  blood.  The  number  of  blood 
transfusions  required  will  be  fantastic.  The 
number  of  blood  typings  necessary  will  re- 
quire some  plan  whereby  laymen  trained  in 
blood  typing  can  be  utilized.  In  all  proba- 
bility, laymen  trained  in  taking  and  adminis- 
tering blood  will  be  used  to  carry  out  the 
transfusing  operation. 

The  plans  for  caring  for  these  casualties 
must  involve  large  areas.  One  definite  state- 
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ment  may  be  made  of  such  plans.  The  area 
which  each  group  can  ignore  in  its  plans  is  its 
own  locality.  The  shocking  power  and  devas- 
tation wrought  by  an  atom  bomb  so  disrupts  an 
area  that  outside  help  is  necessary  to  carry 
out  operations. 

All  of  the  health  measures  now  taken  in 
cases  of  widespread  disaster  will  have  to  be 
instituted  in  an  atom  bombing.  The  only 
difference  being  that  this  disaster  will  be  more 
widespread  and  complete  than  those  we  now 
know. 

So  far,  I have  not  touched  on  the  special 
problems  caused  by  radioactivity.  If  the  bomb 
is  detonated  high  in  the  air,  residual  radio- 
activity will  not  be  a problem.  Casualties 
from  immediate  radiation  have  in  the  past 
comprised  between  15%  and  20%  of  the  cases 
treated.  A considerably  higher  percentage  re- 
ceived lethal  doses  of  radiation,  but  these  died 
of  other  causes.  However,  a city  prepared  for 
an  atom  bomb  attack  by  protecting  the  popula- 
tion with  sturdy  buildings  may  well  furnish 
us  with  a larger  percentage  of  patients  suf- 
fering from  radiation  illness.  Persons  behind 
large  thicknesses  of  concrete  may  escape  in- 
jury from  flying  materials  or  even  gamma 
radiation,  only  to  receive  serious  doses  of 
neutrons. 

Treatment  may  be  divided  into  two  broad 
categories.  One,  those  of  proven  value  which 
consists  of  good  nursing  care,  blood  transfu- 
sion, antibacterials,  Vitamin  C,  intravenous 
glucose  and  saline. 

Two,  those  of  questionable  value  which  con- 
sist of  vitamin  B6,  toluidine  blue,  protamine 
sulfate,  rutin,  and  adrenal  cortical  hormones. 

The  large  number  of  cases  will  require  a 
sorting  of  patients  as  to  those  not  treated  be- 
cause of  the  hopeless  prognosis  and  those  who 
may  he  helped  by  therapy.  Since  a rapid  drop 
in  lymphocytes  is  the  best  estimate  of  radia- 
tion damage  at  our  disposal,  we  can  predict  a 
large  number  of  white  blood  counts  and  differ- 
entials being  required.  Here  again  laymen 
trained  in  this  procedure  will  be  necessary. 

The  most  important  preventive  measure  in 
preparation  for  an  atomic  bomb  attack  is  out- 
side of  our  field.  That  is  a national  policy 
which  will  make  all  of  our  effort  superfluous. 
It  is  the  only  true  preventive  measure,  for  the 
power  of  this  weapon  is  so  great  that  regard- 


less of  the  preparations  the  casualties  will  be 
terrific.  However,  the  effects  can  be  reduced 
by  planning  and  we  cannot  afford  not  to  plan 
as  long  as  any  possibility  of  attack  is  present. 

This  plan  of  emergency  operation  must  dif- 
fer from  any  of  the  past  in  that  it  will  have 
to  be  on  a national  basis.  Cities  must  plan  to 
handle  the  emergencies  of  their  neighboring 
cities.  The  director  of  the  emergency  plan 
for  one  city  must  be  a resident  in  some  other 
community.  The  neutrons  that  fission  the 
atoms  will  force  our  people  closer  and  closer 
together. 


MISCELLANEOUS 
VA  Records  of  Syphilis 

It  would  be  deeply  appreciated  if  you  would 
print  the  following  notice  in  your  publication. 

“The  Veterans  Administration  has  in  its 
custody  the  majority  of  syphilis  records  of 
those  Army  personnel  who  were  treated  for 
this  disease  while  in  active  service,  and  in 
many  instances  can  procure  informative  data 
from  the  syphilis  records  of  other  than  Army 
personnel.  It  is  thought  that  many  physicians 
treating  veterans  for  syphilis  as  private  pa- 
tients would  find  a resume  of  the  syphilis  rec- 
ord useful  since  the  details  of  treatment,  re- 
sults of  spinal  fluid  examinations,  and  blood 
serologies  are  incorporated  in  the  records. 

Resumes  of  these  records  are  available  to 
physicians  who  are  treating  such  veterans  pro- 
vided authorization  for  the  release  of  the  data 
is  given  by  the  veteran.  Requests  for  the 
resumes  accompanied  by  an  authorization  for 
the  release  of  the  data,  dated  and  signed  by 
the  veteran,  should  be  addressed  to  the  Der- 
matology and  Syphilology  Section,  Veterans 
Administration,  Munitions  Building,  Wash- 
ington 25,  D.  C.  It  is  most  important  that  the 
veteran’s  Service  Serial  Number  and  other 
identifying  information,  such  as  the  date  of 
enlistment,  the  date  of  discharge,  rank,  and 
organization  be  included. 

Ordinarily,  the  resumes  can  be  furnished  in 
approximately  two  weeks  from  the  date  of  the 
receipt  of  the  request  and  signed  authoriza- 
tion.” 

Sincerely  yours, 

Paul  B.  Magnuson 
Chief  Medical  Director 
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Navy's  New  Medical  Training  Program 

The  Surgeon  General  of  the  Navy  has  an- 
nounced the  expansion  of  the  Bureau’s  pro- 
fessional training  program  for  reserve  and 
regular  medical  officers,  which  is  similar  to 
the  recently  expanded  Army  medical  training 
program.  The  object  is  to  permit  more  Navy 
doctors  to  meet  the  requirements  for  certifi- 
cation by  the  various  American  Specialty 
boards,  and  to  encourage  the  young  doctor  to 
intern  under  the  auspices  of  the  Navy.  The 
following  are  the  important  points  in  this  pro- 
gram : 

Graduates  of  Class  A medical  schools  who 
have  been  accepted  for  internship  by  a hos- 
pital approved  for  such  training  by  the  Coun- 
cil on  Medical  Education  and  Hospitals  of  the 
A.M.A.  may  be  commissioned  as  lieutenants 
(junior  grade),  MC,  lTSNR,  and  permitted  to 
continue  their  intern  training.  They  will  re- 
ceive all  the  pay  and  allowance  of  the  rank 
while  so  serving.  After  completing  their  in- 
ternships, the  medical  officers  must  remain  on 
active  duty  for  a period  of  one  year.  If  they 
meet  the  professional,  physical  and  moral  re- 
quirements, they  will  be  given  every  encour- 
agement to  transfer  to  the  regular  Navy. 

Interns  who  have  completed  the  one  year  of 
obligated  service,  and  who  have  transferred  to 
the  regular  Navy,  may  be  considered  for  resi- 
dency training  on  a competitive  basis  with 
other  officer  personnel  of  the  regular  Medical 
Corps. 

Resident  physicians  now  in  civilian  hos- 
pitals, or  those  accepted  for  approved  resi- 
dency training,  are  eligible  for  commissions 
in  the  regular  Navy.  Those  so  commissioned 
will  be  assigned  to  duty,  with  full  pay  and  al- 
lowances, in  the  hospital  in  which  they  are 
already  a resident,  or  to  which  they  have  been 
accepted  for  residency  training.  Every  at- 
tempt will  be  made  to  permit  residents  holding 
commissions  in  the  regular  Navy  to  complete 
their  training  in  event  of  an  emergency. 

The  Navy  has  at  the  present  time  400  ap- 
proved residencies  and  fellowships  in  the 
various  specialties  recognized  by  the  Ameri- 
can Specialty  Boards  in  Naval  and  civilian 
hospitals.  This  educational  training  involving 
the  400  residencies  is  divided  into  2 programs. 

Program  A : One  hundred  of  the  above-men- 
tioned residencies,  courses,  and  fellowships 


will  be  made  available  for  civilian  physicians 
accepting  a commission  in  the  U.  S.  Navy.  An 
additional  100  civilian  physicians  will  be  com- 
missioned in  the  U.  S.  Navy  and  permitted  to 
pursue  their  own  course,  fellowship  or  resi- 
dency, provided  it  is  approved  by  the  Council 
on  Medical  Education  and  Hospitals  of  the 
American  Medical  Association  with  concur- 
rence of  the  Specialty  Board.  Upon  accept- 
ance of  the  designated  training,  they  will  be 
required  to  agree  to  remain  in  the  Navy  for  a 
certain  obligated  time. 

If  on  original  appointment  a candidate  has 
not  been  approved  for  more  than  one  year  of 
training,  during  his  first  year  of  residency 
training  (Program  A)  he  may  compete  for  one 
of  the  300  residencies  (Program  B)  available 
to  the  Regular  Naval  medical  officers,  and  if 
he  obtains  such  training  he  will  obligate  him- 
self to  remain  on  active  duty  for  an  additional 
period  depending  upon  the  amount  of  time 
spent  in  training. 

Program  B : Three  hundred  residencies,  fel- 
lowships or  courses,  will  be  reserved  for  con- 
tinuing the  Training  Program  as  presently 
organized  for  regular  medical  officers. 

The  obligated  service  following  graduate 
medical  training  (courses,  fellowships  and 
residencies)  in  Naval  hospitals  is  one  year  for 
each  year  of  training  received. 

Information  concerning  any  part  of  the 
program  may  be  obtained  by  writing  to  the 
Chief  of  the  Bureau  of  Medicine  and  Surgery, 
Navy  Department,  Washington  25,  D.  C. 


Seventy  per  cent  of  all  new  tuberculosis 
cases  discovered  by  mass  x-ray  survey  are 
minimal  and  do  not  constitute  a grievous  pub- 
lic health  problem.  Most  of  those  cases  will 
be  noninfectious ; the  disease  process  will  be 
incipient ; and  the  probability  of  serious  pro- 
gression, with  adequate  follow-up,  will  be 
slight.  Such  cases  can  be  cared  for  by  pri- 
vate physicians  and  public  clinics,  assisted  by 
public  health  nurses  and  medical  social  work- 
ers. Sanatorium  beds  now  occupied  by  non- 
infectious cases  can  be  given  over  to  far- 
advanced  virulent  disease  which  constitutes  a 
menace  to  the  local  population.  Francis  J. 
Weber,  M.  D„  Ohio  Pub.  Health,  Feb.,  1948. 
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June  Jottings 

It  has  come  to  our  attention  that  several 
members  of  the  Society  are  making  queries  as 
to  why  the  dues  tor  the  Society  were  raised 
to  $25.00  per  year.  We  regret  exceedingly 
that  anyone  should  not  know  the  reasons,  for 
it  indicates  that  these  inquirers  have  taken 
neither  the  time  nor  trouble  to  read  their  own 
state  medical  journal.  If  they  would  read  the 
Transactions  of  the  House  of  Delegates  pub- 
lished in  The  Journal  of  December,  1947,  and 
the  editorial  published  in  March,  1948,  they 
will  find  all  their  questions  answered. 


Several  members  of  the  Society  are  asking 
why  The  Journal  has  made  no  editorial  com- 
ment upon  the  recent  developments  in  the 
Wilmington  Health  Department.  We  believe 
that,  in  this  present  state  of  transition,  it  will 
be  wiser  to  refrain  from  comment.  When  the 
situation  clarifies  itself  later,  as  we  have  rea- 
sonable expectations  it  will  do,  it  is  possible 


The  Journal  may  have  occasion  to  make  some 
comment. 

In  the  meantime,  every  member  of  the  pro- 
fession should  give  whatever  assistance  and 
advice  the  new  authorities  ask  them  for. 


The  Journal  has  been  arriving  on  your 
desk  behind  schedule  for  some  months  past. 
Various  conditions,  which  are  in  process  of  be- 
ing altered,  have  been  responsible.  A new 
schedule  of  production  has  been  set  up  which 
calls  for  the  mailing  of  The  Journal  not  later 
than  the  twentieth  of  the  current  month.  This 
means  that  all  copy  must  be  delivered  to  the 
printers  not  later  than  the  first  of  the  current 
month,  which  in  turn  means  that  all  copy  to 
the  editor  must  reach  him  by  the  twentieth 
of  the  preceding  month,  e.  g.,  material  that  it 
is  desired  to  have  in  the  July  issue  must  be  in 
the  hands  of  the  editor  not  later  than  June 
20th. 


The  President  has  appointed  the  following 
new  committees:  Committee  on  Medical  Ser- 
vice, Drs.  J.  M.  Barsky,  chairman;  L.  C.  Mc- 
Gee, A.  D.  King’  1.  J.  MacCollum,  and  James 
Beebe.  This  committee  will  be  concerned  with 
such  items  as  the  Red  Cross,  Infantile  Paraly- 
sis Foundation,  Blue  Cross,  Blue  Shield,  etc., 
and  has  been  appointed  at  the  request  of  the 
A.  M.  A. 

Another  committee  appointed  by  the  Presi- 
dent is  as  follows:  Committee  on  National 

Emergency  Medical  Service,  consisting  of  Drs. 
V.  1).  Washburn,  chairman;  J.  M.  Beck,  C.  L. 
Munson,  W.  F.  Preston,  S.  H.  Stradley.  The 
functions  of  this  committee  will  be  to  coordi- 
nate itself  with  the  regional  groups  centered 
in  Philadelphia,  and  the  National  Council  on 
N.  E.  M.  S.  at  Chicago  in  planning  complete 
civilian  medical  services  in  the  event  of  a 
calamity. 

Finally,  the  President  has  appointed  a local 
Committee  on  Arrangements,  consisting  of 
Drs.  James  Beebe,  chairman  ; E.  L.  Stambaugh 
and  L.  M.  Dobson,  whose  duties  will  be  to  as- 
sist in  the  planning  of  arrangements  and  ac- 
commodations for  the  159th  Annual  Session  of 
the  Medical  Society  of  Delaware  to  be  held  at 
Rehoboth,  September  13-15,  1948. 
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AMERICAN  MEDICINE  AND 
THE  POLITICAL  SCENE 

Marjorie  Shearon,  Ph.  1)., 
Washington,  D.  C. 

Picture  Presented  of  Coordinated  Efforts  of  Forces 
Working  for  Nationalization 

Senator  Donnell  was  particularly  inteiest- 
ed  in  the  certificate  of  incorporation  of  the 
National  Health  Assembly.  He  also  raised  a 
number  of  questions  about  the  financial  back- 
ers of  NHA,  Inc.  These  were  : American  Can- 
cer Society,  American  Red  Cross,  National 
Foundation  for  Infantile  Paralysis,  and  three 
organizations  which  have  long  been  active  in 
financing  the  nationalization  activities  of 
Michael  M.  Davis  and  of  his  lobbying  organ- 
ization, the  Committee  for  the  Nation's 
Health.  (An  officer  of  the  American  Cancer 
Society,  I understand,  has  denied  that  that 
organization  made  such  a contribution.  How- 
ever, Oscar  Ewing,  himself,  stated  the  Ameri- 
can Cancer  Society  contributed  and  Donald 
Kingsley,  Assistant  Administrator  of  FSA,  so 
testified  at  the  Senate  Appropriations  Hear- 
ings. Finally,  Cornelius  A.  Wood.  Jr.,  Treas- 
urer of  the  NHA.  Inc.,  verified  the  fact  this 
week.)  The  other  three  donors  were:  the  Mil- 
bank  Fund,  the  Albert  and  Mary  Lasker 
Foundation,  and  the  Adele  R.  (Rosenwald) 
Levy  Fund. 

It  seemed  important  to  me  to  bring  togeth- 
er at  a single  Senate  hearing  these  various 
events  which  reflect  the  many  fronts  along 
which  the  forces  for  nationalization  are  mov- 
ing, and  at  the  same  time  to  show  how  the 
House  is  trying  to  curb  FSA  officials  by  cut- 
ting their  appropriations.  By  coordinating 
this  information  it  was  possible  to  show  how 
the  Committee  for  the  Nation's  Health  is 
working  with  Nelson  Cruikshank  of  the  AFL, 
with  Harry  J.  Becker,  formerly  of  the  FSA 
and  now  of  the  United  Automobile  Workers 
of  America,  and  with  members  of  the  Physi- 
cians Forum.  Inc.  All  these  groups  in  turn 
are  working  with  officials  in  the  Federal 
Government. 


Physicians  Forum  Lobby  Reveals  Its  Hand 
In  New  York 

In  the  May  28,  1948,  issue  of  Counterat- 
tack, a weekly  letter  published  by  American 
Business  Consultants,  Inc.,  appears  this  news 
item : 


“Communists  Try  to  Take  Over  a Medi- 
cal Society.  Remarkable  proof  of  Com- 
munist strength  was  given  this  week  in 
election  of  officers  of  Medical  Society  of  the 
County  of  N.  Y.  This  is  one  of  five  counties 
that  make  up  N.  Y.  City  . . . 

“A  Communist  front,  the  Physicians  For- 
um, has  long  been  active  in  various  parts  of 
U.  S.  This  year  it  was  strong  enough  to  enter 
its  own  slate  in  race  for  officers  of  the  medi- 
cal society.  What  it  counted  on  was  the  fact 
that  few  of  the  members  ordinarily  vote. 

“ The  Communists  would  have  won  if  the 
old-line  group  in  the  society  hadn’t  roused 
out  a big  vote  by  accusing  the  Physicians 
Forum  of  wanting  ‘socialized  medicine.’  Ac- 
tually the  question  at  issue  was  much  bigger 
than  that  of  ‘socialized  medicine.’  The  ques- 
tion was  whether  Communists  should  get  con- 
trol of  medical  society  of  central  borough  of 
biggest  city  in  U.  S.  Last  year  total  vote  in 
the  election  was  285.  This  year  the  Commu- 
nists alone  got  more  than  four  times  that  num- 
ber. Total  vote  was  3,287.  Old-line  ticket  got 
2,083,  Communists  1,204. 

“ Although  most  of  the  1,204  doctors  who 
voted  for  the  Communists’  tickets  aren’t  Com- 
munists themselves,  many  of  them  are.  The 
Communists  appealed  to  non-Communists  by 
capitalizing  on  real  grievances,  like  discrimi- 
natory practices  in  medicine  schools  and  hos- 
pitals. . . . One  way  to  defeat  Communist  in- 
fluence is  by  doing  something  about  these 
grievances.  When  Communists  get  38%  of  a 
vote  among  doctors,  it’s  time  to  wake  up.” 
The  independent  slate  of  physicians  run- 
ning for  the  New  York  County  Society  was  as 
follows : 

County  Medical  Society  Office 

President-elect  Ernst  P.  Boas 

Vice  President-elect Theodore  Sanders 

Secretary George  D.  Cannon 

Assistant-Secretary Leo  Mayer 

Treasurer Bernard  C.  Meyer 

Assistant-Treasurer  ....  Robert  W.  Laidlaw 

Censors Byard  Williams,  Viola  Bernard 

Chairmen  of  Standing  Committees: 

Membership J.  A.  P.  Millet 

Legislation  Merrill  P.  Haas 

Public  Relations Constance  Friess 

Medical  Economics  . . Sidney  M.  Greenberg 
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Public  Health Leonard  Gold  water 

Delegates Lillian  De  Muth, 

Robert  V.  Sager,  Leonard  Goldwater, 
Ruth  Foster 

Four  of  the  physicians  running  on  the  in- 
dependent slate  are  past  or  present  members 
of  the  executive  committee  of  the  Physicians 
Forum,  namely: 

Ernst  P.  Boas Chairman  of  Forum 

George  D.  Cannon Secretary 

Sidney  M.  Greenberg Treasurer 

Lillian  De  Muth Former  Treasurer 

Theodore  Sanders,  Formerly  on  Exec.  Com. 
Three  of  the  above  four  physicians  were  in- 
vited by  Oscar  Ewing  to  attend  the  National 
Health  Assembly,  Inc.,  namely,  Doctors  Boas, 
Greenberg,  and  Sanders. 

This  attempt  of  the  Physicians  Forum  lobby 
to  capture  the  New  York  County  Medical  So- 
ciety indicates  what  may  be  expected  in  other 
parts  of  the  United  States. 

A clearer  picture  may  be  obtained  regard- 
ing the  financial  backing  for  the  movement  to 
nationalize  medicine  when  one  views  the  list 
of  those  who  have  supported  the  work  of  the 
Committee  for  the  Nation’s  Health,  Inc. 
Those  who  have  contributed  $500  or  more  to 
the  Committee  are : 

Marshall  Field 250  Park  Ave.,  N.  Y. 

Mary  Lasker 29  Beckman  PI.,  N.  Y. 

Mrs.  Max  Ascoli.  . .23  Gramercy  Pk.,  N.  Y. 
Mrs.  Lessing  Rosenwald  . . Jenkintown,  Pa. 

Mrs.  David  Levy New  York  City 

Mr.  Albert  D.  Lasker  ....  New  York  City 

Edith  R.  Stern  840  Union  St., 

New  Orleans,  La. 

Bernard  Reis  & Co 10  E.  40th,  N.  Y. 

Mrs.  Gardner  Cowles  ...  29  E.  69th,  N.  Y. 
Congress  of  Industrial  Organizations 
Mr.  Will  iam  Rosenwald  . . New  York  City 
Mr.  Gardner  Cowles  Register  & Tribune  Co. 

Des  Moines,  la. 
Mrs.  David  (Adele)  Levy  also  contributed 
to  Oscar  Ewing’s  fund  through  a contribu- 
tion from  the  Adele  R.  Levy  Fund.  Mr.  and 
Mrs.  Albert  D.  Lasker  also  contributed  to 
Ewing’s  fund  through  a contribution  from 
the  Mary  and  Albert  Lasker  Foundation.  For 
the  past  20  years  the  Rosenwald  money  lias 
financed  Mike  Davis’  efforts  to  socialize, 
or  rather  to  nationalize,  medicine.  Mrs. 
Edith  R.  Stern,  of  New  Orleans,  is  the  wife 


of  Edgar  B.  Stern,  a former  member  of  the 
Board  of  Directors  of  the  Rosenwald  Fund 
and  a close  friend  of  Mike  Davis.  Oscar 
Ewing  invited  Mrs.  David  Levy  to  serve  as  a 
member  of  the  Executive  Committee  of  NIIA, 
Inc. 


Sheoron  Testimony  Completed  With  Wealth  of 
Documentation  and  Final  Recommendations 

I completed  my  testimony  on  June  1 on  S. 
545  and  S.  1320,  as  reported  in  this  publica- 
tion, Vol,  II,  No.  18.  On  the  final  day  I in- 
troduced into  the  record  a large  amount  of 
documentary  material  regarding  the  legisla- 
tive history  of  the  Wagner-Murray-Dingell 
bills.  I shall  be  greatly  surprised  if  any  fur- 
ther attempt  is  made  in  the  near  future  to 
introduce  similar  legislation.  A different 
approach  will  be  made.  For  the  present,  em- 
phasis will  be  placed  on  the  cash  benefits  half 
of  compulsory  sickness  insurance  and  on  the 
capture  of  medical  education  and  medical  re- 
search by  the  Federal  Government. 

In  my  testimony  I especially  urged  that: 
(1)  action  be  not  taken  on  either  S.  545  or  S. 
1320  at  this  session  of  Congress  in  view  of  our 
lack  of  knowledge  of  the  health  problems  of 
the  country;  (2)  a thorough  study  be  made  of 
national  health  problems  and  of  what  is  now 
being  done  in  the  several  States  to  bring  about 
the  better  distribution  of  medical  services  be- 
fore legislation  relating  to  medical  care  is 
enacted  by  Congress;  (3)  there  be  a closed  in- 
tegration of  the  work  of  all  Committees  deal- 
ing with  national  compulsory  social  insurance 
with  a view  to  understanding  the  fiscal  and 
administrative  program,  especially  since  leg- 
islative proposals  are  being  made  on  a piece- 
meal basis  and  are  being  considered  by  sepa- 
rate  committees  without  regard  to  related  pro- 
posals before  other  committees;  (4)  the  admin- 
istration of  the  several  social  security  pro- 
grams be  investigated  to  ascertain  whether  or 
not  this  country  should  have  a system  of  na- 
tional social  insurance  for  the  entire  popula- 
tion;  and  (5)  the  lobbies  for  nationalization  of 
medicine  be  investigated. 

On  June  4 Senator  Smith,  for  himself  and 
Senators  Ball,  Donnell,  Murray  and  Pepper, 
introduced  S.  Res.  249,  which  was  referred  to 
the  Committee  on  Labor  and  Public  Welfare. 

This  is  a most  important  resolution  because 
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if  enacted,  it  would  take  the  two  major  health 
bills  out  of  the  political  arena.  Furthermore, 
it  would  give  ample  time  during  the  recess  to 
study  the  Nation's  health  problems  and  to  as- 
certain what  the  States  themselves  are  doing. 
In  addition,  in  the  second  section  of  the  reso- 
lution there  is  an  indication  that  a thorough 
investigation  of  the  activities  of  Government 
agencies  and  of  outside  nongovernmental  or- 
ganizations should  lie  made.  For  the  first  time 
there  would  be  authorization  to  subpoena  wit- 
nesses and  records  and  to  take  testimony  un- 
der oath.  I have  long  contended  that  witnesses 
in  this  field  should  be  compelled  fo  testify 
under  oath.  I pointed  out  in  my  final  testi- 
mony that  there  had  been  deliberate  falsifica- 
tion by  certain  witnesses  at  these  health  hear- 
ings and  that  purposely  misleading  evidence, 
statistics,  and  interpretations  had  been  intro- 
duced for  the  express  purpose  of  deceiving  the 
public  and  the  Congress.  A thorough  investi- 
gation, such  as  would  be  possible  under  S.  Res. 
249,  could  yield  invaluable  information  before 
the  Eighty-first  Congress  convenes  next  Janu- 
ary. Senator  Ferguson  of  Michigan  would  be 
the  best  man  to  head  such  an  investigation. 

Reprinted  by  special  permission  of  The  Shearon  Medical 
Legislative  Service,  Washington,  D.  C.,  1948. 


BOOK  REVIEWS 

HERNIA  - ANATOMY,  ETIOLOGY.  SYMP- 
TONS,  DIAGNOSIS,  DIFFERENTIAL  DIAG- 
NOSIS, PROGNOSIS,  AND  TREATMENT:  By 
Leigh  F.  Watson,  M.  D.,  former  Assistant  Pro- 
fessor of  Surgery,  University  of  Oklahoma. 
Third  Edition.  Pp.  732,  with  323  illustrations. 
Cloth.  Price,  $13.50.  St.  Louis:  C.  V.  Mosby 
Company,  1948. 

It  is  a delight  to  read  this  book — it  impresses 
one  in  every  chapter  that  it  speaks  with  au- 
thority. The  best  criteria  by  which  to  judge 
are  the  chapters  on  internal  (retroperitoneal) 
hernia  and  Littre’s  hernia.  Our  own  personal 
experience  with  these,  tells  us  Watson  is  cor- 
rect in  these  most  difficult  areas;  he  does  not 
show  the  ignorance  and  confusion  that  have 
been  manifested  in  the  writings  of  some  of 
our  most  eminent  professors.  We  commend 
him  to  them.  This  is  the  classical  book  on 
hernia. 


TREATMENT  IN  GENERAL  PRACTICE: 
Harry  Beckman,  M.  D.,  Professor  of  Pharma- 
cology, Marquette  University  School  of  Medi- 


cine. Sixth  edition  pp.  1129.  Cloth.  Price, 
$11.50.  Philadelphia:  W.  B.  Saunders  Com- 
pany, 1948. 

This  new  Beckman  continues  in  the  patterns 
of  its  predecessors,  which  has  proven  so  pop- 
ular. In  this  edition  19  new  subjects  are  pre- 
sented. The  book  is  more  than  a ‘ ‘ treatment  ’ ’ ; 
it  contains  also  an  immense  amount  of  diag- 
noses. It  continues  to  occupy  the  role  of 
therapeutic  supplement  to  the  texts  on  medi- 
cine, most  of  which  are  deficient  in  the  amount 
and  specificity  of  the  therapeuticis  they  con- 
tain. 

Such  is  the  speed  of  progress,  even  in  the 
therapeutic  armamentarium,  that  Beckman 
plans  a seventh  edition  in  two  years  instead 
of  three.  His  policy,  since  the  first  edition 
of  1930,  has  been  to  keep  the  book  up  to  date. 
He  has  succeeded  admirably. 


CLINICAL  DIAGNOSIS  BY  LABORATORY 
METHODS:  A Working  Manual  of  Clinical 

Pathology.  By  James  Campbell  Todd,  M.  D., 
Late  Professor  of  Clinical  Pathology,  Univer- 
sity of  Colorado  School  of  Medicine;  Arthur 
Hawley  Sanford,  M.  D.,  Professor  of  Clinical 
Pathology,  Mayo  Foundation,  University  of 
Minnesota;  with  the  Collaboration  of  George 
Giles  Stilwell,  M.  D.,  Division  of  Clinical  La- 
boratories, the  Mayo  Clinic.  Eleventh  edition. 
Pp.  954,  with  397  figures.  Cloth.  Price,  $7.50. 
Philadelphia:  W.  B.  Saunders  Company,  1948. 

The  eleventh  edition  of  this  standard  text 
lias  been  rearranged  and  completely  revised  to 
distinct  advantages  for  the  student  and  physi- 
cian. In  general,  the  format  has  been  im- 
proved and,  in  part,  the  illustrations  have  been 
modernized.  The  book  has  became  a more 
practical  reference  for  use  in  the  laboratory 
diagnosis  of  disease  and  continues  wisely  to 
correlate  the  application  and  interpretation 
of  laboratory  findings  with  the  disease  entity. 

Few  suggestions  may  be  made.  The  inclu- 
sion of  a few  standard  chemical  micro-tech- 
niques would  be  beneficial.  In  bacteriology, 
more  extensive  screening  certainly  would  have 
included  the  use  of  Petragnani's  media  and 
Bilbos’  liquid  media  using  “twee’n”  for  culti- 
vation of  the  tubercle  bacillus,  and  certainly 
could  have  suggested  the  more  recent  and 
easily  reproduced  tube  dilution  techniques  for 
penicillin.  Noticeably  missing  are  methods  for 
streptomycin  concentration,  and  no  mention  is 
made  of  such  practical  routine  screening  meth- 
ods for  penicillin  and  streptomycin  such  as 
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Bondi’s  method  for  plate  sensitivities  utilizing 
impregnated  filter  discs. 


ADVANCES  IN  MILITARY  MEDICINE:  The 
Committee  on  Medical  Research.  In  two  vo- 
lumes. Pp.  900.  Cloth.  Price,  $12.50,  the  set. 
Boston:  Little-Brown  & Company  (Atlantic 

Monthly  Press),  1948. 

This  two-volume  work  is  the  fourth  in  the 
series  on  the  history  of  the  Office  of  Scientific 
Research  and  Development  and  describes  the 
work  of  one  of  its  subdivisions,  the  Committee 
for  Medical  Research.  In  his  foreword,  Al- 
fred N.  Richards,  Chairman  of  CMR,  calls  this 
“a  report  to  the  public  of  advances  in  medicine 
which,  although  primarily  designed  to  promote 
the  health  and  welfare  of  our  armed  forces  in 
camp  or  in  field,  cannot  fail  to  accrue  to  the 
permanent  advantage  of  the  civilian  popula- 
tion.” 

The  Committee  for  Medical  Research  was 
established  in  .June,  1941,  by  the  same  execu- 
tive order  of  President  Roosevelt's  which  set 
up  the  parent  organization  (the  above-men- 
tioned OSRD  headed  by  Dr.  Vannevar  Bush) 
under  which  it  functioned.  Nearly  1700  doc- 
tors and  3800  scientifically  trained  research- 
ists were  associated  with  CMR.  The  Commit- 
tee was  divided  into  6 sections:  Medicine, 

Surgery,  Physiology,  Chemistry,  Aviation  Me- 
dicine and  Malaria.  ADVANCES  IN  MILI- 
TARY MEDICINE  is  likewise  divided  into 
corresponding  sections  with  an  additional 
chapter  on  penicillin.  The  Medicine  section  is 
edited  by  Dr.  E.  Cowles  Andrus,  Johns  Hop- 
kins Hospital;  Surgery  by  Dr.  John  S.  Lock- 
wood,  Columbia ; Aviation  Medicine  by  Dr. 
Detlev  W.  Bronk,  University  of  Pennsylvania  ; 
Physiology  by  Dr.  Joseph  T.  Wearn,  Western 
Reserve ; Chemistry  by  Dr.  Milton  C.  Winter- 
nitz  of  Yale;  Malaria  by  Dr.  George  A.  Car- 
den, Jr.,  of  Columbia,  Penicillin  by  Dr.  Ches- 
ter S.  Keefer,  Massachusetts  Memorial  Hospi- 
tals. 

These  volumes  present,  rather  drably  and 
tediously  the  story  of  war  researches  whose 
effects  are  now  beginning  to  be  felt  in  civilian 
life ; researches  whose  effects  are  much  more 
interesting  than  their  recital. 


HISTORY  OF  THE  MEDICAL  SOCIETY  OF 
THE  COUNTY  OF  WESTCHESTER:  By  Lau- 
rence D.  Redway.  1797-1947.  Pp.  193.  Cloth. 


White  Plains,  N.  Y.:  Medical  Society  of  the 

County  of  Westchester,  1948. 

This  is  a very  interesting  story,  typical  of 
the  earlier  county  societies,  with  their  ups 
and  downs,  but  always  with  that  needed  leader 
emerging  at  the  right  time.  The  present  book, 
rich  in  quotations  from  early  19th  century  rec- 
ords and  newspapers,  represents  a phase  of 
medical  historical  literature  that  should  be 
encouraged  in  every  medical  community. 


TWENTY-FIRST  ANNIVERSARY  YEAR 
OF  HAROFE  HAIVRI  (The  Hebrew  Medical 
Journal).  Volume  1.  1948.  This  volume  un- 
der the  editorship  of  Moses  Einhorn,  M.  D.,  is 
not  confined  to  technical  medical  topics  but  is 
divided  into  several  sections  covering  a va- 
riety of  subjects. 

The  founders  had  faith  in  the  vitality  and 
growth  of  modern  Hebrew  and  foresaw  that 
a Hebrew  medical  publication  would  be  of  ser- 
vice to  the  future  medical  department  of  the 
Hebrew  University  and  of  great  value  in  the 
development  and  advancement  of  Hebrew 
medical  literature. 

The  section  on  Palestine  and  Health  con- 
tains an  article  by  A.  Klopstoek,  M.  D.,  which 
discusses  the  high  incidence  of  amoebiasis  in 
Palestine.  Included  also  is  the  significant 
study  of  Mental  Health  in  Palestine  by  A.  II. 
Merzbaeh,  M.  1).,  and  a survey  of  the  Present 
Urological  Conditions  in  Palestine  by  W.  Boss, 
M.  I).  Dr.  M.  Buchman  describes  the  history 
of  the  Hot  Springs  of  Tiberias  and  presents  a 
full  analysis  of  their  therapeutic  value. 

In  the  section  on  Historical  Medicine,  Dr. 
M.  Gelber  reviews  the  contribution  of  the 
Jewish  doctors  in  Poland  during  the  eigh- 
teenth century.  The  section  on  Personalia 
contains  a biographical  sketch  of  Dr.  I.  Seth 
Hirsch,  and  his  contributions  to  the  field  of 
radiology. 

The  original  articles  are  summarized  in 
English  to  make  them  available  to  those  who 
are  unable  to  read  Hebrew. 


It  is  well  known  that  the  incidence  and  se- 
verity of  illness  are  greater  among  the  urban 
poor  than  among  the  more  prosperous  groups. 
Ignorance  is  a factor  in  promoting  high  sick- 
ness rates,  but  ignorance  is  in  part  a result  of 
poverty.  Medicine  in  the  Changing  Order, 
Rep.  New  York  Academy  Med.  Comm.,  The 
Commonwealth  Fund,  1947. 
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Moyer,  J.  B.  Homan,  A.  H.  Williams. 

Alternates s V.  A.  Hudson,  J.  L.  Fox, 

G.  W.  M.  VanValkenburgh,  E.  L.  Stam- 
baugh. 

DELAWARE  STATE  DENTAL 
SOCIETY 

James  Krygieb,  President,  Dover. 

R.  R.  Wier,  First  V.  P.,  Wilmington. 

C.  W.  Johnson,  Second  V.  P.,  Wil- 
mington. 

G.  A.  Zurkow,  Secretary,  Wilmington. 

H.  H.  McAllister,  Treasurer,  Wil- 
mington. 

P.  A.  Traynor,  Delegate  A.D.A.,  Wilm. 

DELAWARE  STATE  BOARD  OF 
HEALTH 

J.  D.  Niles,  M.  D.,  President,  Mid- 
dletown; Mrs.  F.  G.  Tallman,  Vice 
Pres.,  Wilmington;  W.  B.  Atkins, 

D.  D.  S.,  Secretary,  Millsboro;  Bruce 
Barnes,  M.  D.,  Seaford;  Mrs.  C.  M. 
Dillon,  Wilmington ; J.  B.  Baker,  M.  D., 
Milford;  Mrs.  Alden  Keane,  Middle- 
town  ; E.  R.  Mayerberg,  M.  D.,  Wil- 
mington. Edwin  Cameron,  M.  D., 
Executive  Secretary,  Dover. 


BOARD  OF  MEDICAL  EXAMINERS 

J.  S.  McDaniel,  President-Secretary ; 
Wm.  Marshall,  Assistant  Secretary ; W. 
E.  Bird,  J.  E.  Marvil,  L.  J.  Jones. 
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i “...pressure  of  the  gravid 

i 

j uterus  mechanically 

i 

: interferes../’ 


i 

in  j pregnancy 

i 

\ “Constipation  is  the  rule.  The  pressure  of  the  gravid 
| uterus  mechanically  interferes  with  the  function  of  the  small 
I intestine  and  colon  per  se  and  also  renders  the  act  of 
i defecation  less  efficient  by  its  effect  on  the 
j diaphragm,  abdominal  muscles  and  levator  ani.” 

— Bockus,  H.  L.:  Gastro-Enterology, 

' Philadelphia,  W.  B.  Saunders 

\ Company , 1946,  vol.  3,  p.  999. 

- I 

"Smoothage”  for  Management  of  Constipation  in 
Pregnancy 

| Management  of  bowel  evacuation  without  the  use  of 
! irritant  laxatives  is  accomplished  with  the  gentle,  nonirritating 
i action  of  Metamucil — “smoothage.” 

I 

J By  providing  soft,  plastic,  water-retaining  bulk, 

| Metamucil  promotes  normal,  easy  peristaltic  movement  — 

! the  desired  action  in  pregnancy. 

i Metamucil  is  the  highly  refined  mucilloid  of  Plantago  ovata 
\ (50%),  a seed  of  the  psyllium  group,  combined  with 

J dextrose  (50%)  as  a dispersing  agent. 

I 

I 

m M'IC'  C i 

331131/  IS  THE  REGISTERED  TRADEMARK  OF  G.  D.  SEARLE  « CO.,  CHICAGO  80,  ILLINOIS 

SEARLE  RESEARCH  IN  THE  SERVICE  OF  MEDICINE 
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MILK  that  is 

EASIER  TO  ASSIMILATE 


The  important  food  elements  in  Sealtest 
Homogenized  Vitamin  D Milk  are  readily 
assimilated  by  the  system  . . . because  the 
food  particles  have  been  broken  up  and 
distributed  through  the  bottle  . . . and  be- 
cause 400  U.S.P.  units  of  vitamin  D have 
been  added  to  aid  in  the  assimilation  of 
calcium  and  phosphorus.  What’s  more,  it  s 
rich  and  smoother  tasting,  with  cream  in 
every  drop.  It  stays  fresh  longer  because 
it  has  been  pasteurized  at  higher  tempera- 
tures. You  can  recommend  with  confidence. 


particularly  women,  the 
natural  appearance  and 
the  ■freedom  of  action 
afforded  are  the  out- 
standing qualities  of  Hanger  Limbs.  Miss  Ferris  Jones, 
a nurse  wearing  a Hip  Control  Leg,  says:  "I  never  for- 
get that  I could  not  be  here — or  anywhere  that  I'd  like 
to  be  without  my  leg.  I am  able  to  carry  on  famously — 
and  for  me  life  has  regained  all  its  flavor.  Thank  you  for 
making  this  possible." 


HANGERS 


ICIAL 

LIMBS 


334-336  N.  13th  Street 
Philadelphia  7,  Penn. 


NEWSPAPER 

and 

PERIODICAL 

PRINTING 

b 

An  important  branch 
of  our  business  is  the 
printing  of  all  kinds 
of  weekly  and  monthly 
papers  and  magazines 

b 

The  Sunday  Star 

Printing  Department 

Established  1881 
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The  Delaware  State  Society 
For  Mental  Hygiene,  Inc. 


The  Delaware  State  Society  for  Mental  Hygiene,  Inc. 
Located  at  1308  Delaware  Avenue,  Wilmington  19,  Delaware 


ACCIDENT  • HOSPITAL  • SICKNESS 

INSURANCE 


For  Physicians,  Surgeons,  Dentists  Exclusively 


$5,000.00  accidental  death  $8.00 

$25.00  weekly  indemnity,  accident  and  sickness  Quarterly 


$10,000.00  accidental  death  $16.00 

$50.00  weekly  indemnity,  accident  and  sickness  Quarterly 

$15,000.00  accidental  death  $24.00 

$75.00  weekly  indemnity,  accident  and  sickness  Quarterly 

$20,000.00  accidental  death  $32.00 

$100.00  weekly  indemnity,  accident  and  sick-  Quarterly 

ness 

ALSO  HOSPITAL  EXPENSE  FOR  MEMBERS, 
WIVES  AND  CHILDREN 


85c  out  of  each  $1.00  gross  income  used  for 
members'  benefits 


$3,000,000.00  $15,000,000.00 

INVESTED  ASSETS  PAID  FOR  CLAIMS 

$200,000.00  deposited  with  State  of  Nebraska  for  protection 
of  our  members. 

Disability  need  not  be  incurred  in  line  of  duty — benefits 
from  the  beginning  day  of  disability 


PHYSICIANS  CASUALTY  ASSOCIATION 
PHYSICIANS  HEALTH  ASSOCIATION 

46  years  under  the  same  management 

400  First  National  Bank  Building  • Omaha  2,  Nebraska 


Baynard  Optical 
Company 

Prescription  Opticians 

We  Specialize  in  Making 
Spectacles  and  Lenses 
According  to  Eye  Physicians’ 
Prescriptions 


5th  and  Market  Sts. 
Wilmington,  Delaware 
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Matlack  Building 


the  Marshall  Square  sanitarium 

WEST  CHESTER,  PENNA. 


FOR  CHRONIC 
DISEASES 
AND 

PSYCHIATRIC 

PATIENTS 


A recognized  hospital  of  120  beds 

The  housing  facilities  provide  for  group- 
ing of  different  types  of  patients.  12  build- 
ings and  6 acres  ground  in  West  Chester, 
farms  of  400  acres  with  appropriate  build- 
ings three  miles  from  West  Chester. 

Physiotherapy,  occupational  and  recrea- 
tional therapy,  shock  therapy  when  indi- 
cated, medical  and  nursing  supervision  are 
included  in  the  weekly  rates. 

Resident  psychiatrist.  Medical  Director. 
Adequate  medical  staff.  Clinical  laboratory. 


Everett  Sperry  Barr,  M.D. 
Director 

I.  M.  Waggoner,  M.D. 
Medical  Director 
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Freihofer's 


Enriched 

Perfect  Bread 


Vitamins 

Iron 

Minerals 


Fresh  from  the  oven 

made  in  Wilmington 


CARE . . . 

in  Compounding 

The  moment  a patient  places  your  prescription 
in  the  hands  of  a pharmacist,  that  pharmacist 
becomes  the  guardian  of  your  professional  repu- 
tation. Thus  it  is  imperative  to  you.  Doctor, 
to  know  that  your  prescriptions  are  compounded 
with  skill  and  care. 

Because  many  of  your  colleagues  know  that  our 
prescription  departments  employ  only  conscien- 
tious, skilled,  registered  pharmacists  — stock 
the  more  dependable  drugs,  chemicals  and 
pharmaceutical  specialties  - — use  the  latest  and 
most  exquisitely  accurate  equipment  — and 
dispense  precisely  compounded,  double-checked 
prescriptions,  they  often  direct  their  patients 
to  us.  You're  invited  to  join  this  group. 

We  welcome  all  recommendations  and  assure 
the  medical  profession  that  their  patients  are 
served  promptly,  courteously,  at  fair  prices  and 
with  professionally  precise  prescriptions. 

ECKERD'S 

DRUG  STORES 

723  Market  Street  — 513  Market  Street 
900  Orange  Street 
Wilmington,  Delaware 


Physicians'  and  Surgeons' 

Liability  Insurance 

at 

Low  Group  Rates 

This  office  writes  the  Group  Profes- 
sional Liability  policy  for  the  New 
Castle  County  Medical  Society.  You 
may  avoid  unpleasant  situations  and 
heavy  expense  by  becoming  insured 
under  this  group  plan.  Group  rates 
are  lower.  Write  or  phone  for 
complete  information. 

J.  A.  Montgomery,  Inc. 

Du  Pont  Building 

Phone  6561  Wilmington 

If  it’s  insurable  tee  can  insure  it 


A Wilson  Home  Freezer 

for  healthful,  luxurious  living 

• • O 

Models  from  6 cu.  ft.  to  60  cu.  ft. 
on  display  at 

Diamond  Ice  & Coal  Co. 
827  Market  Street 


Blankets  — Sheets  — Spreads  — 
Linens  — Cotton  Goods 

Rhoads  & Company 

Hospital  Textile  Specialists  Since  1891 
Manufacturers  — Converters 
Direct  Mill  Agents 
Imports  — Distributors 
MAIN  OFFICE 

401  North  Broad  Street,  Philadelphia,  Pa. 
FACTORY 
Philadelphia,  Penna. 
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Enjoy  instant , plentiful  hot  water 


For  downright  conven- 
ience, comfort  and  health 
of  your  family  — you 
should  have  an  ample, 
reliable  supply  of  hot 
water  ! With  an  Auto 
matic  Gas  Water  Heat 
er  in  your  Home,  you're 
sure  of  all  the  hot  water 
you  want,  when  you  want 
it.  For  lightening  house- 
hold tasks,  bathing, 
cleaning,  dishwashing,  laundering  and  many 
other  uses.  Besides,  you  save  time  and  worry, 
for  you're  sure  of  constant  water  tempera- 
tures at  low  cost.  Arrange  for  the  installation 
of  an  Automatic  Gas  Water  Heater  in  your 
home  now.  Ask  your  Plumber,  or  stop  in  to 
see  us. 


DELAWARE  POWER  E LIGHT  CO. 


With  an  Automatic  Gas 

WATER  HEATER 


/3ckLmvs 

«ec  w 5 pat.  o»  f 

ICE  CREAM 


ITS  GOT 


Garrett,  Miller  & 
Company 

Electrical  Supplies 
Heating  and  Cooking  Appliances 
G.  E.  Motors 

N.  E.  Cor.  4th  and  Orange  Sts. 
Wilmington  - - - - Delaware 


A Store  for  . . . 

Quality  Minded  Folk 
Who  are  Thrift  Conscious 

LEIBOWITZ'S 

224-226  MARKET  STREET 
Wilmington,  Delaware 
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PARKE 

VAJL.BNTIMBB 

\/ALSPAR 

V HOUSE  PAINT 

Institutional  Supplier 
Of  Fine  Foods 

WHOLESALE  DISTRIBUTORS 

VALSPAR  PRODUCTS 

• 

ALSO  EVERYTHING  THE  HOSPITAL 
MAY  NEED  IN: 

COFFEE  TEAS 
SPICES  CANNED  FOODS 
FLAVORING  EXTRACTS 

HARDWARE 
JANITOR  SUPPLIES 
CHINA  WARE 
ENAMEL  WARE,  ETC. 

• 

L.  H.  Parke  Company 

Philadelphia  - Pittsburgh 

Delaware  Hardware 
Company 

HARDWARE  SINCE  1822 
2nd  & Shipley  Sts.  Wilmington,  Del. 

m 

Flowers  . . . 

\7\i e maintain 
prompt  city-wide 
delivery  service 
for  prescriptions* 

Geo.  Carson  Boyd 

at  216  West  10th  Street 

Phone:  4388 

■si 

*■ 

CAPPEA1FS 

Drug  Stores  of  Service 

DELAWARE  AVE.  at  DUPONT  ST. 
Dial  8537 

30TH  & MARKET  STREETS 
Dial  2-0952 

FRAIM'S  DAIRIES 

Distributors  of  rich  Grade  "A"  pas- 
teurized Guernsey  and  Jersey  milk 
testing  about  4.80  butter  fat,  and 
rich  Grade  "A"  Raw  Guernsey  milk 
testing  about  4.80.  This  milk  comes 
from  cows  which  are  tuberculin  and 
blood  tested. 

Try  our  Sunshine  Vitamin  "D"  milk, 
testing  about  4 per  cent.  Cream 
Buttermilk,  and  other  high  grade 
dairy  products. 

VANDEVER  AVE.  & LAMOTTE  ST. 

Wilmington,  Delaware 
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DANFORTH 
DRUG  STORE.  Inc 

DRUGGISTS 


Why  more  Doctors 
are  using 

Webster-Chicago 

£/ectfio7ilc.  77Zenuru/ 

The  portable,  light  weight  Webster-Chicago 
Electronic  Memory  Wire  Recorder  is  solving 
one  of  today’s  most  difficult  problems— help- 
ing doctors  to  increase  the  effectiveness  of 
their  working  hours  and  to  see  more  patients. 

It  is  widely  used  in  consultations  to  record 
the  patient’s  case  history  for  comparison  and 
analysis.  Significant  details  are  retained  for 
later  reference,  nothing  forgotten.  Consulta- 
tion opinions  and  running  comments  made 
during  treatment  may  be  played  back  as  de- 
sired ...  or  transcribed  later  by  a stenographer. 

Recordings  may  be  kept  indefinitely,  re- 
played thousands  of  times. ..or  erased  simply 
by  re-recording  on  the  same  wire.  Just  plug 
the  Electronic  Memory  into  an  AC  outlet  and 
it  is  ready  to  record  or  playback  any  sound.  A 
sensitive  microphone  and  three  spools  of  pre- 
tested Electronic  Memory  Recording  Wire  are 
supplied  and  can  be  stored  in  the  detachable  lid. 

Mail  the  coupon  for  booklet  describing  and 

illustrating  America's  leading  Wire  Recorder. 


Agents  for  all  the 

Principal  Biological, 
Pharmaceutical  and 
General  Hospital 
Supplies 

Full  and  Fresh  Stock 
Always  on  Hand 

» 

We  Feature  CAMP  Belts 
fitted  by  a graduate 
of  the  Camp  school 

» 

Expert  Fitters  of  Trusses 


WEBSTER*  CHICAGO 
GSEEBBEBESk 
Wire -Recorder 


Please  send  me  a copy  of  "The  Elec- 
tronic Memory  for  Commercial  and  Pro- 
fessional Use." 


Name 

Address 

City Zone State. 


* 


Specialists  in  Filling  Prescriptions 

124  Market  Street 
Wilmington,  Del. 


WEBSTER-CHICAGO  CORPORATION,  Dept.  M6 
5610  West  Bloomingdale  Ave.,  Chicago  39,  111. 
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Have  a Coke 


Coke  = Coca-Cola 
“Coca-Cola”  and  its  abbreviation 
“Coke”  are  the  registered  trade 
marks  which  distinguish  the  prod 
uct  of  The  Coca-Cola  Company 


i 1946  The  C-C  Co. 


MEDICAL  SOCIETY  OF  DELAWARE 


DELAWARE  HOSPITAL  NUMBER 


DELAWARE  STATE 


MEDICAL  JOURNAL; 
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BACKGROUND 

Three  Decades  of  Clinical  Experience 

THE  use  of  cow’s  milk,  water  and  carbohydrate  mix- 
tures represents  the  one  system  of  infant  feeding  that 
consistently,  for  over  three  decades,  has  received  universal 
pediatric  recognition.  No  carbohydrate  employed  in  this 
system  of  infant  feeding  enjoys  so  rich  and  enduring  a 
background  of  authoritative  clinical  experience  as  Dextri- 
Maltose. 

DEXTRI-MALTOSE  No.  1 (with  2%  sodium  chloride),  for  normal  babies. 

DEXTRI-MALTOSE  No.  2 (plain,  salt  free),  permits  salt  modifications  by  the  physician. 
DEXTRI-MALTOSE  No.  3 (with  3%  potassium  bicarbonate),  for  constipated  babies. 

These  products  are  hypo-allergenic. 

DEXTRI-MALTOSE 


Please  enclose  professional  card  when  requesting  samples  of  Mead  Johnson  products  to  cooperate  in  preventing  their 

reaching  unauthorized  persons 

Mead  Johnson  & Company,  Evansville,  Ind.,  U.  S.  A. 


i-REHOBOTH,  SEPTEMBER  13-15 

rr~ ; v.  ' 


Reliance  on  MAPHARSEN  is  reflected  in  its  extensive  clinical 


use  — over  200,000,000  injections  since  1940.  The  significant 
advantages  of  high  therapeutic  effectiveness  and  notable 
relative  safety  have  established  its  value  as  an  antispirochetal 
agent.  Clinical  and  serological  follow-ups  continue  to 
demonstrate  its  high  percentage  of  cures.  Equally  adapted 
to  intensive,  intermediate  or  conventional  prolonged 
treatment  schedules,  alone  or  with  penicillin,  MAPHARSEN 
is  an  arsenical  of  choice  in  the  treatment  of  syphilis. 


* MAPHARSEN 


IX  THE  TREATMENT  OF  SYPHILIS 


MAPHARSEN  ( oxophenarsine  hydrochloride,  P.  D.  & Co. ) is  supplied 
in  single  dose  ampoules  of  0.04  Gm.  and  0.06  Gm.,  boxes  of  10, 
and  in  multiple  dose  ampoules  of  0.6  Gm.  in  boxes  of  10. 


PARKE,  DAVIS  & COMPANY  • DETROIT  32,  MICHIGAN  W 
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William  Wit  hey  Gull 

(. 1816-1890 ) 

proved  it  in  pathology 

SIR  William  Gull  is  medically  recognized 
for  his  many  original  observations 
which  led  to  his  classic  description  of 
myxedema  and  a greater  understanding  of 
nephritis.  He  also  added  much  to  the  funda- 
mental knowledge  of  neuropathology— such 
as  his  observations  that  locomotor  ataxia 
was  a disease  of  the  posterior  columns  of 
the  spinal  cord.  Medical  knowledge  was 
greatly  enriched  by  Gull’s  experiences. 

Experience  is  the  best 
teacher  in  cigarettes , too! 

Yes,  Experience  is  what  counts— just  as  it 
always  has.  And  with  millions  of  smokers 
who  have  tried  and  compared  many 
different  brands  of  cigarettes,  Camel  is  the 
“choice  of  experience.” 

Try  Camels!  Discover  for  yourself  how 
the  rich,  full  flavor  of  Camel’s  choice,  prop- 
erly aged  and  expertly  blended  tobaccos 
pleases  your  taste.  See  if  Camel’s  cool, 
cool  mildness  isn’t  mighty  welcome  to  your 
throat. 

Let  your  own  experience  tell  you  why 
more  people  are  smok- 
ing Camels  than 
ever  before. 


R.  J.  Reynolds  Tobacco  Co. 
Winston-Salem.  N.  C. 


Aerortliny  to  n Xatio n wide  surveys 

ALore  Doctors 
Smoke  CAMELS 

than  naif  other  cigarette 

Three  independent  research  organizations  in  a nationwide  survey  asked  113,597 
doctors  what  cigarette  they  smoked.  The  brand  named  most  was  Camel! 
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% MOISTURE  CONTENT  TEST — one  of  the  138  separate  tests  made  by  Abbott  in  the  production 
of  dependable  penicillin:  A quantity  of  penicillin  powder  is  weighed  to  the  ten-thousandth  part 
of  a gram  in  a stoppered  bottle  which  has  been  previously  weighed.  Then  the  stopper  is  removed  and 
the  bottle  with  its  powder  is  placed  in  a drier  under  a vacuum  of  less  than  3 mm.  of  mercury. 

Normal  atmospheric  pressure  is  760  mm.  The  bottle  remains  in  the  drier  for  12  hours  at  55°  C.,  with 
phosphorous  pentoxide  as  a desiccant.  When  the  drying  period  is  completed,  the  bottle  is  removed 
from  the  drier,  restoppered,  cooled  and  reweighed.  The  loss  in  weight  of  the  powder  is  considered 
moisture  loss.  Lack  of  moisture  is  a primary  factor  in  preventing  excessive  decomposition  of  the  powder; 
high  moisture  content  tends  to  increase  decomposition.  The  F.D.A.  limit  for  amorphous  penicillin  salts 
is  2/i % moisture  content;  for  crystalline  salts  11/2%.  Any  lots  which  exceed  those  limits  are  rejected. 


• Nothing  is  left  to  chance  in  the  production  of  Penicillin  Abbott. 
Numerous  tests — 138  in  all — are  made  on  such  factors  as  potency, 
sterility,  pyrogens,  toxicity,  penicillin  G content,  heat  stability, 

PH,  moisture  content,  solubility  and  crystallinity.  These  138 
Abbott  tests,  exclusive  of  those  conducted  by  the  Food  and  Drug 
Administration,  make  it  possible  for  you  to  use  Penicillin  Abbott 
with  confidence.  Such  dependability  makes  Abbott  Penicillin 
Products  a reassuring  choice — whether  your  prescription  calls  for 
penicillin  in  cartridges,  vials,  troches,  tablets,  Dulcet*  Tablets  or 
ointments.  If  you  wish  descriptive  literature,  just  drop  us  a line. 
Abbott  Laboratories,  North  Chicago,  Illinois. 

^ MEDICATED  SUGAR  TABLETS,  ABBOTT.  T.  M.  REG.  U.  S.  PAT.  OFF. 
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MEAT 


And  the  'Dietary  of  Pregnancy  and  jactation 


According  to  a study  published  in  the  recent  past1  it  has  been 
shown  that  nitrogen  balance  is  suddenly  reversed  from  positive 
to  negative  shortly  before  term.  This  negative  balance  is  further 
intensified  by  substantial  losses  of  nitrogen  during  parturition 
and  the  postpartum  period.  Lactation  imposes  still  another  bur- 
den on  nitrogen  metabolism. 

This  study  again  emphasizes  the  need  for  a diet  rich  in  bio- 
logically complete  protein  during  the  latter  half  of  pregnancy. 
In  this  manner,  the  physiologic  loss  of  nitrogen  at  term  can  be 
compensated,  avoiding  negative  nitrogen  balance.  A high  pro- 
tein diet  has  the  further  advantage  of  producing  a more  copious 
milk  supply. 

In  another  recent  publication,2  the  prevention  of  the  toxemias 
of  pregnancy  by  dietary  means  was  stressed.  Foremost  among 
the  measures  recommended  was  a diet  rich  in  high  quality  pro- 
tein to  assure  nitrogen  balance. 

Meat  is  an  outstanding  source  of  protein  in  the  dietary  of 
pregnancy  and  lactation  for  these  four  reasons:  (1)  It  is  notably 
rich  in  protein,  from  17  to  20  per  cent  of  its  uncooked,  and  from 
25  to  30  per  cent  of  its  cooked  weight;  (2)  The  protein  of  meat, 
regardless  of  cut  or  kind,  is  biologically  complete;  (3)  The  appe- 
tite appeal  of  meat  is  high,  and  (4)  All  meat  is  of  excellent  di- 
gestibility— from  96  to  98  per  cent. 

1 Stuart,  H.C.:  Effects  of  Protein  Deficiency  on  the  Pregnant  Woman  and  Fetus  and  on 

the  Infant  and  Child,  New  England  J.  Med.  236:507  (Apr.  3)  1947. 

2 Zeigler,  R.F.,  Jr.:  Pre-eclamptic  Toxemia  of  Pregnancy.  North  Carolina  M.  J.  8:655 

(Oct.)  1947. 

The  Seal  of  Acceptance  denotes  that  the  nutri- 
tional statements  made  in  this  advertisement 
are  acceptable  to  the  Council  on  Foods  and 
Nutrition  of  the  American  Medical  Association. 

American  Meat  Institute 

Main  Office,  Chicago ...  Members  Throughout  the  United  States 


Diagnosis 

WITHOUT  Disturbance 
in  cholecystography 


When  gallbladder  pathology  is  suspected, 
accurate  roentgenologic  demonstrations 
of  normal,  malfunctioning  and  calculous 
organs  afford  decisive  information 
to  physician  and  surgeon. 


( brand  of  iodoalphionic  acid) 


convenient  oral  contrast  medium  for  gall- 
bladder visualization,  permits  precise  diagnosis 
by  a simplified  technic  causing  little  or  no 
discomfort  to  most  patients. 


CORPORATION  • BLOOMFIELD,  NEW  JERSEY 

IN  CANADA,  SCHERINC  CORPORATION  LIMITED,  MONTREAL 


Six  0.5  Gm.  tablets  after  a light,  usually  fat-free 
evening  meal  constitute  the  sole  preparation 
required  for  Priodax*  cholecystography. 
No  involved  dietary  prescriptions  or 
adjuvant  premedication  with  alkalies,  pressor 
agents  or  paregoric  are  necessary. 

PACKAGING:  Priodax,  beta-(4-hydroxy-3,5-diiodophenyl)  - 
alpha-phenyl-propionic  acid,  is  supplied  in  envelopes 
of  six  0.5  Gm.  tablets,  available  in  boxes  of  1,  5,  25  and 
100  envelopes,  each  bearing  instructions  for  the 
patient.  Hospital  Dispensing  Packages  contain 
4 rolls  of  250  tablets  each. 
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SOPPOA/OC  UQI//D  POP  Off /CP  TPCA7Mf//r 


Nature  lias  its  own  defense  against  the  invasive  fungi 
involved  in  dermatophvtosis — the  fatty  acids  which 
occur  in  human  sweat,  which  include  propionic  and 
caprylic. 

Sopronol  Improved  is  therapeutically  effective  be- 
cause it  contains  propionates  and  caprylates.  Sopronol 
is  based  upon  Nature’s  own  healing  processes. 

And  Sopronol  is  non-keratolitic,  non-sensitizing.  It 
is  mild,  safe,  non-irritating. 


SOPRONOL’ 

IMPROVED 


propionate-caprylate  compound 


PHILADELPHIA 


3 , PA. 


OINTMENT 

•FOR  DIRECT  APPLICATION 


Sodium  propionate  12.3% 

Propionic  acid  2.7% 

Sodium  caprylate  10% 

Zinc  caprylate  5% 


1 oz.  tubes 

DUSTING  POWDER 
FOR  SOCKS  AND  SHOES 


Calcium  propionate  1 5% 

Zinc  propionate  5% 

Propionic  acid  0.25% 

Zinc  caprylate  5% 


2 and  5 oz.  canisters 
LIQUID 

FOR  DIRECT  APPLICATION 

Sodium  propionate  12.3% 

Propionic  acid  2.7% 

Sodium  caprylate  10% 

2 oz.  bottles 
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symptomatic  relief  with 


ects 


in 

hay  fever  [ f ~ 

PYRIBENZAMIN 


During  the  last  two  pollen  seasons,  the  effectiveness 
of  Pyribenzamine  hydrochloride  in  hay  fever  has  been 
demonstrated  repeatedly  . . . 84%  of  288  cases11’  — 78%  of  588  cases'2’ 

— 82%  of  254  cases.'3’ 

Side  effects  are  few  and  for  the  most  part  mild:  — "No  serious  side  effects 
have  been  noticed  in  any  patients."'1’  "In  our  opinion,  reactions 
to  Pyribenzamine  are  minimal  and  seldom  necessitate  stoppage 
of  the  drug.”''”  The  usual  adult  dose  is  50  mg.  four  times  daily. 

1 . Arbesman,  C.  E.:  N.  Y.  State  Jl.  of  Med.,  47:  1775,  1947. 

2.  Loveless,  M.  H.:  Am.  Jl.  of  Med.,  3:  296,  1947. 

3.  Bernstein,  Rose  and  Feinberc:  111.  Med.  Jl.,  92:  2,  1947. 

4.  Osborne,  Jordon  and  Rausch:  Arch,  of  Derm,  b 
Syph.,  55:  318,  1947. 

Pyribenzamine  Scored  Tablets,  50  mg.,  bottles  of  50,  500  and  1000. 
Pyribenzamine  Elixir  of  5 mg.  per  cc.,  bottles  of  1 pint  and  1 gallon. 

• CIBA  PHARMACEUTICAL  PRODUCTS.  INC.,  SUMMIT,  NEW  JERSEY 


PYRIBENZAMINE  (brand  of  tripelennamine) — Trade  Mark  Reg.  U.S. Pat  Off. 


2/1.171M 
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/ • STOP  is  often  easier  said  than  done 

/ 

/ 

i 

i 
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4 STOP  is  now  almost  as  easily  done  as  said,  when  bleeding  must  be 
halted.  Gelfoam*,  an  absorbable  hemostatic  gelatin  sponge, 
quickly  arrests  the  flow  of  blood  in  a large  variety  of  surgical 
wounds.  Oozing  surfaces,  capillary  bleeding,  trickling  from 
small  veins,  hemorrhage  following  resection  yield  readily  to 
its  hemostatic  powers.  Cut  or  molded  to  the  desired  shape 
and  applied  with  or  without  thrombin,  Gelfoam  may  be  left 
in  situ  to  be  absorbed  without  harmful  tissue  reaction. 

Trademark,  Reg.  U.  S.  Pat.  Oft. 

Gelfoam 


Upjohn 


fine  pharmaceuticals  since  1886 
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middle 


Impairment  of  physical  and 
mental  activity  is  often  the  lot  of  the 
menopausal  woman,  beset  as  she  is  with 
distressing  somatic  and  emotional  symptoms. 

1 With  " Premarin /'  such  vagaries  of  the 
climacterium  may  be  prevented.  In  addi- 
tion to  prompt  relief  of  physical  discomfort 
following  therapy,  many  patients  attest 
to  a "sense  of  well-being"  marking  the  dif- 
ference between  inactive  and  spirited 
existence ..  .the  "plus"  in  " Premarin " 
therapy  that  gives  the  middle-aged  woman 
a new  lease  on  useful  and  pleasurable  living. 

Because  " Premarin " is  available  in  three 
potencies,  the  physician  is  able  to  adapt 
estrogenic  therapy  to  the  particular  needs  of  the 
patient.  Tablets  are  available  in  2.5  mg.,  1 .25  mg.  and 
0.625  mg.,-  liquid,  0.625  mg.  in  each  4 cc.  (1  teaspoonful) . 

While  sodium  estrone  sulfate  is  the  principal  estrogen  in  " Premarin/' 
other  equine  estrogens ...  estradiol,  equilin,  equilenin,  hippulin... 
are  probably  also  present  in  varying  amounts  as  water  soluble  conjugates. 


Ayerst,  McKenna  & Harrison  Limited  22  East  40th  Street,  New  York  1 6,  New  York 

*Estrogenic  Substances  (water  soluble)  also  known  as  Conjugated  Estrogens  (equine) 
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NEXT  IN  IMPORTANCE  TO  DIGITALIS 


^ACRIC*^ 


MEDICAL  I 
ASSN 1 


Salyrgan-Theophylline 

Mersalyl  and  Theophylline 


In  many  cases  of  congestive 
heart  failure,  mercurial  diuretics 
are  next  in  importance 
to  digitalis  in  maintaining 
the  patient’s  comfort 
and  prolonging  life. 

Following  an  injection  of 
Salyrgan-Theophylline  in  patients 
with  marked  edema 
the  urinary  output  frequently 
amounts  to  three  or  four  liters 
in  twenty-four  hours. 

Ampuls  of  1 cc.  and  2 cc. 
for  intramuscular  or  intravenous 
administration.  Also  tablets 
(bottles  of  25,  100  and  500), 
for  oral  use  as  an  adjunct 
to  decrease  the  frequency  of 
injections  and  when  parenteral 
therapy  is  impracticable. 


"Salyrgan"  trademark 

Reg.  U.  S.  Pot.  Off.  & Canada 


Available  from  Ample  Stocks 


STRATEGICALLY  LOCATED 


A carefully  selected  strain  of  PenicilHum  notatum  is  grown 
in  sterile  culture  media  in  the  presence  of  sterile  air  to  produce 
penicillin  for  products  bearing  the  Lilly  label.  Not  until  this  peni- 
cillin has  been  refined  to  crystalline  purity,  has  reached  narrow 
limits  of  moisture  content,  and  is  free  from  solvents  and  pyrogenic 
materials  is  it  used  in  the  production  of  penicillin  preparations. 

Ample  stocks,  strategically  located  near  by,  are  available  in 
quantities  to  meet  your  requirements  quickly  and  economically. 
Penicillin  Products,  Lilly,  include  the  following: 

Crystalline  Penicillin— G,  in  20-cc.  rubber-stoppered  ampoules 
containing  100,000,  200,000,  500,000,  and  1,000,000  units. 

Tablets  Penicillin— G,  Crystalline-Potassium,  Buffered,  50,000 
and  100,000  units. 


ELI  LILLY  AND  COMPANY,  INDIANAPOLIS  6,  INDIANA,  U.  S.  A 


w*‘ 


,AVdw: 


Lilly  in  Argentina 

more  than  any  other  Latin-American  country, 
Argentina  resembles  the  United  States  in  cli- 
mate, industries,  and  educational  system.  Al- 
though Argentina  produces  a large  share  of  her 
own  industrial  and  agricultural  requirements,  a 
mutually  profitable  trade  has  developed  be- 
tween the  two  countries. 

The  first  Lilly  medical  service  representative 
in  Argentina  began  his  calls  on  physicians  and 
pharmacists  in  1931.  In  1944,  Eli  Lilly  and  Com- 
pany of  Argentina,  Inc.,  was  formed.  Today, 
over  13,000  physicians  are  visited  regularly.  All 
medical  literature,  including  the  Physicians  Bui- 


A 15  x 12  reproduction  of  this  Francis  Chase  illustration  is  available  upon  request. 

letin,  is  printed  in  Spanish.  Cordial  relations  of 
long  standing  exist  between  the  men  engaged 
in  medical  research  and  Eli  Lilly  and  Company. 
The  facilities  of  the  Lilly  Research  Laboratories 
are  always  available  for  collaboration  on  mu- 
tually interesting  projects.  The  beneficiaries  of 
medical  research  are  all  peoples  everywhere. 
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THE  ANEMIAS:  A RESUME 

John  W.  Howard,  M.  D.,*# 
Wilmington,  Del. 

In  order  to  evaluate  properly  and  treat  sat- 
isfactorily a case  of  anemia  one  should  inves- 
tigate the  causes  and  study  the  morphology. 
The  presence  of  an  anemia  is  first  established 
by  comparing  the  red  cell  count  and  hemoglo- 
bin in  grams  with  the  normal  for  the  patient  's 
age  and  sex.  All  too  frequently,  12  grams  of 
hemoglobin  in  a child  is  interpreted  as  anemia 
rather*  than  normal.  Similarly,  physiologic- 
alteration  associated  with  the  hydremia  of 
pregnancy  permits  a hemoglobin  to  be  normal 
at  11.0  grams. 


NORMAL  VALUES 
(After  Wintrobel 


Age 

Red  cell  count 

Hemoglobin 

Imillion  per  c.m. ) 

( gm.  per  100  c.< 

First  day  

5.1  + 1. 0 

19.5  + 5.0 

2-  3 days  

19.0 

4-  8 days  

5.1 

18.3  + 4.0 

9-13  days  

5.0 

16.5 

14-60  days  

4. 7 + 0. 9 

14.0  + 3.3 

3-  5 months  

4. 5 + 0. 7 

12.2  + 2.3 

6-11  months  

4.6 

11.8 

1 year  

4.5 

11.2 

2 years  

4.6 

11.5 

3 years 

4.5 

12.5 

4 years 

4.6  + 0. 6 

12.6 

5 years 

4.6 

12.6 

6-10  years 

4.7 

12.9 

3 1-15  years 

4.8 

13.4 

Adults:  Females 

4. 8 + 0. 6 

14.0  + 2.0 

Males 

5. 4+0. 8 

16.0+2.0 

By  utilizing  the  red  count,  hemoglobin  and 
in  addition  the  volume  of  packed  red  cells 
(hematocrit)  one  can  then  calculate  the  aver- 
age volume,  hemoglobin  content,  and  hemoglo- 
bin concentration  of  a single  red  cell.  These 
absolute  indices  are  free  of  the  wide  variations 
associated  with  the  percentage  indexes.  Hav- 
ing these  figures,  it  is  then  possible  to  classify 
anemia  by  morphology  into  macrocytic,  nor- 
mocytic,  or  hypochromic  microcytic  types  in- 
stead of  primary  or  secondary. 

MORPHOLOGIC  CLASSIFICATION 

Hypochromic 

Macrocytic  Normocytic  Microcytic 


Mean  corpuscular 

hemoglobin  30-52  27-32  14-21 

Mean  corpuscular 

volume  95-160  80-94  50-71 

Mean  corpuscular 
hemoglobin 

concentration  28-38%  33-38%  21-290 

Cell  diameter  8-10  7-  8 6-7 


"Read  before  the  Medical  Society  of  Delaware  Wil- 
mington, October  14,  1947. 

"Pathologist,  Delaware  Hospital. 


The  rate  of  red  cell  formation  may  then  be 
determined  by  a reticulocyte  count,  the  num- 
ber of  nucleated  cells,  stippling  and  poly- 
chromatophilia.  The  rate  of  red  cell  destruc- 
tion within  the  body  is  shown  by  the  icterus 
index  and  urobilinogen  in  the  urine.  A gas- 
tric analysis,  fragility  test,  coagulation  time, 
clot  retraction,  and  examination  of  the  stool 
for  occult  blood  often  give  further  aid  in  a 
final  evaluation.  With  these  laboratory  find- 
ings and  a careful  study  of  the  history  and 
physical  examination,  a cause  will  then  be 
generally  suggested.  A sternal  puncture  may 
clear  a difficult  diagnosis. 

The  causes  of  anemia  are  classified  by 
mechanism  due  to  ( 1 ) altered  production  due 
to  failure  or  abnormality  in  hemopoiesis;  (2) 
increased  destruction  due  to  excessive  intra- 
vascular (hemolytic)  blood  destruction  and  to 
extravascular  (hemorrhagic)  blood  loss;  and 
(3)  unknown  causes. 

Nutritional  factors  essential  for  erythropoi- 
esis  are  well  considered  with  the  anemias  due 
to  altered  production. 

lion — Iron  deficiency  produces  an  anemia 
in  which  the  red  cells  are  produced  in  suffi- 
cient number  but  which  are  deficient  in  hemo- 
globin. Figures  on  adequate  iron  require- 
ment vary,  15  mg.  daily  being  considered  aver- 
age. This  amount  generally  can  be  obtained 
from  the  average  mixed  dietary.  Rapid 
growth,  change  at  puberty,  the  menses,  and 
pregnancy  all  demand  more  iron.  Growing- 
children  utilize  from  5 to  10  mg.  daily  and 
frequently  fail  to  obtain  sufficient  dietary 
iron.  Clinically,  the  iron -responding  anemias 
are  seen  most  commonly  at  the  very  times  and 
in  the  same  conditions  that  the  iron  demands 
are  greatest. 

Copper — Copper  may  be  essential  in  hemo- 
globin formation,  but  if  so,  sufficient  amounts 
are  obtained  from  food  and  as  a contaminant 
of  iron  salts.  Earlier  clinical  studies  which 
tended  to  demonstrate  the  value  of  copper 
have  been  unconfirmed.  Recent  investigations 
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have  failed  to  substantiate  the '.value  of  copper 
in  the  treatment  of  either  the  nutritional 
anemia  of  children  or  the  hypochromic  ane- 
mias of  adults.  Workers  favoring  added  cop- 
per recommend  one  part  of  copper  to  25  to  50 
of  iron.  Other  minerals  have  never  been 
clearly  proven  necessary. 

Hemopoietic  Principle — The  work  of  Whip- 
ple, Minot,  Murphy,  and  Castle  has  clearly 
shown  that  the  hemopoietic  substance  present 
in  liver  is  produced  in  a normal  person  by  the 
interaction  of  an  extrinsic  factor  present  in 
food  and  an  intrinsic  factor,  thought  to  be  an 
enzyme  or  ferment,  present  in  the  gastro-in- 
testinal  tract.  Absence  or  diminution  of  this 
principle  does  not  permit  the  proper  matura- 
tion of  megaloblasts,  which  then  results  in  a 
macrocytic  anemia.  The  low  incidence  of 
macrocytic  anemia  following  total  gastrecto- 
my does  not  discredit  this  theory  as  evidence 
is  now  accumulating  to  show  intrinsic  princi- 
ple present  in  other  locations  in  the  body. 

Vitamins — Vitamin  C in  cases  of  scurvy 
and  nicotinic  acid  in  pellagra  have  been 
shown  to  specifically  increase  erythropoiesis 
in  these  vitamin  deficiency  diseases.  Vitamin 
C has  also  been  shown  in  some  instances  to  im- 
prove the  absorption  of  iron.  Vitamin  Iv  is 
specific  for  hypoprothrombinemia. 

The  most  outstanding  advance  in  recent 
years  has  been  the  introduction  of  folic  acid 
(L.  Casei  factor)  in  the  treatment  of  macrocy- 
tic anemias.  This  vitamin,  now  available  in 
synthetic  form  and  known  as  pteroylglutamic 
acid  has,  in  oral  doses  of  5 to  20  mg.  resulted 
in  dramatic  clinical  and  hematologic  response 
in  deficiency  syndromes  associated  with  ma- 
crocytosis.  It  does  not  affect  the  neurological 
complications  and  currently,  because  of  its  ex- 
pense, should  be  used  as  an  adjunct  therapy  to 
liver.  When  there  is  an  allergy  to  liver  ex- 
tract, since  this  is  generally  organ  rather  than 
a species  allergy,  folic  acid  offers  another 
means  of  therapy. 

Internal  Secretions — Thyroid  deficiency  is 
particularly  associated  with  an  anemia  that 
cannot  be  cured  solely  by  the  administration 
of  iron  or  the  hemopoietic  principle.  Addi- 
son's disease  and  multiglandular  involve- 
ments are  frequently  accompanied  with  an 
anemia. 

A deficiency  of  these  nutritional  factors  oc- 


curs (1)  with  faulty  intake  (2)  with  deficient 
digestion  (iron  is  assimilated  with  difficulty 
in  the  absence  of  HC1,  particularly  if  amounts 
are  small;  large  doses  do  not  appear  to  be  so 
influenced;  the  addition  of  HC1  in  therapy 
does  not  appear  to  increase  the  retention  of 
iron  with  either  high  or  normal  intake  of  iron ; 
the  hemopoietic  principle  is  only  elaborated 
when  the  gastro-intestinal  tract  contains  the 
intrinsic  factor)  ; (3)  with  intestinal  diseases, 
intestinal  hurry,  and  arteriosclerosis  where 
there  is  a marked  delay  in  absorption;  (4) 
with  liver  damage  and  resultant  failure  of 
storage  of  the  hemopoietic  principle;  (5)  with 
endocrine  deficiency. 

The  hemopoietic  system  fails  to  utilize  nutri- 
tional factors  when  it  is  itself  diseased  from 
sepsis,  invasion  of  tumorous  growths,  in  ar- 
teriosclerosis, and  when  damaged  by  poisons. 
These  facts,  frequently  explain  why  many 
supposedly  adequately  treated  cases  fail  to 
respond. 

Combining  all  these  factors  it  is  possible 
then  to  classify  the  anemias  by  cause  and 
morphology. 

ALTERED  PRODUCTION  DUE  TO  DEFICIENCY 


Disease 

Deficiency 

Morphology 

Pernicious  anemia 
Tropical  nutritional 
anemia 

Diphyllobothrium  la- 
tum infestation 
"Goat  milk  anemia” 

Hemopoietic 

principle 

Hyperchromic 

macrocytic 

Idiopathic  hypochro- 
mic anemia 
Chlorosis 

Nutritional  anemia  in 
infancy 

Iron 

Hypochromic 

macrocytic 

Anemias  of  pregnancy  (a)  iron 
Sprue  (b)  hemopoietic 

Idiopathic  steatorrhea  principle  or 

Gastric  carcinoma  both 

Gastro-intestinal 
operations 
Gastro-intestinal 
fistula 

Cirrhosis  of  liver  Failure  to  store 

Yellow  atrophy 

If  (a)  hypochromic 
normocytic  or 
microcytic 

If  (b)  hyperchromic 
macrocytic 

Faulty  diet 
Failure  of  absorption 

Proteins 

Hypochromic  nor- 
mocytic— rarely 

Myxedema 

Thyrotoxicosis 

Thyroxin 

microcytic 

Scurvy 

Vitamin  C 

Macrocytic  hyperchromic  anemias  occur 
where  there  is  some  deficiency  of  the  hemo- 
poietic principle.  Pernicious  anemia  is  the 
most  common  macrocytic  anemia  and  must  be 
considered  first  until  proven  otherwise.  It 
occurs  in  middle  life  and  is  due  to  a deficiency 
of  the  intrinsic  factor  in  the  gastro-intestinal 
tract.  The  anemia  varies  but  is  usually  se- 
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vere.  There  is  always  some  functional  abnor- 
mality of  the  gastro-intestinal  tract  with 
absence  of  free  hydrochloric  acid  following 
histamine.  In  most  cases  there  are  peripheral 
blood  changes  characterized  by  macrocytosis, 
high  hemoglobin  and  cell  volume,  and  normal 
unit  cell  hemoglobin  concentration.  Platelets 
are  often  low  and  there  may  be  a neutropenia 
with  a predominance  of  old  forms.  The  pres- 
ence of  hyperbilirubinemia  indicates  the  ex- 
tent of  hemolysis.  In  80  per  cent  of  the  cases 
there  is  some  degree  of  nervous  system  involve- 
ment. Therapeutically  there  is  a proportion- 
ate reticulocyte  response  to  specific  therapy. 

Tropical  nutritional  anemia  is  another  form, 
which,  however,  is  usually  only  seen  in  the 
tropics.  It  occurs  as  a result  of  absence  of  the 
extrinsic  factor  from  food.  Diphyllobothrium 
latum  (fish  tapeworm)  infestations  rarely 
cause  a macrocytic  anemia.  Goat  milk  anemia 
occurs  occasionally  and  is  from  a deficiency  of 
the  extrinsic  factor  in  the  milk. 

Hypochromic  microcytic  anemias  occur 
when  there  is  an  iron  deficiency.  Idiopathic 
hypochromic  (achlorhydric)  anemia  occurs  in 
middle  aged  women  as  a combination  of  fac- 
tors— food  intake,  achlorhydria,  and  chronic 
hemorrhage.  In  addition  to  the  classical  signs 
and  symptoms  of  anemia,  there  is  often  an 
atrophic  glossitis  usually  without  soreness,  di- 
gestive disorders,  spooning  of  the  nails,  pares- 
thesias, and  dry  inelastic  skin.  When  associa- 
ted with  web-like  processes  in  the  esophagus 
there  is  dysphagia  (the  Plummer -Vinson  syn- 
drome). The  blood  picture  is  characterized 
with  small  cells  insufficiently  stocked  with 
hemoglobin.  When  adequately  treated  with 
iron  there  is  frequently  a typical  reticulocyte 
rise  which  reaches  a maximum  in  about  10 
days,  particularly  in  those  patients  with  low 
hemoglobin. 

Chlorosis,  a disease  of  young  women,  is  al- 
most unheard  of  today  due  chiefly  to  the  fact 
that  more  accurate  studies  and  diagnoses  are 
made  today.  It  is  entirely  due  to  inadequate 
iron  intake.  Nutritional  anemias  of  infancy 
are  frequently  from  iron  deficiencies  due  to 
prematurity  or  failure  of  adequate  iron  intake. 

Other  deficiency  anemias  may  result  from 
insufficient  iron,  the  hemopoietic  principle, 
or  both.  The  morphology  varies  depending  on 
the  dominant  deficiency.  Anemias  of  preg- 


nancy result  from  dietetic  deficiencies,  disor- 
ders of  gastric  secretion  (often  temporary), 
deficient  absorption,  and  increased  demand  for 
iron.  Research  has  shown  that  patients  with 
deficient  vitamin  B in  their  diet  invariably 
developed  an  anemia  which  was  quite  charac- 
teristic of  macrocytic  anemia,  although  the 
gastric  acidity  remained  unchanged.  Brew- 
er’s yeast  or  liver  extract  produced  relief  from 
all  characteristic  changes.  Sprue  is  a chronic 
deficiency  disease  occurring  chiefly  in  the 
tropics  and  is  characterized  by  foamy  diarrhea 
and  symptoms  of  anemia.  The  deficiency  is 
probably  due  to  failure  of  absorption.  Idio- 
pathic steatorrhea  with  the  passage  of  stools 
containing  fat  occurs  with  and  without  diar- 
rhea. Malabsorption  in  this  disease  causes  a 
complexity  of  anemia  types.  Gastric  carci- 
noma and  gastric  lesions  may  cause  macrocytic 
anemias  but  this  type  rarely  occurs.  When 
present  they  are  characterized  by  not  being 
so  symptomless  as  in  pernicious  anemia.  Ex- 
tensive liver  disease  as  is  seen  in  cirrhosis  and 
yellow  atrophy  occasionally  causes  an  anemia 
because  of  deficient  storage. 

Hypochromic  normocytic  and  rarely  micro- 
cytic anemias  are  seen  with  faulty  diets  and 
when  there  is  failure  of  absorption.  In  each 
case  a deficiency  of  protein  is  chiefly  respon- 
sible. Scurvy  and  abnormal  function  of  the 
thyroid  gland  with  thyrotoxicosis  also  fall  in 
this  group.  It  is  frequently  the  story  that 
when  other  measures  have  failed  a basal  meta- 
bolic rate  will  offer  the  key  to  proper  therapy. 

ALTERED  PRODUCTION  DUE  TO  TOXICITY 
Disease  Toxicity  Morphology 

Syphilis 

Acute  & chronic  Marrow  unable  Hypochromic, 

infections  to  utilize  hema-  normocytic,  or 

tinics  microcytic 

Chemical  poisons 
Nephritis 
Roentgen  ray  & 

radium 

Von  Jaksch’s  anemia 
Splenic  anemia 

When  the  marrow  is  unable  to  utilize  hema- 
tinics  as  in  syphilis,  acute  and  chronic  infec- 
tions including  rheumatic  fever,  streptococcic 
infections,  etc. ; chemical  poisons  such  as  lead, 
arsenic,  mercury,  and  iodine;  nephritis;  roent- 
gen-ray and  radioactive  substances;  anemia 
pseudolukemica  infantum ( Von  Jaksch’s  ane- 
mia with  splenomegaly,  hepatomegalia,  anemia 
of  the  erythroblastic  type,  and  leukocytosis 
with  immature  cells  in  young  children)  ; and 
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splenic  anemia,  a hypochromic  anemia  is 
usually  produced. 


ALTERED  PRODUCTION  DUE  TO  MARROW 
DISTURBANCE 

• Myelophthisic  Anemias) 


Disease 

Cause 

Morphology 

Leukemia 

Mechanical  ? 

Hypochromic 

normocytic 

Osteosclerosis 

Unknown 

Neoplasms  of  marrow 

May  be  dis- 

In  leukemia 

Gaucher’s  Disease 

turbed 

may  be  hyper- 

Hodgkin’s  Disease 

metabolism 

chromic  macro- 

Erythroleukemia 

cytic 

Osgood  has  shown  with  marrow  cultures 
that  part  of  this  type  of  anemia  may  be  due 
to  phagocytosis  of  erythrocytes.  Marrow  re- 
placement and  disturbed  metabolism  may  also 
play  a part.  Malignant  tumors,  contrary  to 
popualr  opinion,  usually  do  not  result  in  an 
anemia  unless  they  bleed,  invade  the  marrow, 
or  become  infected.  Included  in  this  group 
are  the  leukemias,  osteosclerosis  (Albers- 
Sehonberg  disease  in  its  earlier  stages),  neo- 
plasma of  the  marrow,  osteomyelitis,  xantho- 
matosis (Hand-Sehuller-Christian  disease), 
Gaucher's  disease,  Niemann-Pick’s  disease, 
Hodgkin’s  disease,  and  erythroleukemia  (poly- 
cythemia terminating  in  leukemia).  These 
diseases  generally  cause  a hypochromic  nor- 
mocytic  anemia,  although  occasionally  in  leu- 
kemia a macrocytic  anemia  occurs. 


ALTERED  PRODUCTION  DUE  TO  MARROW 
EXHAUSTION 

i Hypoplastic-Aplastic  Type) 


Disease 

Cause 

Morphology 

Primary  aplastic 

Unknown 

Normochromic 

normocytic 

Secondary  aplastic 

Multiple  poi- 

sons,  blood 

Normochromic 

loss,  roentgen 
ray,  etc. 

normocytic 

Aplastic  anemias  from  unknown  causes  or 
secondary  to  bone  marrow  poisons  such  as 
benzol,  arsenic,  roentgen  ray,  radium,  over- 
whelming infections,  and  more  recently  asso- 
ciated with  tridione,  trinitrotoluol,  atabrine, 
stovarsol,  and  estradiol  benzoate  have  current- 
ly seemingly  been  more  common  than  expect- 
ed. Many  cases  occur  as  pancytopenias,  while 
a few  appear  more  selective  and  do  not  show 
an  over  all  failure  of  marrow  due  to  matura- 
tion arrest  or  aplasia.  • 


INCREASED  DESTRUCTION  DUE  TO  HEMORRHAGE 


Disease 

Cause 

Acute 

Morphology 

Traumatic 

Thrombocytopenic 

purpura 

Hemophilia 

Hypoprothrombin- 

emia 

Pseudohemophilia 
Acute  leukemia 

Injury 
Decrease  in 
platelets 
Increase  in  anti- 
thromboplastin? 
Vitamin  K 
metabolism 
Hereditary 

Hypochromic 

normocytic 

Chloroma 

Myelophthsic 

Chronic 

Hookworm,  etc. 

Injury 

Low  mean  corpus- 
cular hemoglobin 
concentration 
Hypochromic  nor- 
mocytic 

These  extravascular  anemias  should  be 
properly  classified  to  facilitate  therapy.  Here 
the  failure  of  clot  retraction  suggests  deficient 
platelets  and  a prolonged  coagulation  time,  a 
hemophilia.  In  recent  years  the  utilization 
of  the  prothrombin  time  has  further  classified 
anemias  arising  from  a hypoprothrombinemia 
including  obstructive  jaundice,  hepatitis, 
chronic  diarrhea,  pregnancy,  dietary  deficien- 
cies, and  hemorrhagic  disease  of  newborn. 


INCREASED  DESTRUCTION  DUE  TO  HEMOLYSIS 


Disease 

Cause 

Morphology 

Hemolytic  jaundice 
Sickle  cell  anemia 
Favism 

Paroxysmal  hemo- 
blobinuria 

Paroxysmal  nocturnal 
hemoglobinuria 

Hereditary 

Syphilitic 
Altered  pH 

Hypochromic 

normocytic 

Malaria 
Oroya  fever 
Gas  bacillus 
Streptottic  sepsis 
Leishmania  infantum 

Infection 

Hypochromic 

normocytic 

Lederer’s  anemia 
Incompatible  blood 
Erythroblastic  anemia 
Poisons:  Snake  venom, 
saponin,  phenyl- 
hydrazine,  burns, 
sulfanilamide,  ni- 
trites, sulfapyridine, 
potassium  chlorate, 
etc. 

Unknown 

Agglutination 

Rh 

Toxic 

Hypochromic 

normocytic 

These  anemias  consist  of  a group  in  which 
the  essential  pathologic  process  is  an  exces- 
sive intravascular  destruction  of  red  cor- 
puscles. Recent  work  has  enlarged  the  heredi- 
tary group  to  include  the  spheroeyte,  target- 
oval  (Mediterranean)  and  target-sickle  (sickle 
cell)  types.  The  acquired  types  consists  of 
those  resulting  from  infection,  chemicals,  tox- 
ins, hemolysins  or  parasites.  Paroxysmal  noc- 
turnal hemoglobinuria  is  a curious  disease  re- 
sulting from  a change  of  serum  pH  during  the 
night  due  to  lower  Co.,  excretion.  Erythro- 
blastic anemia  of  newborn  and  incompatible 
blood  anemias  result  from  hemolytic  antibod- 
ies which  are  foreign  to  the  patient. 
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Treatment 

In  treating  anemias  regardless  of  type  the 
underlying  cause  must  be  corrected  to  insure 
adequate  results  from  any  specific  therapy. 

Macrocytic  anemias  are  specifically  bene- 
fited with  adequate  liver  therapy.  In  emer- 
gencies, transfusions  are  needed  and  iron 
must  be  administered  when  there  is  an  asso- 
ciated iron  deficiency.  Hydrochloric  acid  is  a 
good  stomachic  and  is  sometimes  of  value  in 
the  later  stages  of  treatment  where  there  is 
dyspepsia,  vomiting  and  diarrhea.  The  dosage 
of  liver  is  “ enough  for  the  given  case.”  The 
initial  dose  should  be  the  equivalent  of  30 
U.S.P.  units  intramuscularly  daily  until  the 
reticulocyte  peak  is  reached  (7-10  days).  The 
dosage  may  then  be  reduced  to  three  times  a 
week  until  the  hemoglobin  and  red  count  are 
normal,  and  when  a maintenance  level  is  es- 
tablished. Infection,  arteriosclerosis,  and  neu- 
rologic involvements  frequently  require  more 
intensive  treatment.  All  preliminary  treat- 
ment should  be  intramuscular,  a form  that 
has  generally  proven  most  economical  and 
efficacious.  Maintenance  therapy  with  less 
concentrated  liver  extract  is  advantageous. 

When  an  individual  is  found  allergic  to 
liver  extract  one  may  change  the  brand,  al- 
though frequently  the  allergy  persists  sug- 
gesting organ  rather  than  species  sensitivity. 
Utilization  of  folic  acid  therapy  has  offered  a 
new  solution  to  this  whole  problem  of  sensi- 
tivity. In  general  folic  acid  therapy  given 
orally  in  5-20  mg.  doses  should  complement 
liver  therapy,  rather  than  replace  it.  Some 
reports  indicate  the  combined  treatment  as 
superior  but  the  cost  of  folic  acid  does  not 
justify  its  routine  use  at  present. 

Hypochromic  microcytic  anemias  are  treat- 
ed with  iron  and  transfusions.  These,  to- 
gether with  an  elimination  of  the  underlying 
cause  are  the  only  effective  measure  of  ther- 
apy. The  use  of  a bewildering  number  of 
compounds,  frequently  containing  but  traces 
of  iron,  seldom  does  more  than  increase  the 
cost  of  therapy.  Ferrous  sulphate  for  adults 
and  elixir  ferrous  sulphate  or  saccharated  fer- 
ous  carbonate  for  children  offers  the  most  effi- 
cient measures  to  combat  iron  deficiency.  Ade- 
quate therapy  in  a severe  anemia  will  produce 
a reticulocyte  response  not  unlike  that  seen 
with  liver  in  macrocytic  deficiency  states. 


Vitamin  C and  thyroid  are  indicated  if  there 
is  a specific  want  and  often  explain  the  reason 
1'or  a refractory  anemia. 

Discussion 

Dr.  Douglas  M.  Gay  (Wilmington):  To 

one  interested  especially  in  pathological  anat- 
omy, the  blood  and  bone  marrow  are  best 
thought  of  as  a tissue,  differing  in  general 
character  from  other  tissues  only  in  that  it  ex- 
ists in  a fluid  phase.  Like  other  tissues  the 
anatomical  structure  is  best  studied  by  micro- 
scopic examination.  Blood  is  unique  in  the 
ease  with  which  biopsy  is  accomplished.  Suit- 
able material  is  obtained  simply  by  punctur- 
ing any  portion  of  the  body.  The  bone  mar- 
row, on  the  other  hand,  presents  a difficulty 
not  inherent  in  tissues  approachable  by  direct 
vision  and  biopsy  material  is  subject  to  the 
possibility  of  not  being  representative.  Like 
aspiration  biopsy  of  the  breast,  lymph  nodes, 
etc.,  success  of  bone  marrow  biopsy  depends 
equally  on  the  skill  of  the  operator  and  the 
experience  of  the  pathologist. 

The  blood  and  bone  marrow,  unlike  other 
tissues,  more  often  than  not  reflect  in  a gen- 
eral way  pathologic  change  in  other  systems  of 
the  body.  One  must,  therefore,  use  the  blood 
and  marrow  examinations  as  integral  building 
blocks  which  may  be  fitted  to  the  history  and 
physical  examination  to  create  a mosaic  in 
which  the  clinician  may  recognize  the  picture 
of  a disease  entity  or  a deficiency. 

One  encounters  difficulty  in  attempting  to 
classify  the  diseases  characterized  by  anemia. 
The  classification  may  be  based,  first,  on  the 
fundamental  conception  of  deficient  produc- 
tion of  red  cells,  excessive  blood  loss  or  exces- 
sive blood  destruction;  second,  on  the  patho- 
logical appearance  of  the  blood,  exhibited  by 
changes  in  size,  shape  and  hemoglobin  content 
of  the  red  cells ; or,  third,  on  the  etiology. 

Dr.  Howard  has  discussed  the  problem  from 
all  of  these  viewpoints  and  has  made  the  very 
practical  point  that  once  the  cause  of  an  ane- 
mia is  found,  treatment  can  usually  be  help- 
ful. 

Dr.  Charles  Levy  (Wilmington)  : I had 
hoped  I might  have  something  to  add,  or  at 
least  have  had  something  to  say  in  this  dis- 
cussion of  anemias,  but  I feel  we  all  agree 
that  Dr.  Howard  has  given  an  all-inclusive, 
excellent  paper  on  the  anemias. 
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Most  of  us  can  remember  years  ago  the  orig- 
inal classification  of  the  primary  and  second- 
ary types.  Then  other  types  of  classification 
came  about,  and  I think  one  recent  one  by 
ITottenberg  classifies  the  anemias  first  on  the 
deficiencies,  including  iron  and  antipernicious 
anemia  principle ; secondly,  the  injury  to 
bloodmaking  organs,  including  the  toxic  fac- 
tors of  roentgen  ray  and  radium,  the  marrow 
displacement  in  leukemia  and  Gaucher's  dis- 
ease, which  is  as  you  know  a disturbance  in 
the  lymphoid  metabolism ; and  thirdly,  in  the 
general  classification  of  Hottenberg  we  have 
the  themolsis. 

This  classification  that  Dr.  Howard  brought 
out  I feel  is  probably  the  best,  because  we 
have  here  as  the  basis  the  size  and  the  hemo- 
globin content  of  the  red  corpuscles.  As  a 
matter  of  fact,  it  is  much  better  for  the  clini- 
cian because  of  the  ease  in  treatment,  the 
hyperchromatic  macrocytic  types  being  treat- 
ed with  the  antianemia  principle,  and  the 
hypochromatic  microcytic  type  being  treated 
with  the  deficiency  factors  noted,  especially 
iron. 

fc 

I feel  that  the  most  recent  addition  to  the 
medical  armamentarium  in  the  treatment  of 
anemias  has  been  the  synthesis  of  folic  acid. 
It  took  fourteen  years  of  research  by  various 
investigators  to  isolate  and  then  to  synthesize 
this  substance.  The  nutritional  factor  of  bac- 
teria, the  vitamin  LC,  and  finally  the  vitamin 
M used  in  investigation  with  monkeys,  all 
these  factors  seem  to  have  the  same  physiolog- 
ical effect  as  this  new  folic  acid  which  has  now 
been  synthesized  and  is  known  as  the  pteroylg- 
lutamic  acid. 

I want  to  add  here  that  I see  no  reason  for 
many  of  the  new  preparations  on  the  market 
which  give  us  a group  prescription,  you  might 
say.  We  all  know  that  iron  is  not  the  defi- 
ciency in  the  anti-pernicious  anemia  disease 
factors.  We  also  know  that  folic  acid  is  not 
necessary  in  your  hypochromatic  types,  so  my 
plea  here  is  to  be  more  specific  in  your  tlier- 
apy. 

As  a final  note,  I will  say  first  that  we  must 
determine  the  type  of  anemia,  is  it  the  macro- 
cytic, is  it  the  normaeytic,  or  is  it  the  micro- 
cytic hypochromatic ; and  secondly,  we  must 
determine  the  cause  of  the  anemia,  and  we  had 
a good  illustration  on  the  chart  of  the  various 


causes.  Every  anemia  has  a cause,  and  only 
when  the  mechanism  of  the  cause  is  recognized 
can  proper  therapy  be  instituted. 


PATENT  DUCTUS  ARTERIOSUS: 
REPORT  OF  A CASE  WITH 
SURGICAL  CARE 

James  F.  Flanders,  M.  D.,** 

J.  Richard  Durham,  M.  D.,*** 
Wilmington,  Del. 

Patent  ductus  arteriosus  is  a congenital 
cardiovascular  defect  which  arises  from  the 
sixth  left  primitive  aortic  arch.  During  fetal 
life  it  serves  as  a passageway  for  blood  leav- 
ing the  pulmonary  artery  and  flowing  to  the 
aorta  where  it  passes  on  to  the  placenta  for 
oxygenation.  During  the  first  week  of  life  the 
ductus  arteriosus  normally  loses  its  function 
and  disappears  as  venous  blood  then  flows  to 
the  lungs  to  be  oxygenated.  The  mechanism 
by  which  this  duct  fails  to  close  is  believed  to 
result  from  anoxemia  of  the  vessel,  which 
causes  a progressive  ischemic  degeneration 
similar  to  the  fundamental  changes  in  arterio- 
sclerosis elsewhere  in  the  body1.  The  pres- 
sure in  the  aorta  being  greater  than  that  in  the 
pulmonary  artery  results  in  an  arteriovenous 
shunt  and,  for  this  reason,  cyanosis  does  not 
occur  in  an  uncomplicated  patent  ductus 
arteriosus. 

Because  this  condition  is  now  amenable  to 
surgery,  accurate  diagnosis  is  necessary.  It  is 
a fairly  common  defect  and,  according  to 
Burch  and  Reaser2,  constitutes  about  24  per 
cent  of  all  congenital  cardiac  anomalies.  Pat- 
ent ductus  arteriosus  occurs  about  twice  as 
frequently  in  females  as  in  males. 

.Since  Gross  and  Hubbard  reported  the  first 
successful  ligation  of  a patent  ductus  arterio- 
sus in  19393,  the  operation  for  this  congenital 
vascular  anomaly  has  now  been  performed  in 
hundreds  of  cases,  and  its  value  well  estab- 
lished. Because  recanalization  occurs  in  ap- 
proximately 10  per  cent  of  eases  following  li- 
gation, some  surgeons  have  advocated  cutting 
the  ductus  when  possible  and  carefully  sutur- 
ing the  cut  ends. 

According  to  Levine4,  the  pui’poses  of  the 
operation  are : to  prevent  the  subsequent  de- 
velopment of  bacterial  endocarditis,  which 
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complicates  from  25  to  40  per  cent  of  cases  of 
patent  ductus  arteriosus,  to  prevent  the  retar- 
dation of  mental  and  physical  development, 
and  to  improve  the  circulatory  efficiency  when 
evidence  of  cardiac  insufficiency  exists. 

With  greater  experience  in  cardiac  surgery 
among  thoracic  surgeons  and  with  expert  an- 
esthesia the  mortality  rate  in  the  surgical 
treatment  of  patent  ductus  arteriosus  has  been 
reduced  by  almost  50  per  cent.  In  one  report5, 
among  343  uninfected  patients  who  had  a liga- 
tion of  the  patent  ductus,  the  mortality  rate 
was  4.9  per  cent:  and  among  88  patients  who 
had  infected  ducts,  it  was  28.4  per  cent.  This 
was  compared  to  a previous  report  in  1942,  in 
which  the  mortality  rate  in  the  uninfected 
cases  was  8.5  per  cent,  and  the  rate  in  the  in- 
fected cases  was  50  per  cent. 

According  to  Levine  and  Geremia6  the 
classical  “machinery  murmur”  in  the  pulmon- 
ary area  is  fairly  characteristic  of  patent  duc- 
tus arteriosus;  however,  the  murmur  heard  in 
this  condition  may  have  no  machinery  quality. 
Generally  the  murmur  is  continuous  and  its 
systolic  component  is  crescendo  and  the  dias- 
tolic component  decrescendo,  and  in  no  in- 
stance is  the  diastolic  component  reported  as 
louder  than  the  systolic.  Usually  an  apical 
systolic  murmur  is  heard  on  auscultation. 

Postoperatively,  a slight  pulmonic  systolic 
murmur  may  persist  for  as  long  as  fifteen 
months  and  is  not  to  be  considered  as  evidence 
of  recanalization.  The  persistence  of  basal 
systolic  and  diastolic  murmurs  may  indicate 
recanalization  of  the  duct,  the  presence  of  sub- 
acute bacterial  endocarditis  of  the  aortic- 
valve,  or  other  congenital  abnormality. 

A palpable  thrill  is  usually  present  which  is 
always  systolic  and  may  be  continuous 
throughout  the  cardiac  cycle.  It  is  generally 
best  felt  in  the  second  left  intercostal  space, 
but  may  be  palpable  over  most  of  the  preeor- 
dium  in  thin-chested  individuals. 

The  blood  pressure  usually  reveals  a wide 
pulse  pressure  proportional  to  the  duct  size, 
with  an  elevated  systolic  pressure  and  a rela- 
tively low  diastolic  pressure. 

The  electrocardiogram  is  not  characteristic, 
is  usually  normal  but  may  reveal  either  left  or 
right  axis  deviation.  Large  biphasic  QRS 
complexes  have  been  reported. 


Case  Report 

The  following  case  is  typical  of  patent  duc- 
tus arteriosus,  with  surgical  cure. 

M.  L.,  a four  year  old  colored  female,  was 
sent  to  the  Cardiac  Clinic  of  the  Delaware 
Hospital  2/17/48  for  study  after  a cardiac 
murmur  was  heard  at  a “Well  Baby”  Clinic. 
The  patient  had  no  complaints. 

The  history  obtained  from  the  father  reveal- 
ed that  the  child’s  birth  was  spontaneous  fol- 
lowing an  uncomplicated  pregnancy.  At  birth 
the  infant  appeared  normal  and  weighed  7 
pounds  4 ounces.  Feeding,  growth,  and  de- 
velopment followed  a normal  pattern  and  the 
child  has  never  been  ill  except  for  an  “occas- 
ional cold.”  It  was  stated,  however,  that  the 
patient  voluntarily  restricted  her  activity  as 
she  appeared  to  become  fatigued  easily.  The 
mother  did  not  have  measles  during  pregnancy 
and  at  no  time  since  birth  has  the  patient  been 
cyanotic. 

The  physical  examination  revealed  a non- 
c-yanotic  colored  female  child  weighing  37 
pounds,  height  40^2  inches,  blood  pressure 
115/64,  temperature  99°F.,  and  pulse  84  per 
minute.  The  patient  did  not  appear  ill. 

The  significant  physical  findings  were  con- 
fined to  the  chest,  where  a heaving  cardiac 
apex  impulse  was  noted  on  inspection.  On  pal- 
pation a prominent  thrill  was  in  evidence 
throughout  the  cardiac  cycle  and  over  the 
whole  precordium,  best  felt  in  the  third  left 
intercostal  space  just  to  the  left  of  the  sternum. 
On  auscultation  a classical  machinery  mur- 
mur with  a grade  IV  systolic  component  was 
heard  over  the  whole  precordium,  loudest  in 
the  third  left  intercostal  space,  and  obscuring 
the  heart  sounds  in  other  areas.  This  same 
murmur  was  heard  in  the  intercapsular  area 
with  diminished  intensity.  On  percussion 
there  was  moderate  cardiac  enlargement  to  the 
left.  The  lungs  were  clear  to  auscultation  and 
percussion.  The  remainder  of  the  physical  ex- 
amination was  not  contributory. 

Fluroscopy  revealed  moderate  cardiac  en- 
largement to  the  left,  prominence  of  the  pulmo- 
nary artery,  and  a “hilar  dance.” 

The  X-ray  (Fig.  1)  revealed  marked  bulg- 
ing of  the  pulmonary  artery,  with  increased 
vascular  markings  in  both  hilar  regions.  The 
cardio-thoracic  ratio  was  10.6/17.5  cm. 
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Fig.  ].  Pre-opsrative  chest  x-ray  2/18/48.  Note 
fulness  in  region  of  pulmonary  artery  and  hilar  con- 
gestion. CT  ratio  10.6/17.5 

The  electrocardiograph  (Fig.  2)  showed  a 
prominent  S-I  with  a tendency  to  biphasic 
complexes  in  all  limb  leads. 

The  remainder  of  the  laboratory  studies 
were  within  normal  limits  except  for  a moder- 
ate anemia. 

The  patient  was  felt  to  be  a suitable  candi- 
date for  cardiac  surgery  and  was  admitted  to 


Fig.  2.  Post-operative  chest  x-ray  5/25/48.  Note 
decrease  in  pulmonary  artery  region  and  lessening  of 
hilar  vascularity  CT  ratio  9.5/17.5 

the  University  of  Pennsylvania  Hospital, 
April  12,  1948  with  a diagnosis  of  patent  duc- 
tus arteriosis,  which  was  obliterated  April  IS, 
1948,  and  the  patient  discharged  May  2,  1948. 

On  May  11,  1948  she  was  again  seen  in  the 
Cardiac  Clinic  of  the  Delaware  Hospital  at 
which  time  physical  examination  revealed  a 


pulse  pressure  of  30  mm.  Ilg.  as  compared  to  a 
pulse  pressure  of  50  mm.  Hg.  prior  to  surgery ; 
the  cardiac  thrill  and  machinery  murmur  had 
completely  disappeared.  No  cardiac  murmurs 
were  heard  on  auscultation. 

Postoperative  x-ray. of  chest  (Fig.  3)  showed 
a considerable  decrease  in  heart  size,  with  a 
cardio-thoracic  ratio  of  9.5/17.5  cm.  There 
is  less  hilar  congestion. 


Fig.  3.  Pre-operative  EKG  2/19/48.  Note  biphasic 
QRS  complexes  in  limb  leads. 

Postoperative  electrocardiograph  (Fig.  4) 
revealed  a decrease  in  the  amplitude  of  the  bi- 
phasic QRS  complexes  in  the  limb  leads  with 
no  specific  T wave  changes.  Since  only  a few 
weeks  have  elapsed  since  surgery,  further 
changes  are  expected  both  in  the  electrocardio- 
graphic and  roentgen  studies. 

According  to  the  parents,  the  child  has  been 
much  more  active  since  the  operation  and  her 
exercise  tolerance  has  increased  greatly.  The 
patient  is  asymptomatic. 

Summary:  That  all  cases  of  patent  ductus 
arteriosus  should  be  treated  surgically  is  a 
moot  question  at  the  present  time. 

Many  thoracic  surgeons  believe  that  all 
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Fig.  4.  Post-operative  EKG,  5/13/48.  Note  de- 
crease in  biphasic  character  of  QRS  complexes  in 
limb  leads.  T wave  changes  non-specific  and  prob- 
ably transient  in  nature. 


“ducts”  should  be  ligated  (or  sectioned)  re- 
gardless of  cardiac  embarrassment  or  stunted 
growth. 

Certainly  there  is  no  argument  concerning 
the  necessity  of  surgical  treatment  in  infected 
ducts,  stunted  growth  or  cardio-circulatorv 
embarrassment  of  any  degree. 

In  the  presence  of  small  asymptomatic  pat- 
ent ducts  accidentally  encountered  in  young 
adults  (or  older),  we  believe  present  operative 
mortality  probably  outweighs  the  chance  of 
complication.  There  may  occasionally  be  an 
exception  to  this  general  rule. 
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THE  CLOTTING  MECHANISM: 

Its  Clinical  Application 

Halve y E.  Marx,  M.D.,  Ralph  M.  Weaver, 

M.D.,*  Allston  Morris,  M.D.,  and  James 
Flanders,  M.  D.,  ** 

Wilmington,  Del. 

The  phenomenon!  of  blood  clotting  was  first 
reported  by  Malpighi  in  1666,  when  he  observ- 
ed a mass  of  white  strands  remaining  after  a 
blood  clot  had  been  washed.  The  mechanism 
was  studied  through  the  intervening  years 
until  1904  when  Morawitz,  Fuld  and  Spiro 
successfully  combined  the  previous  knowledge 
and  gave  us  the  working  formula  for  coagula- 
tion which  has  been  in  use  ever  since. 

I.  Prothrombin-fCa-f-Thromboplas- 
tin= Thrombin 

II.  Fibrinogen -(- Thrombin = Fibrin 

Numerous  hypotheses  have  been  advanced  to 
replace  this  simple  formula  on  the  basis  of 
electrical  charges  and  colloidal  chemistry. 
However,  this  classical  formula  has  never  been 
disproven  and  like  Ehrlich’s  theory  of  anti- 
body formation  it  gives  us  a working  basis  on 
which  to  begin  in  our  reasoning  in  the  study 
of  the  clotting  mechanism  and  its  disorders.  As 
noted,  there  are  several  factors  at  work  in  the 
equation  which  will  be  discussed  separately. 
We  shall  begin  with  the  second  formula  first. 
Fibrin  is  formed  almost  exclusively  from  fi- 
brinogen, which  is  a protein  of  the  plasma  and 
is  produced  in  the  liver.  Fibrinogen  has  a mole- 
cular size  which  is  slightly  larger  than  albumin 
and  a normal  value  of  200  - 600  mg%.  In  the 
formation  of  fibrin  the  action  of  the  thrombin 
is  probably  enzymatic,  with  fibrinogen  a 
rather  passive  partner  in  the  mechanism. 
Eagle  has  shown  that  a purified  preparation 
of  thrombin  can  coagulate  over  200  times  its 
own  weight  of  fibrinogen.  Snake  venom, 
which  has  a thrombin-like  activity  can  coagu- 
late over  60,000  times  its  own  weight  of  fibrin- 
ogen. Fibrinogen  is  a colloidal  solution  which  is 
changed  by  the  enzyme  action  of  thrombin  to  a 
gel  which  microscopically  shows  a crystalline- 
like structure.  Except  in  the  very  rare  ab- 
sence of  fibrinogen  there  is  no  disorder  of  clot- 
ting which  can  be  attributed  to  deficiency  of 
fibrinogen. 

Thrombin  is  formed  by  the  union  of  pro- 
thrombin, calcium,  and  thromboplastin.  Pro- 
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thrombin  is  a protein  formed  in  the  liver  and 
is  the  actual  precursor  of  thrombin.  A fixed 
amount  of  prothrombin  yields  a constant 
amount  of  thrombin  irrespective  of  an  excess 
of  platelets  (thromboplastin)  or  calcium.  Vit- 
amin K,  the  anti-hemorrhagic  vitamin,  is  con- 
sidered to  be  necessary  for  the  formation  of 
prothrombin.  Vitamin  K is  thought  to  be 
formed  in  the  intestines  by  the  action  of  bac- 
teria on  its  precursor  and  is  absorbed  only  in 
the  presence  of  bile  salts. 

Calcium  is  present  in  the  blood  in  two  forms, 
free  and  bound  or  ionized  and  non-ionized. 
Most  of  the  non-ionized  calcium  is  bound  to  the 
serum  protein.  Since  the  discovery  in  1890  that 
the  removal  of  calcium  will  prevent  the  clot- 
ting of  the  blood  and  that  recalcification  will 
restore  normal  clotting,  the  indispensibility  of 
calcium  in  the  clotting  mechanism  has  been  un- 
questioned. Three  times  the  amount  of  oxalate 
necessary  to  remove  the  ionized  calcium  must 
be  added  to  prevent  clotting.  This  is  because 
as  ionized  calcium  is  removed,  more  and  more 
of  the  bound  calcium  is  ionized.  It  has  been 
postulated  that  active  prothrombin  exists  in 
a prothrombin  calcium  union,  and  removal  of 
the  calcium  from  the  complex  inactivates  it. 

In  addition  to  calcium,  thromboplastin  is 
necessary  for  the  activation  of  prothrombin. 
Thromboplastin  is  found  in  platelets  and 
various  tissue  extracts.  There  are  two 
schools  of  thought  on  the  mechanism 
of  the  activation  of  prothrombin  by 
thromboplastin.  One  is  that  the  action  is 
enzymatic,  and  the  other  is  that  it  is  chemical. 
There  are  experiments  to  support  each  theory 
and  just  what  the  subtle  mechanism  is  makes 
little  difference  for  practical  purposes.  Throm- 
boplastin, in  the  clotting  mechanism,  is  large- 
ly derived  from  the  platelets.  The  platelets 
are  formed  from  cells  in  the  bone  marrow  call- 
ed megakaryocytes  and  number  about  250,000 
per  cu.  mm.  In  addition  to  supplying  thrombo- 
plastin the  platelets  have  several  other  vital 
functions  which  are  necessary  to  hemostasis. 
It  must  be  noted  that  there  is  a difference  be- 
tween physiologic  hemostatic  clot  and  a clot 
made  in  the  test  tube  by  adding  the  various 
factors  in  our  formula  in  the  pure  state.  First, 
the  test  tube  clot  will  not  adhere  to  the  side 
of  the  tube  and  secondly  it  will  not  retract. 
These  phenomena  are  vital  to  hemostasis  and 


are  functions  of  the  platelets  in  addition  to 
supplying  thromboplastins.  Thus  the  plate- 
let has  at  least  three  functions : the  adhesive 
or  gluing  effect,  the  supply  of  thromboplastin, 
and  clot  retraction.  Platelets  adhere  to  each 
other  and  with  rough  or  foreign  surfaces,  thus 
they  glue  the  clot  to  the  vessel  wall.  Some  of 
the  platelets  swell  and  burst  and  tiny  spherules 
are  emitted.  A strand  of  fibrin  has  been  ob- 
served following  the  path  of  these  tiny  parti- 
cles. This  is  due  to  the  release  of  thrombo- 
plastin. When  coagulated  blood  is  allowed  to 
stand  the  clot  contracts  and  squeezes  out  ser- 
um. This  occurs  in  about  18  hours  and  is  re- 
ferred to  as  normal  clot  retraction.  In  most 
cases  clot  retraction  is  proportional  to  the 
number  of  platelets.  This  clot  retraction  is  of 
great  importance  in  the  sealing  of  the  cut  ves- 
sel. This  property  is  due  to  the  attachment 
of  platelets  to  the  various  fibrin  strands  caus- 
ing kinking  and  bending  in  them  and  retrac- 
tion of  the  clot,  and  pulling  together  of  the 
vessel  walls.  Vessel  spasm  also  is  of  great 
importance  in  hemostasis.  It  is  wTell  known 
that  when  vessels  are  injured  or  cut,  they  re- 
tract and  contract.  Extracts  of  platelets  and 
fresh  serum  cause  constriction  of  vessels  in 
vivo  and  in  vitro.  However,  in  individuals 
with  a deficiency  of  platelets  this  retraction 
does  not  take  place.  It  may  be  postulated  then 
that  platelets  are  responsible  for  vaso-constric- 
tion.  There  is  evidence  that  the  active  princi- 
ple is  histamine.  However,  the  experimental 
evidence  is  not  clear  cut  as  to  the  exact  mech- 
anism. 

The  role  of  capillary  dysfunction  is  fre- 
quently incorrectly  associated  with  abnormal- 
ities in  the  clotting  mechanism.  In  some  forms 
of  purpura  it  is  true  that  there  is  often  an  ad- 
ditional defect  in  capillary  fragility,  but  it  is 
important  to  understand  that  this  is  unrelated 
to  the  clotting  mechanism.  The  fundamental 
defect  seems  to  be  a weakness  of  the  capillary 
wall,  or  intracellular  cement  substance  which 
allows  escape  of  either  whole  blood  or  serum 
into  the  tissues.  Several  theories  have  been 
suggested  to  account  for  this  abnormal  weak- 
ness and  histamine,  bacterial  toxin,  Vitamin  C 
deficiency  and  neurologic  disorders  have  been 
blamed.  However,  the  issue  is  still  clouded 
and  a combination  of  factors  may  be  respon- 
sible. 
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Analytical  Tests  of  Hemostatic  Function 

In  determining  the  analytical  values  of  the 
factors  involved  in  the  clotting-  mechanism, 
five  laboratory  tests  are  commonly  used.  They 
are,  bleeding  time,  coagulation  time,  clot  re- 
traction, prothrombin  time,  and  platelet  count. 

Bleeding  time  is  defined  as  the  duration  of 
bleeding  from  a small  skin  cut.  It  is  primarily 
a measure  of  capillary  response  to  injury  as 
the  most  important  factor  in  the  spontaneous 
stoppage  of  bleeding  from  a small  cut  is  the 
constriction  of  the  capillaries. 

In  Duke’s  method  for  determination  of 
bleeding  time  a cut  2 to  3 mm.  deep  is  made  in 
the  lobe  of  the  ear  or  finger  and  the  blood  clot- 
ted by  filter  paper  every  30  seconds  until  no 
more  drops  appear.  The  normal  value  is  2 to  4 
min.  In  the  Ivy  method  the  same  procedure 
is  done  on  the  forearm  while  a blood  pressure 
cuff  on  the  upper  arm  is  inflated  to  40  mm. 
Hg.  The  normal  value  is  2 to  6 minutes. 

Coagulation  time,  or  clotting  time,  measures 
the  clotting  of  blood  in  the  absence  of  tissue 
factors.  It  is  not  a specific  test  for  it  fails  to 
distinguish  between  the  various  factors  which 
may  alter  the  coagulation  time.  A delayed 
coagulation  time  may  be  the  result  of  an  un- 
compensated decrease  of  the  coagulants,  as  a 
reduction  of  prothrombin,  platelets  or  fibrino- 
gen ; or  an  uncompensated  increase  in  the  anti- 
coagulants, as  anti-cephalin  or  with  the  ad- 
ministration of  anti-coagulant  drugs. 

Numerous  tests  have  been  devised  for  the 
measurement  of  coagulation  time.  All  are 
subject  to  error  from  technical  difficulties.  An 
atraumatic  puncture  and  careful  transfer 
of  blood  from  syringe  to  test  tube  are  essen- 
tial. In  Howell’s  method  and  Lee  and  White’s 
method,  blood  is  obtained  by  venipuncture  and 
placed  in  dry  tubes,  21  mm.  in  diameter  for 
the  former  and  8 mm.  in  diameter  for  the 
latter.  The  tube  is  inverted  from  time  to 
time,  the  end  point  being  the  moment  when 
the  clot  is  firm  enough  to  prevent  flow  of 
blood  when  the  tube  is  inverted.  Normal  value 
of  the  Howell  method  is  20  to  40  min.  at  room 
temperature  ; that  for  Lee  and  White’s  method 
is  5 to  10  minutes  at  37°  C.  A simple  test  is 
the  capillary  tube  test  which  utilizes  tubes  1 
mm.  in  diameter  which  are  filled  with  blood 
from  a skin  puncture.  Every  30  seconds  a 
small  piece  of  the  tube  is  broken  off.  Coagula- 


tion is  recognized  by  the  fibrin  thread  seen 
suspended  between  the  separated  fragments 
of  the  tube.  Normal  value  of  this  test  is  2 to 
5 minutes.  The  capillary  tube  test  is  the  least 
accurate  because  of  the  presence  of  tissue 
juice.  However,  it  is  a useful  screening  pro- 
cedure. 

Clot  retraction  is  the  condensation  of  the  fib- 
rin coagulum  with  the  expression  of  serum 
and  occurs  thru  the  action  of  the  platelets. 
When  the  number  of  platelets  is  diminished  to 
20,000  or  less,  retraction  is  usually  defective 
or  absent.  Retraction  may  be  defective  in  the 
presence  of  marked  hypoprothrombinemia.  A 
qualitative  defect  in  platelets  also  results  in 
prolonged  clot  retraction.  Acceleration  of  clot 
retraction  may  be  of  prognostic  significance  in 
potential  thrombosis  or  pulmonary  embolism. 

The  test  is  performed  on  blood  drawn  by 
venipuncture  and  placed  in  a dry  tube  13  mm. 
by  100  mm.  at  37°  C.  The  tube  is  examined  for 
retraction  at  the  end  of  1/2,  1,  2,  4 and  24 
hours.  The  normal  value  is  1 hr.  Other  tests 
for  clot  retraction  measure  the  volume  of  ser- 
um extruded  from  the  retracting  clot. 

Prothrombin  can  be  quantitatively  meas- 
ured by  the  two  stage  method  of  Warner, 
Brinkhous  and  Smith,  the  normal  value  being- 
300  units  per  cc.  The  plasma  prothrombin  level 
of  Quick  is  more  practical.  The  principle  of 
this  test  is  that  the  rate  of  thrombin  formation 
is  directly  dependent  on  the  prothrombin  con- 
centration of  the  plasma  when  thromboplastin, 
calcium  and  fibrinogen  are  constant.  The  pro- 
thrombin concentration  in  the  blood  of  healthy 
adults  is  remarkably  constant  and  this  normal 
level  can  be  designated  as  100.  The  prothrom- 
bin level  is  reported  as  a percent  of  normal. 
Clotting  in  inhibited  when  the  prothrombin 
level  is  40%  and  spontaneous  bleeding  may 
occur  at  20%. 

The  blood  platelets  can  be  counted  directly 
in  a counting  chamber  after  a 1:200  dilution 
in  a red  blood  cell  pipette.  They  can  be  count- 
ed indirectly  from  a blood  smear,  the  count  be- 
ing determined  from  the  ratio  of  platelets  to 
erythrocytes  multiplied  by  the  erythrocytes 
count.  The  normal  platelet  count  of  the  peri- 
pheral blood  is  250,000  per  cumm.  while  that 
of  the  venous  blood  is  310,000  per  cumm. 

Physiological  variations  occur.  In  the  new- 
born platelet  count  is  150,000  to  250,000  grad- 
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ualiy  approaching  adult  values  at  three  months 
of  age.  During  the  first  day  of  menstruation, 
platelets  may  decrease  as  much  as  50  to  75%, 
returning  to  the  usual  value  on  the  third  or 
fourth  day.  Injections  of  epinephrine  or  hist- 
amine cause  an  increase  in  platelets  in  the  cir- 
culating blood,  which  lasts  for  approximately 
an  hour. 

Disorders  of  the  Clotting  Mechanism 
The  following  is  an  outline  of  clotting  dis- 
orders classified  according  to  the  pathological 
condition. 

I.  Deficiency  of  Prothrombin 

A.  Avitaminosis  K 

1.  Underproduction 

a.  Hemorrhagic  disease  of  the 
newborn 

2.  Failure  of  absorption 

a.  Biliary  obstruction  or  fistula 

b.  Intestinal  disorders 
— Non  tropical  sprue 
— Ulcerative  colitis 
— - Prolonged  diarrhea 

B.  Liver  damage 

1.  Cirrhosis  due  to  biliary  obstruc- 

tion 

2.  Acute  hepatitis 

3.  Laennec's  cirrhosis 

C.  Dicumarol 

D.  Idiopathic 

II.  Deficiency  of  Calcium 

A.  No  clinical  condition 

III.  Thromboplastin  derangement 

A.  Hemophilia 

IV.  Thrombin  Deficiency 

A.  Heparin  therapy? 

V.  Decreased  Fibrinogen 

A.  Acquired 

B.  Congenital 

VI.  Mechanism  disputed 

A.  Pseudohemophilia 

B.  Purpura 

VII.  Vessel  Pathology 
A.  Scurvy 

B.  Hereditary  Hemorrhagic  Telangi- 
ectasia 

It  has  been  pointed  out  that  vitamin  K en- 
ters into  the  synthesis  of  prothrombin,  though 
the  exact  mechanism  is  not  clear,  for  the  naph- 
thoquinone nucleus  of  vitamin  K is  not  pres- 
ent in  prothrombin.  Hemorrhagic  disease  of 
the  newborn  occurs  during  the  first  week  of 


life  and  is  associated  with  falling  prothrom- 
bin levels  in  the  blood.  The  prothrombin  is 
quickly  restored  to  normal  and  the  bleeding 
tendency  ceases  after  the  administration  of 
vitamin  K.  It  has  been  postulated  that  the 
infant  's  lack  of  vitamin  K may  be  due  to  in- 
adequate dietary  intake,  inability  to  store  the 
vitamin,  and  inability  to  synthesize  it  be- 
cause of  an  inadequate  bacterial  flora  in  the 
intestinal  tract. 

Bile  salts  are  necessary  for  the  absorption 
of  vitamin  K from  the  intestines.  Therefore 
in  biliary  obstruction,  or  when  the  flow  of  bile 
is  diverted  from  the  intestines  by  a fistula, 
Vitamin  K is  not  absorbed.  Prothrombin 
synthesis  is  thus  interfered  with,  and  a bleed- 
ing tendency  results. 

It  is  reasonable  to  expect  then,  that  other 
factors  which  hinder  absorption  from  the  in- 
testinal tract,  will  interfere  with  prothrombin 
synthesis.  This  is  true  in  the  severe  diarrheas 
mentioned  above.  It  should  be  noted  in  pass- 
ing that  the  absorption  of  vitamin  K — like  that 
of  the  other  fat  soluble  vitamins — is  prevented 
by  administration  of  mineral  oil.  This  is  es- 
pecially important  in  the  pregnant  patient 
near  term. 

In  the  presence  of  adequate  amounts  of  vit- 
amin K,  prothrombin  synthesis  may  not  pro- 
cede  normally  because  of  liver  dysfunction. 
It  has  already  been  stated  that  the  site  of  pro- 
thrombin synthesis  is  in  the  liver,  and  in  cases 
of  severe  liver  damage,  such  as  acute  hepatitis, 
various  toxic  hepatitises,  advanced  cirrhosis  of 
either  the  portal  or  biliary  variety,  prothrom- 
bin levels  in  the  blood  will  fall,  and  will  fail  to 
respond  to  therapy  with  vitamin  K.  Any  re- 
sponse of  the  prothrombin  level  toward  nor- 
mal in  such  patients  will  be  because  of  improv- 
ed liver  function,  and  accordingly  therapeutic 
efforts  should  be  directed  to  that  end. 

Dicumarol  therapy  is  included  under  this 
heading  for  purposes  of  classification.  It  will 
be  dealt  with  more  fully,  later. 

Quick  summarizes  two  cases  of  idiopathic 
hypoprothrombinemia — both  apparently  con- 
genital, both  with  Increased  coagulation  time 
but  normal  bleeding  times,  both  originally  di- 
agnosed as  hemophilia.  However  there  was  no 
family  history  in  either  case,  and  in  both  the 
prothrombin  level  in  the  blood  was  low,  in  con- 
trast to  the  normal  values  found  in  hemophilia. 
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Therapy  with  vitamin  K was  ineffectual,  liver 
function  tests  revealed  no  abnormality.  Clini- 
cally, the  picture  wTas  one  of  spontaneous 
hemorrhages,  especially  into  the  joints. 

There  is  no  clinical  condition  characterized 
by  derangement  of  the  clotting  mechanism  due 
to  calcium  deficiency.  Before  the  blood  cal- 
cium level  falls  far  enough  to  effect  the  clot- 
ting mechanism,  the  effect  of  potassium  is  man- 
ifested on  the  heart.  If  blood  calcium  levels 
fall  further,  the  heart  stops  in  diastole. 

Hemophilia  is  a disease  characterized  by 
repeated  severe  hemorrhages  which  frequently 
follow  trivial  injuries.  It  is  manifested  only 
in  males,  transmitted  only  in  females,  probably 
always  occurring  hereditarily.  It  was  first 
thought  to  be  due  to  a deficiency  of  prothrom- 
bin. The  evidence  nowr  points  to  abnormal 
platelets  which  give  up  thromboplastin  too 
slowly  to  control  bleeding.  If  thromboplastin 
be  added  to  hemophiliac  blood,  clotting  takes 
place  normally,  thus  indicating  a normal  sup- 
ply of  prothrombin.  That  the  defect  is  not  a 
systemic  deficiency  of  thromboplastin  was 
shown  when  extracts  of  hemophiliac  kidney 
exhibited  normal  thromboplastin  activity.  It 
was  finally  shown  that  although  normal  plate- 
lets would  bring  about  clotting  of  hemophiliac 
blood  where  hemophiliac  platelets  failed,  hem- 
ophiliac platelets  subjected  to  mechanical  lysis 
were  quite  as  effective  as  normal  platelets. 

The  laboratory  diagnosis  of  hemophilia, 
then,  rests  upon  the  finding  of  an  increased 
clotting  time,  whereas  the  bleeding  time  being 
a test  of  vessel  contractility  is  normal.  The 
bleeding  time,  as  we  shall  see,  is  increased  in 
pseudohemophilia  and  the  purpuras.  The 
tourniquet  test,  also,  is  normal,  in  hemophilia. 

Although  there  are  still  those  who  would  say 
that  hemophilia  is  a disease  of  thrombin  de- 
ficiency, it  seems  likely  that  no  clinical  condi- 
tion exists  which  is  brought  about  principally 
or  only  by  a deficiency  of  thrombin.  Only  the 
therapeutic  blocking  of  thrombin  by  heparin 
falls  under  this  heading.  It  will  be  discussed 
more  fully  later. 

Acquired  and  congenital  afibrogenemia  are 
rare  diseases,  characterized  by  a bleeding  tend- 
ency, a prolonged  clotting  time,  and  again,  a 
normal  bleeding  time.  The  acquired  form  has 
been  reported  as  a result  of  metastatic  malig- 
nancy involving  the  bone  marrow,  in  certain 


of  the  leukemias,  in  acute  liver  poisoning.  Only 
a half  dozen  cases  of  the  congenital  variety 
have  been  reported.  The  etiology  is  unknown, 
through  an  hereditary  factor  has  been  postu- 
lated. 

Pseudohemophilia  is  a disease  which  clini- 
cally acts  like  hemophilia,  but  which  occurs  in 
females  as  wrell  as  males,  shows  no  defect  in 
the  clotting  of  blood,  and  does  show  an  increas- 
ed bleeding  time  which  is  taken  to  indicate  cap- 
illary abnormality.  The  condition  is  uncom- 
mon, but  in  many  of  the  patients  studied,  an 
hereditary  factor  was  demonstrable.  Many 
observers  have  felt  that  the  fundamental  de- 
fect lies  with  the  platelets,  but  photomicro- 
graphic  studies  of  the  capillaries  of  the  nail 
beds  demonstrates  convincing  abnormalities  in 
the  capillaries  of  pseudohemophiliacs. 

Thrombocytopenic  purpura  (Werholf’s  dis- 
ease) is  so  commonly  seen  as  to  need  little  clin- 
ical description.  Superficially,  as  the  name 
implies,  the  defect  in  this  disease  group  is  a 
deficiency  of  platelets.  This  does  not  lead, 
however,  to  a decreased  availability  of  throm- 
boplastin, as  might  be  expected,  and  the  coag- 
ulation time  remains  normal.  The  bleeding 
time,  however,  is  prolonged,  and  indeed,  there 
is  considerable  evidence  that  a second  defect 
exists  in  the  pathogenesis  of  the  purpuras ; this 
defect  is  in  the  blood  vessels. 

There  has  been  much  discussion  of  the  ori- 
gin of  the  thrombocytopenia  in  the  idiophatic 
forms  of  purpura.  Beyond  doubt,  two  organs 
are  implicated.  They  are  the  spleen  and  the 
bone  marrow.  The  clinical  improvement  noted 
after  splenectomy  in  many  of  these  patients 
led  at  one  time  to  wide  popularity  of  the  view 
that  the  spleen  was  the  major  factor,  by  virtue 
of  a capacity  to  lyse  platelets.  Several  groups 
reported  finding  a substance  in  the  spleens  of 
patients  with  thrombocytopenic  purpura, 
which  when  injected  into  rabbits,  brought 
about  a marked  decrease  in  the  number  of  cir- 
culating platelets.  Other  groups  failed  to  ver- 
ify this  finding. 

Again  the  bone  marrow  was  implicated  as 
the  primary  offender  when  a marked  decrease 
in  marrow  megakaryocytes  was  reported  in 
thrombocytopenic  purpura.  However,  it  is 
well  known,  now,  that  in  many — perhaps  the 
majority — of  purpuras,  there  is  a normal  num- 
ber of  marrow  megakaryocytes. 
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Finally,  it  is  now  a common  observation  that 
there  is  not  an  exact  correlation  between  the 
platelet  count  and  the  tendency  to  bleed.  A 
patient  with  50,000  platelets  may  have  severe 
purpura,  whereas  one  with  only  20,000  may  be 
relatively  tree  of  symptoms.  Quick  has  postu- 
lated a vasodilitation  resulting  from  the  action 
of  histamine.  He  further  suggests  that  the 
platelets  are  actively  engaged  in  getting  rid  of 
the  histamine.  Thus  the  bleeding  tendency 
would  depend  on  the  second  factor  of  vasodil- 
itation, as  well  as  upon  the  absolute  platelet 
count.  This  work  has  not  been  fully  corrobo- 
rated experimentally. 

Purpura  of  the  Sehoenlein  and  Henoch  va- 
riety is  not  accompanied  by  any  change  in  the 
platelets.  The  defect  is  considered  to  be  in  the 
wall  of  the  blood  vessels.  No  abnormality  of 
the  clotting  mechanism  can  be  demonstrated. 

Hereditary  hemorrhagic  telangiectasia  is 
another  disease  characterized  clinically  by 
hemorrhages,  especially  from  the  nose,  in 
which  no  defect  in  the  clotting  mechanism  has 
been  noted.  The  pathology  is  in  the  venules 
and  capillaries,  which  in  the  typical  lesions, 
are  dilated  and  thinned,  and  which  lack  mus- 
cular and  elastic  coats. 

Scurvy  should  be  mentioned  here,  for  the 
bleeding  tendency  is  one  of  its  most  constant 
and  dramatic  findings.  No  defect  is  present  in 
the  clotting  mechanism,  but  rather  the  defect 
again  lies  with  the  blood  vessel,  ascorbic  acid 
being  necessary  for  the  proper  laying-down 
cement-substance  between  the  endothelial 
cells  of  the  vessel  wall. 

No  discussion  of  abnormal  clotting  mechan- 
isms would  be  complete  which  was  limited  to 
diseases  manifested  by  bleeding.  Those  dis- 
eases characterized  by  the  opposite  tendency, 
wherein  the  blood  clots  spontaneously  within 
the  blood  vessel,  must  be  considered,  not  only 
because  a defect  may  exist  in  the  clotting 
mechanism  itself,  but  because  the  recently  ac- 
quired therapy  with  anticoagulants  is  a direct 
attempt  to  influence  the  clotting  mechanism. 

Much  has  been  written,  and  more  will  be,  on 
the  basic  defect  which  leads  to  intravascular 
clotting.  We  are  reasonably  sure  that  at  least 
one  of  four  mechanisms — and  there  may  be 
more  than  four — operates  in  most  patients. 
One  mechanism  is  injury  to  the  vessel  wall, 


such  as  is  seen  in  coronary  thrombosis,  and 
thrombophelebitis  following  trauma.  The  sec- 
ond is  altered  velocity  of  blood  flow,  which 
may  be  a factor  in  patients  who  are  kept  at 
absolute  bed  rest.  The  third  is  an  alteration 
of  the  viscosity  of  the  blood,  such  as  is  seen  in 
dehydration.  The  fourth  is  a change  in  the 
clotting  mechanism.  Recently  it  has  been 
pointed  out  that  there  is  a shortened  clotting 
time  following  intravascular  thrombosis.  This 
is  presumably  due  to  an  increase  in  blood 
thromboplastin  which  is  released  by  the  plate- 
lets involved  in  the  thrombus.  Such  a mech- 
anism may  be  operative  in  producing  second- 
ary thromboses  following  an  initial  thrombus. 

Regardless  of  the  mechanism  which  leads  to 
intravascular  clotting,  there  is  a growing  body 
of  evidence  showing  that  effective  therapy 
may  be  achieved  by  prolonging  the  clotting 
time  with  heparin  or  dicumarol.  The  exact 
mechanism  of  these  two  drugs  will  be  discus- 
sed later.  However  brief  mention  should  be 
made  of  the  various  conditions  in  which  such 
therapy  is  being  used,  and  of  the  results  which 
are  being  obtained. 

The  following  figures  are  taken  from  the  ex- 
perience of  Allen,  Hines,  Kvale  and  Barker14 
at  the  Mayo  Clinic,  with  2,307  patients 

Dicumarol  was  used  in  352  cases  of  postop- 
erative venous  thrombosis.  On  the  basis  of 
rates  previously  established  on  untreated  cases, 
one  would  have  expected  88  cases  of  subsequent 
venous  thrombosis  or  pulmonary  embolus. 
Actually  in  the  treated  cases  only  9 occurred. 
One  would  have  expected,  by  the  same  token, 
20  cases  of  fatal  pulmonary  embolism.  None 
occurred  in  the  treated  group. 

In  832  cases  of  abdominal  hysterectomy 
where  prophylactic  anticoagulant  therapy  was 
used,  one  would  have  expected  33  cases  of  ven- 
ous thrombosis  or  pulmonary  embolism.  Ac- 
tually 3 occurred.  Six  fatal  pulmonary  embo- 
lisms would  have  been  expected ; none  occur- 
red. 

Anticoagulant  therapy  was  used  in  329  cases 
of  pulmonary  embolism.  Three  cases  of  sub- 
sequent venous  thrombosis  or  pulmonary  em- 
bolism occurred.  On  the  basis  of  previous 
rates  in  untreated  cases,  144  could  have  been 
expected.  Fatal  pulmonary  embolism  could 
have  been  expected  in  60  patients ; only  one 
occurred. 
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The  same  writers  report  on  fifty  eases  of 
coronary  occlusion  with  myocardial  infarction 
in  which  anticoagulant  therapy  was  used. 
Comparing  these  patients  with  a control  group 
of  sixty  patients  with  the  same  disease  treated 
without  anticoagulants,  the  results  in  the  first 
group  were  considerably  better  so  far  as  pre- 
vention of  further  coronary  occlusion,  or  of 
venous  thrombosis  was  concerned.  They  state  : 

“No  final  conclusion  can  be  drawn  from  our 
experience  with  50  cases  nor  from  the  other  in- 
dividual reports  (elsewhere  in  the  literature). 
However,  in  the  aggregate  the  results  seem  sig- 
nificant. Certainly  there  is  no  evidence  of 
harm  resulting  from  the  use  of  anticoagulants 
in  acute  myocardial  infarction.” 

The  literature  contains  reports  of  the  use  of 
anticoagulants  in  a great  number  of  medical 
and  surgical  conditions.  It  is  used  prophylac- 
tically  in  any  elderly  medical  patient  who  is  to 
be  at  strict  bed  rest.  It  is  reported  in  peri- 
pheral arterial  occlusion.  It  has  even  been 
used  in  the  post-partum  state,  the  initial  dose 
being  given  prophylactically  during  labor.  It 
is  too  early  to  judge  the  effectiveness  of  anti- 
coagulant therapy  in  many  of  these  conditions. 
Its  use,  however,  is  increasingly  to  be  borne  in 
mind. 

The  Treatment  of  Abnormal  Bleeding 
and  Clotting  Tendencies 

With  the  exception  of  thrombo-embolic  dis- 
eases and  the  bleeding  tendencies  produced  by 
pathologic  or  incurred  prothrombin  deficiency, 
our  present  knowledge  of,  and  the  treatment 
of,  abnormal  bleeding  tendencies  are  still  in  an 
unsatisfactory  state. 

Clotting  does  not  occur  in  the  absence  of 
ionized  calcium ; its  clinical  significance,  how- 
ever, has  been  greatly  exaggerated.  According 
to  Tocantins1,  there  is  no  disorder  of  bleeding 
that  is  due  to  a deficiency  or  excess  of  blood 
calcium ; and  further,  no  adequate  proof  has 
been  forthcoming  that  calcium  compounds 
have  any  therapeutic  value  in  disorders  of 
blood  coagulation. 

Fibrinogen  deficiency,  which  occurs  in  con- 
junction with  prothrombin  deficiency,  in  ex- 
tensive liver  disease,  can  be  remedied  at  least 
temporarily  by  blood  transfusions. 

Vitamin  C deficiency  results  in  a reduction 
of  the  intercellular  cement  substance  with  an 
increase  in  capillary  permeability  and  a weak- 
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ening  of  the  capillary  wall,  resulting  in  hemor- 
rhages from  various  structures.  This  increase 
in  capillary  permeability  may  be  corrected  by 
the  use  of  Vitamin  C ; the  average  adult  re- 
quirement in  normal  health  varies  from  30  to 
100  mgm.  per  day.2 

Rutin,  a widely  publicized  vitamin-P-like 
substance,  has  not  been  effective  in  controlling 
the  capillary  abnormality  in  patients  with  idio- 
pathic thrombocytopenic  purpura,  anaphylac- 
toid purpura,  or  familial  thromboasthenia 
(“pseudohemophilia”)  according  to  Belding 
and  Ross3,  who,  furthermore,  believe  that  rutin 
is  of  little  benefit  in  preventing  or  controlling 
the  hemorrhages  in  hypertensive  patients. 
However,  other  investigators4  feel  that  rutin  is 
effective  in  the  treatment  of  conditions  arising 
from  hypertension  associated  with  increased 
capillary  fragility.  The  usual  dose  is  20  mgm. 
three  or  four  times  daily,  although  500  mgm. 
daily  have  been  used  by  the  author  without 
toxic  effects. 

In  bleeding  diseases  due  to  a deficiency  of 
blood  platelets,  idiopathic  thrombocytopenic 
purpura,  thrombocytopenic  purpura  second- 
ary to  other  diseases,  and  thromboasthenia  will 
be  considered  from  a therapeutic  standpoint. 

In  idiopathic  thrombocytopenic  purpura, 
transfusions  of  fresh  blood  during  the  acute 
bleeding  stage,  with  splenectomy  during  remis- 
sion is  the  accepted  therapeutic  procedure. 
Splenectomy  is  not,  however,  an  infallible 
cure. 

In  thrombocytopenic  purpura  secondary  to 
other  diseases,  therapy  consists  in  treating  the 
underlying  disease  and  the  administration  of 
fresh  blood  transfusions.  Splenectomy  in 
these  cases  is  contraindicated,  and  may  be 
fatal. 

Toluidine  blue,  2.5  mgm.  per  kilogram  of 
body  weight,  in  250-500  cc.  of  saline,  when  ad- 
ministered intravenously  over  a two  hour  per- 
iod, has  recently  been  reported3  to  be  of  value 
in  controlling  petechial  hemorrhages  in  pri- 
mary and  secondary  thrombocytopenia.  It  is 
thought  that  toluidine  blue  is  capable  of  bind- 
ing heparin  and  rendering  it  inactive  regard- 
ing its  anticoagulant  properties.  When  pres- 
ent in  excess,  toluidine  blue  acts  as  an  anti- 
coagulant itself. 

It  may  be  mentioned  here  that  splenic  ir- 
radiation has  been  suggested6  as  a valuable 
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measure  in  stopping  spontaneous  vascular 
leakage  in  purpura.  It  was  concluded  that 
response  to  Roentgen  therapy  indicated  a be- 
nign, reversible,  or  allergic  origin  of  the  pur- 
pura, whereas  no  response  indicated  a purpura 
secondary  to  leukemia. 

In  thromboasthenia,  a rare  disease  which  is 
usually  congenital,  the  platelet  count  may  be 
normal,  but  the  platelets  do  not  clump1  and 
following  trauma  the  capillaries  do  not  con- 
tract,3 Transfusions  are  usually  unsatisfac- 
tory in  controlling  bleeding  in  this  rare  condi- 
tion. 

It  has  long  been  recognized  that  transfusions 
of  whole  blood  are  of  value  in  the  treatment 
of  hemophilia.  In  this  hereditary  disease, 
characterized  by  a prolonged  blood  coagulation 
time,  the  plasma  is  deficient  in  some  as  yet  un- 
identified substance  necessary  for  clot  forma- 
tion, and  presumably  associated  with  the 
plasma  globulin  fraction.1  According  to  Mi- 
not7, the  intravenous  injection  of  200-600 
mgm.  of  this  globulin  fraction  is  20ce,  of  saline 
is  used  as  an  initial  dose,  and  accelerates  tem- 
porarily the  coagulation  time  of  hemophilic 
patients  as  well  as  therapeutic  doses  of  whole 
blood  or  plasma.  At  the  present  time,  how- 
ever, transfusions  of  fresh  whole  blood  or  of 
plasma  is  the  treatment  of  choice  in  hemo- 
philia. 

Vitamin  K is  used  clinically  to  combat  pro- 
thrombin deficiency  produced  by  liver  disease, 
food  deprivation,  severe  chronic  diarrhea,  and 
prothrombin  deficiency  produced  by  anticoag- 
ulant drugs,  and  in  the  hemorrhagic  disease  of 
the  newborn.  Pure  alimentary  Vitamin  K 
deficiency  is  rare,  but  may  occur  in  defective 
fat  absorption  resulting  in  poor  Vitamin  Iv 
absorption,  and  consequently  deficient  pro- 
thrombin production.  Serious  impairment  of 
liver  function  interferes  with  the  production 
of  prothrombin  which  frequently  results  in 
hemorrhagic  manifestations.  In  prothrombin 
deficiency  Vitamin  K may  be  administered 
orally  or  parenterally,  depending  upon  the  de- 
gree of  prothrombin  deficiency ; however,  the 
only  really  effective  treatment  in  serious  pro- 
thrombin deficiency  is  to  supply  performed 
prothrombin  by  transfusions  of  fresh  whole 
blood  or  plasma. 

Hemorrhagic  disease  of  the  newborn  may 
best  be  prevented,  according  to  Bethell  et  aP, 


when  the  mother  is  administered  20  mgm.  of 
synthetic  vitamin  K several  hours  prepartum, 
and  5-10  mgm.  given  to  the  infant  shortly  after 
birth. 

Dicumarol  causes  a decrease  in  the  pro- 
thrombin level  of  the  blood,  and  consequently 
is  used  extensively  in  thromboembolic  disease. 
Its  exact  mode  of  action  has  not  been  deter- 
mined, but  evidence3  indicates  that  it  depresses 
prothrombin  synthesis  by  interfering  with  the 
liver's  utilization  of  vitamin  K.  Dicumarol  is 
not  an  ideal  anticoagulant  because  its  effect  is 
delayed  for  one  or  two  days  after  oi’al  admin- 
istration, and  its  effect  persists  for  several  days 
after  its  discontinuance ; judicious  use  requires 
the  services  of  experienced  laboratory  person- 
nel. Dicumarol  should  be  used  when  an  anti- 
coagulant effect  is  needed  over  a period  of 
days,  weeks  or  months,  provided  the  services 
of  a laboratory  are  available  for  blood  pro- 
thrombin determinations.  When  both  a rapid 
and  a prolonged  effect  is  desired,  the  initial 
simultaneous  use  of  both  heparin  and  dicu- 
marol is  indicated. 

The  dosage  of  dicumarol  depends  upon  the 
value  for  prothrombin  in  the  blood  after  the 
drug  has  been  administered  for  two  successive 
days.  According  to  Allen  et  al9,  significant 
hemorrhage  seldom  occurs  when  the  blood  pro- 
thrombin level  is  more  than  10%  of  normal, 
and  intravascular  thrombosis  seldom  occurs 
when  the  value  for  prothrombin  is  less  than 
30%  of  normal.  Three  hundred  mgm.  of  di- 
cumarol are  given  orally  on  the  first  day,  and 
200  mgm.  on  the  second  day.  For  each  subse- 
quent day  when  the  prothrombin  level  is  great- 
er than  20%  of  normal,  200  mgm.  are  given, 
and  on  any  day  when  the  prothrombin  level  is 
less  than  20%  of  normal,  the  dicumarol  is 
withheld.  In  hyporeactors,  and  in  hyperreact- 
ors to  dicumarol,  the  dosage  must  be  adjusted 
accordingly;  in  the  experience  of  the  author, 
an  average  dose  of  less  than  200  mgm.  of  dicu- 
marol has  been  found  sufficient  to  maintain  the 
prothrombin  time  at  a satisfactory  therapeutic 
level  in  most  cases. 

Hemorrhage  is  the  only  danger  associated 
with  the  use  of  dicumarol,  and  may  be  treated 
by  synthetic  Vitamin  Iv,  60  mgm.  or  more  in- 
travenously and/or  transfusions  of  fresh 
blood. 

Renal  insufficiency,  blood  dyscrasias  with 
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increased  tendency  to  bleed,  ulcerative  lesions 
and  nutritional  deficiencies  or  hepatic  diseases 
with  actual  or  potential  prothrombin  defici- 
ency contraindicate  the  use  of  dicumarol. 

Heparin,  an  anticoagulant  derived  from  cer- 
tain body  tissues,  namely  the  liver  and  lungs, 
has  been  found  to  be  quite  effective  when  a 
quick  acting  anticoagulant  is  indicated  in 
thromboembolic  diseases  or  their  prevention. 
Basically,  heparin  acts  as  a clot  inhibitor  by 
reason  of  its  antithrombic  and  antiprothrom- 
bic  activity3. 

Heparin  may  be  used  alone  or  in  conjunc- 
tion with  dicumarol  and  has  been  prepared 
for  intravenous,  intramuscular  and  subcu- 
taneous administration. 

When  used  alone,  heparin  has  been  given  in 
three  or  four  daily  intravenous  injections,  100 
to  150  mgm.  at  each  injection,  usually  350  to 
450  mgm.  being  given  in  a day.10  The  effect  is 
not  controlled  by  any  blood  analysis  except  for 
special  cases  (for  example,  elderly  persons 
with  impaired  renal  function),  because  it  pro- 
duces an  immediate  increase  in  clotting  time, 
but  this  effect  lasts  only  one  to  three  hours 
after  a large  single  dose. 

The  effect  of  heparin  may  be  abolished  in- 
stantaneously with  protamine  sulfate,  50-100 
mgm.  injected  intravenously  in  a 1%  sterile 
solution.3  Protamine,  however,  is  itself  rela- 
tively toxic. 

Heparin  and  dicumarol  are  frequently  used 
simultaneously  as  mentioned  above,  when  an- 
ticoagulant therapy  is  initiated,  heparin  for 
its  immediate  effect  as  anticoagulant,  and  di- 
cumarol for  its  prolonged  effect  in  reducing 
prothrombin  values.  Heparin  may  be  given 
in  doses  of  50  mgm.  intravenously  every  four 
hours  for  six  or  more  doses,  until  a satisfac- 
tory prothrombin  level  has  been  produced  by 
dicumarol  administration ; when  this  level  is 
reached,  the  heparin  should  be  discontinued 
and  the  desired  prothrombin  level  maintained 
by  dicumarol. 

Murray  and  Best  11  advocate  the  use  of 
heparin  by  the  continuous  intravenous  drip 
method,  keeping  the  clotting  time  at  approxi- 
mately three  times  its  normal  value  by  using 
saline  containing  100  mgm.  of  heparin  per  one 
thousand  cubic  centimeters,  and  permitting 
this  to  flow  at  a rate  of  25  drops  per  minute. 

The  Pitkin  Menstruum  (18%  gelatin,  8% 


dextrose,  1-1.5%  acetic  acid,  and  distilled  wa- 
ter sufficient  to  make  100%)  is  used  as  a med- 
ium for  the  subcutaneous  administration  of 
heparin,  to  prolong  the  heparin  effect.  This 
preparation  is  available  in  1 cc.  and  2 cc.  amp- 
ules, containing  100  mgm.  and  200  mgm.  re- 
spectively of  heparin  sodium  salt  with  or  with- 
out vasoconstrictors  (epinephrine  and  ephe- 
drine).  The  time  of  onset  of  effect  takes  place 
in  one  and  one-half  hours,  with  the  maximal 
effect  varying  between  twelve  and  twenty-four 
hours,  and  the  average  duration  of  effect  is  ap- 
proximately 61  hours  with  vasoconstrictors.13 
This  apparently  exerts  an  adequate  anticoagu- 
lant effect  in  the  latent  period  before  dicu- 
marol is  effective,  and  obviates  the  necessity 
for  multiple  injections. 

Heparin  may  be  administered  intramuscu- 
larly in  concentrated  aqueous  solution  contain- 
ing 100  mgm.  of  the  drug  in  1 cc.13  This  prep- 
aration is  usually  injected  at  8 to  12  hour 
intervals,  with  individual  doses  ranging  from 
50-180  mgm.,  depending  upon  the  size  of  the 
patient.  A daily  determination  of  the  coag- 
ulation time  is  indicated  before  the  adminis- 
tration of  each  succeeding  dose  of  heparin,  as 
with  other  methods  in  which  prolonged  anti- 
coagulation  is  desired. 

Overdosage  of  any  of  these  heparin  prep- 
arations may  be  treated  by  large  doses  of  syn- 
thetic vitamin  K intravenously,  and  fresh 
whole  blood  or  plasma  transfusions. 
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CLINICOPATHOLOGIC  CASE  RECORD 

Ralph  M.  Weaver,  M.  D.,* 
Wilmington,  Del. 

An  infant**  aged  thi’ee  and  one  half  months 
was  admitted  to  the  Delaware  Hospital  with  a 
swelling  under  the  left  ear  of  four  days  dura- 
tion which  had  progressively  increased  in  size. 
The  child  was  listless,  refused  food  and  ran  a 
fever  up  to  1022°  F.  Physical  examination  re- 
vealed a bilateral  otitis  media,  draining  on  the 
left.  There  was  a large  fluctuant  mass  21/2 
cm.  in  diameter,  at  the  angle  of  the  left  mandi- 
ble. There  were  pin  head,  punctate,  red  raised 
lesions  over  the  chest,  back  and  upper  abdo- 
men. The  RBC  was  3.9  millions,  with  Hgb. 
11.8  gms.  (75%).  The  WBC  was  16,100,  with 
62%  segmented  polys  and  8%  noil-segmented, 
24%  lymphocytes,  and  6%  monocytes.  Urin- 
alysis was  negative.  The  diagnosis  of  cervical 
abscess  was  made  and  incision  and  drainage 
performed,  an  ounce  of  pus  being  obtained. 
Culture  of  the  pus  revealed  a hemolytic  sta- 
phylococcus aureus,  coagulase  negative,  peni- 
cillin and  streptomycin  resistant.  A total  of 
1,460,000  units  of  penicillin  was  administered 
and  the  child  was  discharged  as  improved  ten 
days  after  admission. 

Two  and  one  half  months  later  the  child  was 
readmitted  because  the  rash  on  the  body  had 
increased  in  severity  and  the  incision  of  the 
neck  had  failed  to  heal. 

Physical  examination  revealed  a well  devel- 
oped, well  nourished  infant  six  months  of 
age.  There  was  a low-grade  punctate  papulo- 
squamous and  eczematoid  process  involving  the 
neck,  left  elbow  flexure  and  groins  with  pep- 
pering on  the  trunk.  The  cervical  glands  on 
the  left  were  enlarged,  firm  and  discreet,  vary- 
ing in  size  from  a pea  to  a hickory  nut.  A 
draining  sinus  was  present  on  the  left  cervical 
region.  A small  mass  was  palpable  in  the  an- 
terior cervical  region.  The  pharynx  was  in- 
jected and  the  tonsils  hypertrophied.  There 
was  a thick  white  exudate  draining  from  both 
ears.  The  liver,  spleen,  and  kidneys  were  not 
palpable.  During  the  ensuing  month  the  cerv- 
ical masses  increased  in  size  and  the  spleen  en- 
larged until  it  was  palpable  5 cm.  below  the 
left  costal  margin,  and  the  liver  enlarged  to 

‘Resident  in  Pathology,  Delaware  Hospital. 

“Delaware  Hospital  Case  No.  114874,  presented  at  Staff 
Clinical-Pathological  Conference. 


3 cm.  below  the  right  costal  margin.  The 
temperature  ranged  from  98°  F.  to  102°  F. 

Laboratory  studies  revealed  RBC  2.5  mil- 
lions, with  Hgb.  of  9.0  gms.,  (57%)  ; WBC  18.- 
800,  with  52%  segmented,  19%  non-segmented, 
17%  lymphocytes,  7%  monocytes,  4%  eosin- 
ophiles  and  1%  basophiles.  Urinalysis  was: 
specific  gravity  1.029,  acid  reaction,  albumin 
1 plus,  sugar  negative,  occasional  RBC  per 
HPF  and  1-2  WBC  per  HPF.  Culture  from 
the  external  auditory  canal  showed  an  Escher- 
ichia species,  penicillin  resistant  and  strepto- 
mycin sensitive,  and  a non-hemolytic  entero- 
coccus, penicillin  and  streptomycin  resistant. 

X-ray  of  the  jaw  revealed  marked  bilateral 
swelling  in  the  cervical  region  with  an  area  of 
destruction  involving  the  body  of  the  right 
mandible  in  the  molar  region.  This  was  as- 
sociated with  some  elevation  of  the  periosteum 
and  a thin  line  of  periosteum  extended  into  the 
soft  tissue  from  this  area  of  destruction. 
X-ray  of  the  skull  showed  three  large  areas  of 
decreased  density,  one  in  each  parietal  bone 
and  one  in  the  left  occipital  bone.  These  were 
smooth,  well  demarcated  and  involved  both  in- 
ner and  outer  table  of  the  skull.  These  les- 
ions showed  no  area  of  bone  reaction  about 
their  edges  X-ray  of  the  long  bones  of  the 
arms  and  legs  showed  no  evidence  of  any  bone 
pathology. 

Biopsy  of  the  left  cervical  glands  was  per- 
formed and  pathological  study  made.  Smears 
of  the  biopsied  material  showed  no  acid  fast 
or  gram  straining  organisms.  Culture  show- 
ed no  growth,  aerobic  or  anaerobic,  and  cul- 
ture on  Sabourauds  agar  was  negative  for 
fungi. 

The  patient  received  a total  of  2,800,000 
units  of  penicillin  and  six  x-ray  therapy  treat- 
ments totalling  300  r,  150  r each  to  the  right 
and  left  mandible.  The  patient  was  discharg- 
ed one  month  after  his  second  admission  as 
unimproved.  He  died  at  home  at  the  age  of 
eight  and  one  half  months.  No  autopsy  was 
performed. 

Pathological  Discussion 

Section  of  the  biopsy  of  the  cervical  lymph 
nodes  revealed  distortion  and  replacement  of 
normal  architecture  by  sheets  of  large  acido- 
philic cells  with  fairly  uniform  large  oval  ves- 
icular nuclei.  The  cells  are  frequently  ar- 
ranged in  a loose  pattern.  There  are  a few 
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areas  of  fibrosis  and  a few  multi-nucleated 
cells.  An  occasional  cell  contains  yellow  re- 
fractible  pigment.  There  are  no  vacuolated 
cells.  There  appears  to  be  cellular  invasion 
of  the  capsule  and  an  active  proliferative 
growth  suggesting  malignancy.  The  various 
diagnoses  to  be  considered  are  atypical  amel- 
anotic melanoma,  metastatic  tumor,  Hodgkins 
sarcoma,  and  reticulo-endotheliosis,  the  non- 
lipoid  histocytosis  known  as  Letterer-Siwe  dis- 
ease1. 

The  clinical  picture  of  eczema toid  dermatitis, 
hepato-splenomegaly,  lymphadenopathy,  mod- 
erate fever,  anemia  and  leukocytosis  with  nor- 
mal differential  is  compatible  with  Letterer- 
Siwe  disease2.  The  x-ray  findings  of  the  punch- 
ed out  areas  of  decreased  density  in  the  skull 
and  destruction  of  the  fiat  bones  (in  this  in- 
stance the  right  mandible)  are  frequently 
demonstrated  in  Hand-Schuller-Christian  dis- 
ease (lipoid  histocytosis)  and  Letterer-Siwe 
disease  (non-lipoid  histocytosis)3. 

The  pathological,  radiological  and  clinical 
findings  in  this  case  establish  the  criteria  for 
the  diagnosis  of  Letterer-Siwe  disease.  In  a 
personal  communication  Dr.  Paul  Klemperer 
agreed  with  the  histological  diagnosis. 

Letterer-Siwe  disease  is  a reticulo-endothe- 
lial  proliferation  which  terminates  fatally 
prior  to  the  deposition  of  the  cholesterol  which 
is  found  in  Hand-Schuller-Christian  disease4. 
The  etiology  of  this  condition  is  unknown. 
Some  investigators5  have  proposed  an  infec- 
tious origin  although  no  agent  has  been  identi- 
fied, others'1  consider  it  to  be  a type  of  leu- 
kemia. 
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SICKNESS  "PAYS''  IN  RHODE  ISLAND 

Malingering  Poses  Problem  : Rhode  Island 
has  just  finished  its  fifth  year  of  a unique  ex- 
periment. Ever  since  April  1,  1943,  the  work- 
ers there — about  300,000  of  them — have  been 
entitled  to  cash  benefits  ranging  from  $6.75  to 
$18  a week  whenever  they  were  sick  at  least 


two  calendar  weeks  during  tile.  year.  They  get 
nothing  for  the  first  week  but  after  that  they 
are  paid  for  periods  varying  from  about  four 
to  twenty  weeks,  depending  on  their  weekly 
benefit'  rate  and  wage  credits.  Workers  who 
make  $1,800  or  more  may  receive  the  maxi- 
mum— $18  for  201/4  weeks. 

From  a national  standpoint,  the  Rhode 
Island  experiment  is  a good  thing.  It  has 
shown  that  a state  system  is  a costly  luxury. 
Had  Rhode  Island  workers  paid  an  actuarial 
premium,  almost  three  fourths  of  them  would 
have  paid  the  present  system  more  than  they 
would  have  given  private  carriers  for  equally 
favorable  coverage.  It  has  proved,  too,  there 
is  very  real  danger  that  such  a scheme  may  be- 
come a political  football.  The  issues  involved 
are  too  important,  too  serious,  to  be  playthings. 

This  Insurance  Is  an  Offshoot  of  the  Unem- 
ployment Compensation  System.  After  the 
Social  Security  Act  was  passed,  the  various 
states  enacted  employment  security  legislation. 
Some  of  them,  including  Rhode  Island,  pro- 
vided that  both  workers  and  employers  con- 
tribute. The  late  ’30 ’s  and  early  ’40 ’s  was  a 
period  of  increasing  employment.  The  re- 
serves mushroomed.  Five  of  the  nine  states 
discontinued  employee  taxes. 

For  some  inexplicable  reason,  the  Rhode 
Island  labor  and  political  leaders  objected  to 
this.  Gov.  J.  Howard  McGrath  consulted  the 
Federal  Social  Security  experts.  The  State 
Unemployment  Compensation  Board,  with  the 
counsel  and  assistance  of  Washington,  drafted 
a bill  for  cash  sickness  benefits.  Twenty  leg- 
islative days  after  it  was  introduced  the  Gen- 
eral Assembly  passed  it — an  unheard-of  speed 
for  a measure  of  this  importance.  It  became 
law  April  23,  1942. 

The  lack  of  opposition  to  it  was  tine  primar- 
ily to  the  fact  that  it  did  not  seem  to  cost  any- 
body anything.  The  workers  had  been  paying 
11/2  percent  of  their  wages  for  unemployment 
compensation.  One  per  cent  of  this  was  to  be 
diverted  to  finance  the  new  scheme,  so  labor 
felt  that  it  was  getting  more  for  its  money.  In- 
dustry said  it  was  the  workers’  fund;  it  could 
not  interfere.  The  doctors  thought  that  since 
no  medical  benefits  were  involved,  it  was  not 
their  problem.  How  wrong  they  all  were  ! 

The  Great  Difficulty  in  Administering 
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Health  Insurance  is  to  prevent  malingering. 
Claim  adjusters  have  found  that  the  nearer  the 
total  benefits  approach  the  net  wage,  the  great- 
er is  the  problem  of  fraud.  Originally,  work- 
ers whose  employers  continued  to  pay  their 
wages  during  disability  and  recipients  of  work- 
men's compensation  benefits  were  debarred 
from  receiving  cash  sickness  payments.  The 
law  was  amended  to  include  these  groups  dur- 
ing May,  1943. 

That  meant,  of  course,  that  many  workers 
made  more  for  themselves  when  they  were  sick 
than  when  they  worked.  Sickness  paid.  For 
instance,  a woman  worker  at  one  of  the  big 
plants  made  $30  in  wages;  that  is,  she  took 
home  about  $27  a week.  She  strained  her  back 
while  working.  Her  weekly  benefits  amounted 
to  $47,  tax  free  and  deduction  exempt ! 

Notwithstanding  these  handicaps,  the  first 
benefit  year  ended  with  a $1,000,000  surplus. 
Then  came  the  crisis.  In  March,  1944,  only 
about  4,500  benefit  checks  were  issued  a week. 
By  June  this  number  had  risen  to  8,700.  The 
medical  staff  at  the  board  had  examined  about 
half  of  the  claimants  in  the  early  spring.  In 
September,  90  percent  were  summoned  to  ap- 
pear. About  a fourth  of  these  failed  to  come, 
and  a slightly  larger  proportion  of  those  ex- 
amined were  denied  benefits. 

By  the  next  spring,  the  situation  was  so 
critical  that  a special  committee  was  appointed 
to  investigate.  Powerful  labor  leaders  were 
members,  but  nevertheless  the  recommendation 
was  that  the  law  be  made  less  liberal,  and  that 
the  total  employee  contribution  (l1/^  pei’cent) 
be  allocated  in  the  cash  sickness  fund.  The 
General  Assembly  acquiesced  and  passed  the 
first  legislation  that  was  politically  unpalat- 
able. A few  months  later,  Congress  incorpo- 
rated the  Knowlancl  Act  into  the  Social  Secur- 
ity law.  It  permitted  any  state  in  which  the 
workers  had  contributed  to  unemployment 
compensation  to  divert  the  accumulated  sum  of 
employees'  taxes  into  a cash  sickness  fund. 
That  meant  the  Rhode  Island  reserve  could  get 
a windfall  of  $28,000,000. 

One  would  have  supposed  that  this  would 
have  been  set  aside  as  a protection  against  ep- 
idemics, recessions,  and  catastrophes  which  as 
yet  the  fund  has  never  had  to  weather.  That 
was  not  the  politicians’  idea.  The  dwindling 


reserve  from  which  payments  had  previously 
been  made  was  set  aside  as  the  fund  for  admin- 
istrative expenses.  The  bonanza  became  the 
source  of  all  benefit  payments.  The  employ- 
ees' contributions  were  reduced  immediately. 
Limitations  as  to  payment  of  benefits  to  retir- 
ed workers,  which  had  been  enacted  the  previ- 
ous year,  were  repealed.  The  administrative 
expense  limit  was  set  at  6 percent,  a sixfold  in- 
crease in  five  years.  This  year  legislation  was 
proposed  to  almost  double  the  benefits.  The 
situation  is  not  actuarially  sound. 

Christian  Science  Monitor,  May  15,  1948 


When  To  Die 

Ecclesiastes  states  that  “to  everything  there 
is  a season,  and  a time  to  every  purpose  unaer 
the  heaven : A time  to  be  born,  and  a time 

to  die.  . . . ”1  Evidently,  with  respect  to  the 
last  named,  the  writer  of  the  following  had 
other  ideas  when  he  penned  anonymously: 

1 wud  knott  dye  in  Wintur,  when  whiskie 
punchiz  flo — 

when  pooty  gals  are  skating  ore  fealds  of  ice 
& sno — 

when  sassidge  meat  is  phyrin,  & Hickeri  nuts 
is  thick; 

Owe!  who  cud  think  ov  dighin  or  even  gettin 
sick  ? 

I wud  knott  dye  in  Springtime,  & miss  the  turn 
up  greans, 

& the  pooty  song  ov  the  leetle  frawgs,  & that 
skilark’s  early  screems. 

When  burds  begin  their  wobblin’,  & taters  gin 
tew  sprout — 

when  the  turkies  go  a gobblin,  I would  not 
thenn  peg  out! 

I wud  knott  dye  in  Summer,  & leave  the  gar- 
den sass — 

the  roasted  lam  & butter  milk — the  kool  place 
in  the  grass; 

I wud  knott  dye  in  Summer,  when  every- 
thing’s so  hot, 

& leave  the  whiski  Jewlips — Owe  know!  I’d 
rather  knott. 

I wud  knott  dye  in  Artum,  with  peaches  fit  4 
eatin; 

when  wavy  korn  is  getting  ripe,  & kandidates 
are  treetin; 

for  these,  and  other  reasons,  Ide  knotte  dye  in 
the  Phall, 

& sense  I’ve  thort  it  over — I wud  knott  dye  at 
all. 

1 Chap.  3,  1. 

Editorial,  N.  Y.  St.  J.  31.,  June  15,  1948. 
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Wilmington  Health  Department 

Never,  to  our  knowledge,  has  the  outlook 
for  better  public  health  administration  in 
Wilmington  been  as  promising  as  it  is  at  this 
moment.  The  present  Commissioner  of  Health 
made  it  clear  in  his  letter  of  acceptance  of 
appointment  that  he  would  serve  on  a part- 
time  basis,  and  only  until  the  services  of  a 
physician  trained  in  public  health  adminis- 
tration could  be  obtained,  and  that  an  effort 
should  be  made  to  modernize  the  laws  and 
ordinances  which  have  to  do  with  public 
health. 

There  followed  from  the  Board  of  Health 
an  invitation  to  the  New  Castle  County  Medi- 
cal Society  to  appoint  a Medical  Advisory 
Committee  to  serve  when  requested  to  do  so 
by  the  Board  of  Health.  This  was  followed 


by  a statement  from  the  Board  recommend- 
ing that,  in  connection  with  poliomyelitis,  cer- 
tain policies  would  be  followed,  viz: 

The  members  of  the  Wilmington  Board  of 
Health  are  of  the  opinion  that  it  is  their  duty  to 
foster  and  encourage,  particularly  during  the  sum- 
mer months  when  cases  of  poliomyelitis  (infantile 
paralysis)  are  apt  to  occur,  the  efforts  of  the  medi- 
cal profession  to  provide  for  those  patients  the 
best  in  medical,  nursing  and  hospital  care  that 
can  he  found  in  the  community. 

The  Board  recommends  that  patients  who  are 
thought  to  be  suffering  from  poliomyelitis  be  hos- 
pitalized. If  hospital  beds  are  not  available  the 
patient  should  he  kept  in  bed  at  home. 

In  either  case,  the  patient  should  be  reported 
“as  under  observation’’  and  in  no  other  way. 

We  believe  that  the  names  and  addresses  of 
patients  who  are  under  observation,  or  who  are 
known  to  have  poliomyelitis  (infantile  paralysis), 
should  not  lie  published  or  made  available  to  the 
public. 

The  Board  takes  this  position  because  as  one 
authority  puts  it  “when  poliomyelitis  is  prevalent 
we  have  two  epidemics,  that  of  the  disease  and 
that  of  hysteria  on  the  part  of  the  general  public.” 

When  a diagnosis  of  poliomyelitis  has  been 
established  it  should  be  reported  by  the  hospital 
authorities,  or  by  the  attending  physician. 

The  Board  suggests  the  following  classification: 

a.  Non-paralytic  poliomyelitis 

b.  Paralytic  poliomyelitis 

c.  Bulbar  poliomyelitis 

The  Board  shares  the  opinion  of  some  authori- 
ties that  during  an  epidemic  of  the  disease  under 
discussion,  patients  with  very  mild  illness  and 
fever  be  kept  at  rest  for  from  7-10  days  following 
the  attack. 

There  is  much  that  is  unknown  as  to  exactly 
how  the  virus  of  poliomyelitis  is  spread,  hence  the 
difference  of  opinion  among  the  authorities,  espe- 
cially in  such  matters  as  to  the  value  of  isolation, 
rest  in  bed,  in  unproven  cases,  the  closing  of  swim- 
ming pools,  etc.  However,  this  Board  recommends 
that  known  cases  of  this  disease  be  isolated  for  a 
period  of  two  weeks  following  onset  of  the  symp- 
toms. 

More  recently  the  former  Health  Commis- 
sioner, Dr.  A.  Parker  Hitchens,  in  his  presi- 
dential addresses  before  the  Delaware  Public 
Health  Association,  recommended  drastic  re- 
vision of  the  laws  and  the  legal  status  of  the 
Board  of  Health. 

We  note  with  satisfaction  that  each  pro- 
posal or  policy  listed  above  has  received  from 
our  local  press  cordial  editorial  commenda- 
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tion  and  comments.  Newspaper  and  radio  co- 
operation lias  been  noteworthy  and  unstinted. 

We  have  been  informed  that  studies  are 
being  made  of  ways  and  means  to  correct  and 
amend  obsolete  laws  and  to  modernize  our 
methods  of  public  health  administration. 

We  look  for  the  day  when  the  collection 
and  disposal  of  garbage  will  be  divorced  from 
the  Health  Department,  and  the  Board  be 
placed  upon  a more  firm  footing,  administra- 
tively, perhaps  as  a commission  with  more 
autonomy  than  that  enjoyed  by  the  Board 
under  present  laws.  We  pledge  our  support 
to  those  who  are  now  engaged  in  an  effort  to 
make  our  city  a better,  cleaner,  healthier,  and 
happier  place  in  which  to  live. 


The  Medical  Association  Plan 
Is  Fine  — On  Paper 

Annual  meetings  of  the  American  Medical 
Association  provide  an  opportunity  for  an  ex- 
change of  information  among  its  members  on 
the  latest  discoveries  in  the  field  of  medicine 
and  also  for  formulating  the  attitude  of  the 
association  toward  the  general  health  problem 
of  the  nation.  At  the  meeting  just  held  in 
Chicago  the  emphasis  has  been  on  the  former 
more  than  the  latter. 

That,  no  doubt,  was  due  to  the  fact  that  at 
a previous  annual  meeting  the  association 
adopted  a ten-point  national  health  program 
which  continues  to  summarize  its  formal  po- 
sition. Interestingly  enough  this  program  is 
almost  identical  with  what  actually  is  being- 
done  here  in  Maryland.  That  is  to  say,  the 
association  indorses  prenatal  and  postnatal 
care  and  infant  welfare  which  are  now  the 
functions  of  our  city  and  health  departments. 
It  favors  hospital  and  diagnostic  centers  such 
as  are  being  set  up  at  the  Johns  Hopkins  Hos- 
pital and  the  University  of  Maryland,  and 
also  voluntary  prepayment  insurance  plans 
both  for  hospital  and  medical  care. 

The  association  lays  down  the  rule  that 
everybody  shall  be  eligible  for  such  care. 
However,  it  stresses  that  the  care  should  not 
be  given  free  to  persons  who  can  afford  to  pay, 
and  that  where  possible  the  service  should  be 
rendered  by  the  family  physician  and  not  by 
a medical  officer.  It  is  emphatic  also  in  stat- 
ing that  control  should  be  in  the  hands  of  local 
and  state  agencies  acting  in  cooperation  with 


the  local  medical  associations.  It  is  definitely 
against  compulsory  insurance,  free  medical 
care  to  all  and  a nationwide  medical  program 
directed  by  the  Federal  Government  in  Wash- 
ington. 

It  is  obvious  that  the  success  of  the  program 
depends  upon  the  willingness  of  the  medical 
profession  in  any  locality  to  make  it  work. 
Thus,  for  example,  the  association’s  indorse- 
ment of  voluntary  prepayment  insurance 
plans  is  meaningless  if  hospitals  or  physicians 
in  a community  refuse  to  participate.  The 
same  is  true  of  any  broad  program  to  cover 
a community  with  diagnostic  centers. 

In  his  inaugural  address  at  the  Chicago 
meeting,  Dr.  R.  L.  Sensenich,  newly  elected 
president  of  the  association,  urged  the  groups 
now  advocating  socialized  medicine  to  turn 
instead  to  the  association’s  program.  But 
they  will  not  turn  unless  they  see  that  it  works. 
To  make  it  work  is  the  heavy  responsibility 
of  the  medical  profession  in  every  locality. 
Editorial,  Baltimore  Sun,  June  29,  1948. 

A Very  Special  Kind  of  Blood  Bank 

The  opening  of  the  blood  bank  at  the  Uni- 
versity of  Maryland  Hospital  for  RH-negative 
0 type  blood  is  another  outcome  of  the  dis- 
covery of  the  so-called  “RH-factor”  in  human 
blood,  which  was  made  in  1940. 

It  was  then  found  that  if  the  blood  of  a 
wife  was  RH-negative  and  that  of  a husband 
RH-positive,  a child  resulting  from  their  mar- 
riage might  develop  anemia  or  jaundice,  or 
die  shortly  before  or  after  delivery.  However, 
such  an  unfortunate  situation  would  arise  only 
after  sufficient  antibodies  had  been  built  up 
in  the  blood  of  the  mother  to  be  harmful  to 
the  child.  Under  such  conditions  of  marriage 
a woman  might,  for  example,  have  one  or  two 
normal  children  before  the  “RH-factor”  came 
into  play. 

Research  has  revealed  that  if  a woman  with 
RH-negative  blood  receives  a transfusion  of 
RH-positive  blood  the  result  is  likely  to  be  the 
immediate  building  up  of  antibodies.  Should 
she  eventually  marry  a man  with  RH-positive 
blood  then  the  chances  wTould  be  against  even 
the  first  child  being  normal. 

It  is  highly  important,  therefore,  that  any 
woman,  of  whatever  age,  with  RH-negative 
blood  should  receive  only  RH-negative  blood 
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in  a transfusion.  This  type,  however,  is  rela- 
tively rare.  Consequently  it  is  difficult  for 
all  the  hospitals  to  keep  themselves  supplied 
with  it  and  be  ready  to  give  it  in  an  emer- 
gency. 

The  RH  laboratory  of  the  University  of 
Maryland  Hospital  for  more  than  a year  has 
been  typing  the  blood  of  more  than  half  of 
the  expectant  mothers  in  the  city,  and  it  now 
has  a list  of  over  2,000  women  who  have  the 
RH-negative  0 type  blood.  The  laboratory 
is  asking  these  women  to  contribute  a few 
pints  a year  to  the  bank  from  which  all  the 
hospitals  will  draw.  Thus  there  should  be 
less  danger  of  RH-negative  type  women  receiv- 
ing transfusions  of  RH-positive  type  blood 
and  thereby  incurring  the  grave  possibility  of 
never  being  able  to  have  a normal  child. 

Since  the  discovery  of  the  “RH  factor,” 
expectant  mothers  have  had  another  addition 
to  their  many  worries.  It  should  be  reassur- 
ing to  them  to  know  that  of  the  1,200  to  1,500 
expectant  mothers  whose  blood  is  typed  at  the 
laboratory  each  month,  only  fifteen  per  cent 
have  RH-negative  blood,  and  only  1 in  225 
have  antibodies  in  sufficient  quantity  to  be 
harmful  to  the  child. 

Editorial,  Baltimore  Sun,  July  21,  1948. 

Re:  Staff  Meetings 

“We,  the  members  of  the  Indianapolis  Medi- 
cal Society,  do  hereby  resolve  that  the  welfare 
of  the  medical  profession’  its  scientific  ad- 
vancement and  the  furtherance  of  public  in- 
terest are  continuously  being  harmed  by  or- 
ganizations which  demand  compulsory  atten- 
dance of  physicians  at  meetings. 

“To  this  end  we  instruct  our  duly  elected 
delegates  to  the  Indiana  State  Medical  Asso- 
ciation to  introduce  proper  measures  at  the 
next  meeting  of  the  House  of  Delegates  to  the 
effect  that  all  organizations  which  require  com- 
pulsory attendance  at  their  meetings  no  longer 
be  approved  by  the  American  Medical  Asso- 
ciation ; and,  we  further  instruct  our  delegates 
to  use  their  utmost  influence  to  obtain  passage 
of  such  a resolution  at  the  earliest  opportunity 
before  the  House  of  Delegates  of  the  American 
Medical  Association. 

“The  Indianapolis  Medical  Society  further- 
more instructs  its  secretary  to  send  a copy  of 
this  resolution  to  every  component  Medical  So- 
ciety in  the  United  States.” 


BOOK  REVIEWS 

A HISTORY  OF  THE  HEART  AND  THE 
CIRCULATION:  By  Fredrick  A.  Willius, 

M.  D.,  M.  S.  in  Med.,  Senior  Consultant  in 
Cardiology,  Mayo  Clinic;  Professor  of  Medi- 
cine, Mayo  Foundation  for  Medical  Education 
and  Research,  Graduate  School,  University  of 
Minnesota;  and  Thomas  J.  Dry,  M.  A.,  M.  B., 
CH.  B.,  M.  S.  in  Med.,  Consultant,  Section  on 
Cardiology,  Mayo  Clinic;  Associate  Professor 
of  Medicine,  Mayo  Foundation  for  Medical 
Education  and  Research,  Graduate  Sshool, 
University  of  Minnesota.  Pp.  456,  illustrated. 
Cloth.  Price,  $8.00.  Philadelphia:  W.  B. 

Saunders  Company,  1948. 

Stressing  the  cultural  side  of  medicine  as 
being  the  fourth  principle,  following  the  art, 
science,  and  ethics,  the  authors  have  made  a 
notable  contribution  to  that  culture.  Their 
work  has  three  major  divisions — chronologic 
ad.  seriatim,  special  biographic,  chronologic  by 
subjects.  The  style  is  interesting,  the  illustra- 
tions excellent,  the  index  complete.  An  au- 
thoritative and  inspiring  book,  that  should  at- 
tain great  popularity. 


SUCCESSFUL  MARRIAGE.  Edited  by 
Morris  Fishbein,  M.  D.,  editor,  Journal  of  the 
A.  M.  A.,  ed.  of  Hygiene;  and  Ernest  W.  Bur- 
gess, Ph.  D.,  Professor  of  Sociology,  University 
of  Chicago.  Pp.  547.  Cloth.  Price,  $7.50. 
Garden  City:  Doubleday  & Company,  1947. 

Fishbein  and  Burgess  have  corralled  38  spe- 
cialists, assigned  to  each  the  one  topic  he 
knows  most  about,  and  then  integrated  the  ma- 
terial. The  result,  briefly,  is  contained  in  the 
sub-title  of  the  book:  “An  authoritative  guide 
to  problems  related  to  marriage  from  the  be- 
ginning of  sexual  attraction  to  matrimony  and 
the  successful  raising  of  a family.”  We  recom- 
mend it  heartily. 


YOU  AND  YOUR  DOCTOR.  By  Benjamin 
F.  Miller,  M.  D„  Clinical  Professor  of  Medicine, 
George  Washington  Medical  School.  Pp.  188. 
Cloth.  Price,  $2.95.  New  York:  McGraw- 

Hill  Book  Company,  1948. 

In  World  War  II  the  author  served  as  a 
major  in  the  USPHS,  and  is  now  a reserve 
officer  in  it.  Thus,  indoctrinated  by  Parran 
et  al.,  the  book  is  what  one  would  expect — a 
plea  for  government  medicine.  Written  for 
the  layman. 


REFRESHER  COURSE  IN  MALE  HOR- 
MONE THERAPY.  Edited  by  Ciba  Pharma- 
ceutical Products,  Inc.  Pp.  310.  Paper.  Price, 
gratis.  Summit,  N.  J.  Ciba  Pharmaceutical 
Products,  Inc.,  1948. 

This  is  a handy  epitome  of  the  literature  of 
the  past  few  years  relating  to  the  experimental 
and  therapeutic  uses  of  the  male  sex  hormone. 
Indexed. 
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OFFICERS 

President,  Howard  S.  Riggin,  Seaford 

First  Vice-President,  M.  A.  Tarumianz,  Farnhurst  Secretary,  G.  A.  Beatty,  Wilmington 

Second  Vice-President,  Henry  V’P  Wilson,  Hover  Treasurer,  Winfield  W.  Lattomus,  Wilmington 

Councilors 

Clarence  J.  Prickett,  Smyrna  (1948)  Ervin  L.  Stambaugh,  Lewes  (1949)  Joseph  M.  Messick,  Wilmington  (1950) 

American  Medical  Association — Delegate:  James  Beebe,  Lewes  (1949).  Alternate:  C.  C.  Neese,  Wilmington  (1949) 

Representative  to  Delaware  Academy  of  Medicine,  W O.  LaMotte,  Wilmington 


STANDING  COMMITTEES 

Scientific  Work 

G.  A.  Beatty,  Wilmington 
Stanley  Worden,  Dover 

E.  L.  Stambaugh,  Lewes 

Public  Policy  and  Legislation 
J.  S.  McDaniel,  Dover 
J.  D.  Niles,  Townsend 
Bruce  Barnes,  Seaford 

Publication 
W.  E.  Bird,  Wilmington 
M.  A.  Tarumianz,  Farnhurst 

G.  A.  Beatty,  Wilmington 

Medical  Education 
W.  G.  Hume,  Selbyville 
R.  S.  Layton,  Dover 
J.  W.  Howard,  Wilmington 
Necrology 

Wm.  Marshall  Jr.,  Milford 

G.  W.  K.  Forrest,  Wilmington 

U.  W.  Hocker,  Lewes 

SPECIAL  COMMITTEES 
Advisory,  Woman’s  Auxiliary 

H.  G.  Buckmaster,  Wilmington 

C.  C.  Neese,  Wilmington 

J.  B.  Waples,  Georgetown 
Verna  Stevens  Young,  Wilmington 

C.  C.  Fooks,  Milford 

Cancer 

V.  D.  Washburn,  Wilmington 

D.  M.  Gay,  Wilmington 
J.  F.  Hynes,  Wilmington 
J.  D.  Niles,  Middletown 

J.  W.  Howard,  Wilmington 
J.  W.  Spies,  Dover 

C.  J.  Prickett,  Smyrna 
J ames  Beebe,  Lewes 
Bruce  Barnes,  Seaford 

Social  Hygiene 

D.  D.  Burch,  Wilmington 
M.  B.  Thompson,  Rehoboth 

W.  H.  Smith,  Harrington 
Maternal  and  Infant  Mortality 

A.  H.  Williams,  Laurel 

C.  H.  Davis,  Wilmington 
Margaret  I.  Handy,  Wilmington 
Mental  Health 
Persis  F.  Elfeld,  Wilmington 

C.  B.  Scull,  Dover 
O.  V.  James,  Milford 


SPECIAL  COMMITTEES 

Tuberculosis 
L.  D.  Phillips,  Marshallton 

G.  A.  Beatty,  Wilmington 
J.  M.  Barsky,  Wilmington 
L.  B.  Flinn,  Wilmington 

J.  M.  Messick,  Wilmington 
J.  S.  McDaniel,  Jr.,  Dover 

C.  J.  Prickett,  Smyrna 

H.  G.  Hume,  Selbyville 

0.  S.  Daisey,  Rehoboth 

Criminologic  Institutes 

E.  R.  Mayerberg,  Wilmington 

I.  J.  MacCollum,  Wyoming 
Lr.  W.  Hocker,  Lewes 

Med.  Econ.  and  Public  Relations 
G.  W.  K.  Forrest,  Wilmington 

B.  M.  Allen,  Wilmington 

1.  L.  Chipman,  Wilmington 

E.  R.  Mayerberg,  Wilmington 
W.  O.  LaMotte,  Wilmington 

J.  S.  McDaniel,  Dover 

F.  R.  Everett,  Dover 

G.  M.  VanValkenburgh,  Georgetown 

H.  M.  Manning,  Seaford 

Revision  of  By-Laws 
W.  E.  Bird,  Wilmington 

D.  D.  Burch,  Wilmington 

C.  E.  Wagner,  Wilmington 

J.  S.  McDaniel,  Dover 

R.  C.  Beebe,  Lewes 

Vocational  Rehabilitation 
James  Beebe,  Lewes 

I.  M.  Flinn,  Wilmington 

E.  L.  Stambaugh,  Lewes 

A.  P.  Hitchens,  Wilmington 

D.  J.  Preston,  Wilmington 

Medical  Service 

J.  M.  Barsky,  Wilmington 
L.  C.  McGee,  Wilmington 
A.  1).  King,  Wilmington 
I.  J.  MacCollum,  Wyoming 
James  Beebe,  Lewes 

Cheff  Memorial 
W.  W.  Lattomus,  Wilmington 

E.  R.  Miller,  Wilmington 
A.  J.  Heather,  Wilmington 


SPECIAL  COMMITTEES 

Postwar  Plans 
M.  A.  Tarumianz,  Wilmington 
W.  E.  Bird,  Wilmington 
W.  O.  LaMotte,  Wilmington 
E.  R.  Mayerberg,  Wilmington 
J.  S.  McDaniel,  Dover 
William  Marshall,  Jr.,  Milford 
J.  R.  Elliott,  Laurel 
J.  B.  Waples,  Georgetown 

R.  C.  Beebe,  Lewes 

Budget 

M.  A.  Tarumianz,  Wilmington 
C.  E.  Wagner,  Wilmington 
J.  D.  Niles,  Middletown 
J.  S.  McDaniel,  Dover 
James  Beebe,  Lewes 

Advisory,  Delaware  State  Health 
and  Welfare  Center 
L.  J.  Jones,  Wilmington 
L.  B.  Flinn,  Wilmington 
A.  R.  Cruchley,  Middletown 

I.  J.  MacCollum,  Wyoming 
E.  L.  Stambaugh,  Lewes 

Rural  Medical  Service 

J.  R.  Downes,  Newark 
T.  H.  Baker,  Elsmere 
J.  D.  Niles,  Middletown 

C.  J.  Prickett,  Smyrna 

H.  W.  Smith,  Harrington 
Bruce  Barnes,  Seaford 
W.  G.  Hume,  Selbyville 

Industrial  Health 
H.  L.  Springer,  Wilmington 
J.  M.  Kimmick,  Wilmington 
L.  C.  McGee,  Wilmington 
H.  V'P.  Wilson,  Dover 
J.  B.  Baker,  Milford 
E.  L.  Stambaugh,  Lewes 

D.  L.  Bice,  Seaford 

National  Emergency  Medical 
Service 

V.  D.  Washburn,  Wilmington 
.J.  R.  Beck,  Wilmington 

C.  L.  Munson,  Wilmington 

W.  F.  Preston,  Wilmington 

S.  H.  Stradley,  Wilmington 


WOMAN  S AUXILIARY 

Mrs.  George  C.  McElfatrick,  President,  Wilmington 

Mrs.  J.  H.  Mullin,  First  Vice-President,  Wilmington  Mrs.  S.  W.  Rennie,  Recording  Secretary,  Wilmington 

Mrs.  W.  C.  Deakyne,  Second  Vice-President,  Smyrna  Mrs.  A.  M.  Geiiret,  Corresponding  Secretary,  Wilmington 

Mrs.  G.  W.  M.  VanValkenburgh,  Third  Vice-President,  Georgetown  Mrs.  C.  M.  Bancroft,  Treasurer,  Wilmington 


NEW  CASTLE  COUNTY  MEDICAL 
SOCIETY 

Meets  Third  Tuesday 
A.  Leon  Heck,  President 

C.  L.  Munson,  President-elect 

L.  W.  Anderson,  Vice-President 

D.  D.  Burch,  Secretary 
Charles  Levy,  Treasurer 

Delegates  (1948):  D.  D.  Burch, 

Ira  Burns,  N.  L.  Cutler,  J.  R.  Durham, 
Jr.,  J.  A.  Giles,  A.  L.  Heck,  ,J.  C.  Pier- 
son, W.  F.  Preston,  M.  A.  Tarumianz, 
R.  0.  Y.  Warren. 

Alternates  (1948):  G.  M.  Boines, 

Italo  Charamella,  1).  M.  Gay,  L.  S. 
Hayes,  A.  J.  Heather,  A.  1).  King, 

E.  T.  O'Donnell.  M.  B.  Pennington, 

F.  P.  Rovitti,  O.  N.  Stern. 

Delegates  (1949)  : L.  W.  Anderson, 

W.  E.  Bird,  L.  B.  Flinn,  G.  W.  K. 
Forrest,  J.  F.  Hynes,  L.  J.  Jones,  E.  G. 
Laird,  L.  C.  McGee,  Roger  Murray, 
J.  D.  Niles,  V.  D.  Washburn. 

Alternates  (1949):  E.  M.  Bohan, 

I.  M.  Flinn,  Jr.,  A.  D.  King,  C.  E. 
Maroney,  E.  T.  O'Donnell,  W.  M.  Pier- 
son, D.  J.  Preston,  W.  T.  Reardon, 

J.  A.  Shapiro,  O.  N.  Stern,  J.  W. 
Urie. 


MEDICAL  COUNCIL  OF  DELAWARE 

Hon.  Charles  S.  Richards,  President; 
Joseph  S.  McDaniel,  M.  D.,  Secretary ; 
Wallace  M.  Johnson. 

BOARD  OF  MEDICAL  EXAMINERS 

J.  S.  McDaniel,  President-Secretary ; 
Wm.  Marshall,  Assistant  Secretary ; W. 

E.  Bird,  J.  E.  Marvil,  L.  J.  Jones. 


KENT  COUNTY  MEDICAL 
SOCIETY 

Meets  First  Wednesday 
Benjamin  F.  Burton,  President,  Do- 
ver. 

S.  M.  D.  Marshall,  Vice-President, 
Milford. 

Stanley  Worden,  Secretary-Treas- 
urer, Dover. 

Delegates'.  I.  J.  MacCollum,  Wm. 
Marshall,  Jr. 

Alternate : J.  S.  McDaniel. 

DELAWARE  ACADEMY  OF 
MEDICINE 

Open  10  A.  M.  to  5 P.  M. 
Gerald  A.  Beatty,  President. 

B.  M.  Allen,  First  Vice-President. 
Robert  R.  Wier,  Second  Vice-Presi- 
dent. 

Andrew  M.  Gehret,  Secretary. 
Irvine  M.  Flinn,  Jr.,  Treasurer. 

DELAWARE  PHARMACEUTICAL 
SOCIETY 

Vernon  Larson,  President,  Wilming- 
ton. 

Irvin  Waller,  First  Vice-President. 
Bridgeville. 

Harry  C.  Helm,  Second  Vice-Presi- 
dent, Dover. 

Walter  Sciiueler,  Third  Vice-Presi- 
dent, Wilmington. 

J.  Wallace  Watson,  Secretary , Wil- 
mington. 

Albert  Dougherty,  Treasurer,  Wil- 
min  gton. 


SUSSEX  COUNTY  MEDICAL 
SOCIETY 

Meets  Second  Thursday 
Robert  S.  Long,  President,  Frank- 
ford. 

John  W.  Lynch,  Vice-President,  Sea- 
ford. 

Leslie  M.  Dobson,  Secretary-Treas- 
urer, Milford. 

Delegates:  Bruce  Barnes,  C.  M. 

Moyer,  J.  B.  Homan,  A.  H.  Williams. 

Altcrnatess  V.  A.  Hudson,  J.  L.  Fox, 

G.  W.  M.  VanValkenburgh,  E.  L.  Stam- 
baugh. 

DELAWARE  STATE  DENTAL 
SOCIETY 

James  Kry'Gier,  President,  Dover. 

R.  R.  Wier,  First  V.  P.,  Wilmington. 

C.  W.  Johnson,  Second  V.  P.,  Wil- 
mington. 

G.  A.  Zurkow,  Secretary,  Wilmington. 

H.  H.  McAllister,  Treasurer,  Wil- 
mington. 

Delegate  A.D.A.,  Wilm. 

DELAWARE  STATE  BOARD  OF 
HEALTH 

J.  D.  Niles,  M.  D.,  President,  Mid- 
dletown: Mrs.  F.  G.  Tallman,  Vice 

Pres.,  Wilmington;  W.  B.  Atkins, 

D.  D.  S.,  Secretary,  Millsboro;  Bruce 

Barnes,  M.  D.,  Seaford;  Mrs.  C.  M. 
Dillon,  Wilmington;  J.  B.  Baker,  M.  D., 
Milford : Mrs.  Alden  Keane,  Middle- 

town ; E.  R.  Mayerberg,  M.  D..  Wil- 
mington. Edwin  Cameron,  M.  D., 
Executive  Secretary , Dover. 
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amebiasis 


...now  endemic  in  the  U.  S. ? 


Formerly  considered  a tropical  disease,  amebiasis  is  more 
recently  reported1-2  as  "extremely  common"  and  even 
"endemic"  in  this  country. 

Because  early  treatment  has  such  an  important  bear- 
ing on  prognosis,  investigators  stress  the  importance  of 
prompt  recognition  through  careful  stool  examination. 

Destructive  to  the  cysts  of  Endamoeba  histolytica  and 
especially  valuable  in  sterilizing  "cyst-carriers"  is  the  high- 
iodine-containing  amebacide,  DIODOQUIN. 

Diodoquin1 2 3"is  well  tolerated ....  It  can  readily  be  taken 
by  ambulant  patients  and,  therefore,  eliminates  the 
necessity  of  hospitalization." 


SEARLE 

RESEARCH 
IN  THE  SERVICE 
OF  MEDICINE 


^•(DIUL  ►sS'' 


DIODOQUIN 

(5,  7-diiodo-8-hydroxyquinoline) 


1.  Chalgren,  W.  S.,  and  Baker,  A.  B.:  Tropical  Diseases:  Involvement  of  Nervous  System, 
Arch.  Path.  4/ :66  (Jan.)  1946. 

2.  Browne,  D.  C.;  Me  Hardy,  G.,  and  S pell  berg,  M.  A.:  Statistical  Evaluation  of  Amebiasis, 
Gastroenterology  4: 154  (Feb.)  1945. 

3.  Manson-Bahr,  P.:  Some  Tropical  Diseases  in  General  Practice:  ”A  Post-War  Legacy  " 
Glasgow  M.  J.  27:123  (May)  1946. 
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tmc/ ee/fyma  uMa/ify  v&i/i&m/ topical  Furacin 

therapy.  Good  results  have  been  reported  in  49  of  55  cases  of  impetigo1-2’3  and  in  several  cases  of  impetigo 
about  infected  wounds.4  Ecthyma  responded  favorably  in  19  of  24  cases.1-2  Cure  of  these  pyodermas  is  often 
effected  within  eight  days.  Furacin  N.N.R.,  brand  of  nitrofurazone,  is  available  as  Furacin  Soluble  Dressing 
and  as  Furacin  Solution,  both  containing  0.2  per  cent  Furacin.®  These  preparations  are  indicated  for  topical 
application  in  the  prophylaxis  or  treatment  of  infections  of  wounds,  second  and  third  degree  burns,  cutaneous 
ulcers,  pyodermas  and  skin  grafts.  Literature  on  request.  £/[J0N  LABORATORIES,  INC.,  NORWICH,  N.Y. 


1.  Downing,  J.  G.,  Hanson,  M.  C.  and  Lamb,  M. : Use  of  5-Nitro-2-Furaldehyde  Semicarbazone  in  Dermatology,  J.A.M.A. 
133: 299,  1947  2.  Robinson,  H.  M.  and  Robinson,  H.  M.,  Jr.:  The  Comparative  Values  of  Some  New  Drugs  in  the  Pyo- 

dermas, South.  M.  J.  40:409,  1947  3.  Miller,  J.,  Rodriquez,  J.  and  Domonkos,  A.:  Evaluation  of  Penicillin  in  Topical 

Therapy,  New  York  State  J.  Med.  1+7: 2316,  1947  4.  McCollough,  N.  C. : Treatment  of  Infected  War  Wounds  with  a 

Nitrofuran.  Indust.  Med.  15:128,  1947. 


July,  1948 


Delaware  State  Medical  Journal 


xv 


Fasti*oUs 


^Ofti 


en 


3re 


Pers 


ever 


°nal  hy 


alert 


to 


g*ene 


*oJce 


the  ch 
accePted  K 


* * While 


,n»Pu 


°ven, 


Prefe 


et>tslin 


°f  Cr 


fence 


Pan, 


alone 


or 


Jelly 


'ndi, 


both 


Ca  tes 


of  these 


v°fon,ex  n 

pr°<tucts  . 

Popularity  tj  J°y  ever 

sed^theex.  . 

a“P'ic»„r.  ’■“'’“'-'.(MJf, 


ethically 


basing 


• they 


'ested 


orom 


Quality*. 


bnest 


for 


essent 


Pfes 


Pfibed 


ials . ' 


ex 


of 


c°ntrol  of 


conce 


Ption. 


XVI 


Delaware  State  Medical  Journal 


July,  1948 


the  Marshall  Square  sanitarium 

WEST  CHESTER,  PENNA. 


31  attack  Building 


FOR  CHRONIC 
DISEASES 
AND 

PSYCHIATRIC 

PATIENTS 


A recognized  hospital  of  120  beds 

The  housing  facilities  provide  for  group- 
ing of  different  types  of  patients.  12  build- 
ings and  6 acres  ground  in  West  Chester, 
farms  of  400  acres  with  appropriate  build- 
ings three  miles  from  West  Chester. 

Physiotherapy,  occupational  and  recrea- 
tional therapy,  shock  therapy  when  indi- 
cated, medical  and  nursing  supervision  are 
included  in  the  weekly  rates. 

Resident  psychiatrist.  Medical  Director. 
Adequate  medical  staff.  Clinical  laboratory. 


Everett  Sperry  Barr,  M.D. 

Director 

I.  M.  Wayyoner,  M.D. 

Medical  Director 
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milk  that  is 

better  for  babies 

Because  it  is  easier  for  their  small  stomachs 
to  digest,  babies  thrive  on  Sealtest  Homog- 
enized Vitamin  D Milk.  The  food  particles 
have  been  broken  up  and  distributed 
through  the  bottle  . . . 400  U.S.P.  units  of 
vitamin  D have  been  added  to  aid  in  the 
assimilation  of  calcium  and  phosphorus 
. . . and  it  has  been  pasteurized  at  un- 
usually high  temperatures  so  that  it  will 
stay  fresh  longer.  It’s  milk  you  can  recom- 
mend with  confidence. 


ACCIDENT  • HOSPITAL  • SICKNESS 

INSURANCE 


For  Physicians,  Surgeons,  Dentists  Exclusively 


$5,000.00  accidental  death  $8.00 

$25.00  weekly  indemnity,  accident  and  sickness  Quarterly 


$10,000.00  accidental  death  $16.00 

$50.00  weekly  indemnity,  accident  and  sickness  Quarterly 

$15,000.00  accidental  death  $24.00 

$75.00  weekly  indemnity,  accident  and  sickness  Quarterly 

$20,000.00  accidental  death  $32.00 

$100.00  weekly  indemnity,  accident  and  sick-  Quarterly 

ness 

ALSO  HOSPITAL  EXPENSE  FOR  MEMBERS, 
WIVES  AND  CHILDREN 


85c  out  of  each  $1.00  gross  income  used  for 
members’  benefits 


$3,000,000.00  $15,000,000.00 

INVESTED  ASSETS  PAID  FOR  CLAIMS 

$200,000.00  deposited  with  State  of  Nebraska  for  protection 
of  our  members. 

Disability  need  not  be  incurred  in  line  of  duty — benefits 
from  the  beginning:  day  of  disability 

PHYSICIANS  CASUALTY  ASSOCIATION 
PHYSICIANS  HEALTH  ASSOCIATION 

46  years  under  the  same  management 

400  First  National  Bank  Building  • Omaha  2,  Nebraska 


CARE . . . 

in  Compounding 

The  moment  a patient  places  your  prescription 
in  the  hands  of  a pharmacist,  that  pharmacist 
becomes  the  guardian  of  your  professional  repu- 
tation. Thus  it  is  imperative  to  you,  Doctor, 
to  know  that  your  prescriptions  are  compounded 
with  skill  and  care. 

Because  many  of  your  colleagues  know  that  our 
prescription  departments  employ  only  conscien- 
tious, skilled,  registered  pharmacists  — stock 
the  more  dependable  drugs,  chemicals  and 
pharmaceutical  specialties  — use  the  latest  and 
most  exquisitely  accurate  equipment  — and 
dispense  precisely  compounded,  double-checked 
prescriptions,  they  often  direct  their  patients 
to  us.  You're  invited  to  join  this  group. 

We  welcome  all  recommendations  and  assure 
the  medical  profession  that  their  patients  are 
served  promptly,  courteously,  at  fair  prices  and 
with  professionally  precise  prescriptions. 

ECKERD'S 

DRUG  STORES 

723  Market  Street  — 513  Market  Street 
900  Orange  Street 
Wilmington,  Delaware 
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NEWSPAPER 

and 

PERIODICAL 

PRINTING 


An  important  branch 
of  our  business  is  the 
printing  of  all  kinds 
of  weekly  and  monthly 
papers  and  magazines 


The  Sunday  Star 

Printing  Department 

Established  1881 


FRAIM'S  DAIRIES 

Distributors  of  rich  Grade  “A"  pas- 
teurized Guernsey  and  Jersey  milk 
testing  about  4.80  butter  fat,  and 
rich  Grade  "A"  Raw  Guernsey  milk 
testing  about  4.80.  This  milk  comes 
from  cows  which  are  tuberculin  and 
blood  tested. 

Try  our  Sunshine  Vitamin  "D"  milk, 
testing  about  4 per  cent,  Cream 
Buttermilk,  and  other  high  grade 
dairy  products. 

VANDEVER  AVE.  & LAMOTTE  ST. 

Wilmington,  Delaware 


Flowers  . . . 


Geo.  Carson  Boyd 


at  216  West  10th  Street 

Phone:  4388 


w , 

\J\Je  maintain 

prompt  city-wide 

delivery  service 

for  prescriptions, 

is 

SB 

CAPPEAU’S 

Drug  Stores  of  Service 

DELAWARE  AVE.  at  DUPONT  ST. 
Dial  8537 

30TH  & MARKET  STREETS 
Dial  2-0952 


VAUutTinr« 

\/ALSPAR 

V HOUSE  PAINT 

WHOLESALE  DISTRIBUTORS 

VALSPAR  PRODUCTS 


ALSO  EVERYTHING  THE  HOSPITAL 
MAY  NEED  IN: 

HARDWARE 
JANITOR  SUPPLIES 
CHINA  WARE 
ENAMEL  WARE,  ETC. 


Delaware  Hardware 
Company 

HARDWARE  SINCE  1822 
2nd  Gr  Shipley  Sts.  Wilmington,  Del. 
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Enjoy  instant,  plentiful  hot  water 


For  downright  conven- 
ience, comfort  and  health 
of  your  family  — you 
should  have  an  ample, 
reliable  supply  of  hot 
water  ! With  an  Auto 
matic  Gas  Water  Heat 
er  in  your  Home,  you're 
sure  of  all  the  hot  water 
you  want,  when  you  want 
it.  For  lightening  house- 
hold tasks,  bathing, 
ing,  laundering  and  many 
other  uses.  Besides,  you  save  time  and  worry, 
for  you're  sure  of  constant  water  tempera- 
tures at  low  cost.  Arrange  for  the  installation 
of  an  Automatic  Gas  Water  Heater  in  your 
home  now.  Ask  your  Plumber,  or  stop  in  to 
see  us. 


DELAWARE  POWER  £ LIGHT  CO. 

’ ft*  TZlfcc  SUftce 


With  an  Automatic  Gas 

WATER  HEATER 


Garrett,  Miller  & 
Company 

Electrical  Supplies 
Heating  and  Cooking  Appliances 
G.  E.  Motors 

N.  E.  Cor.  4th  and  Orange  Sts. 
Wilmington  - - - - Delaware 


A Store  for  . . . 

Quality  Minded  Folk 
Who  are  Thrift  Conscious 

LEIBOWITZ'S 

224-226  MARKET  STREET 
Wilmington,  Delaware 
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Patient  of  intermediate 
type  of  build;  roentgen- 
ograms showed  spon- 
dylolisthesis, grade  1, 
with  congenital  defects. 
Symptoms  developed 
after  a fall  on  the  ice 
during  pregnancy. 


Same  patient  after  appli- 
cation of  support.  Patient 
reported  relief  from  pain 
which  was  confined  to 
the  back  and  called 
attention  to  the  ease  and 
comfort  in  the  wearing  of 
the  support. 


Aid  in  conservative  treatment  when  the 
fifth  lumbar  vertebra  slips  on  the  sacrum 


. . . advantages  of  the  c/yyvp  lumbosacral  supports 


...THE  WELL  BONED  BACK-Cu  rves  in  and  under  the  gluteal 
muscles,  relieving  the  tension  of  these  muscles  on  their 
attachments. 

Wide  shaped  piece  of  material  at  top  (fastening  in  front) 
holds  the  support  still  more  closely  about  the  lumbar  spine. 

...THE  SIDE  LACING  ADJUSTMENT  — Assists  in  steadying 
the  pelvic  girdle. 

It  also  allows  for  reinforcing  with  aluminum  steels  or 
Camp  Spinal  Brace. 

The  elastic  releases  make  for  comfort. 


S.  H.  CAMP  AND  COMPANY  . JACKSON,  MICHIGAN 

World's  Largest  Manufacturers  of  Scientific  Supports 
Offices  in  New  York  • Chicago  • Windsor,  Ontario  • London,  England 
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j^uziers  &lli  teal  Cosmetic  S> 


ervLce 


Luzier's  Fine  Cosmetics  and  Perfumes,  as  advertised  in  publications  of  the  Amer- 
ican Medical  Association,  are  made  available  to  the  public  by  Cosmetic  Consultants  who 
assist  with  the  selection  of  suitable  shades  and  variations  of  Luzier  products  and  suggest 
how  the  various  preparations  should  be  applied  to  obtain  the  best  results. 

What  amounts  to  a case  history  is  kept  for  each  patron,  so  that  when  there  is 
a history  or  suspicion  of  allergy,  detailed  information  is  available  to  doctors  concerning 
the  formulas  selected  for  the  individual,  and  in  specific  cases,  raw  materials  may  be  obtained 
for  testing. 

When  it  is  demonstrated  that  the  subject  is  sensitized  to  normally  harmless  ingredients  in 
Luzier  preparations,  formulas  are  modified  when  possible  to  eliminate  the  offenders.  This  ser- 
vice (the  modification  of  formulas)  is  made  available  to  Luzier  patrons  without  extra  charge. 

Luzier's  Service  includes  a comprehensive  range  of  cosmetic  preparations  for  facial  care, 
body  care,  hair  and  scalp  care  and  the  care  of  the  hands;  also  a few  choice  perfumes  and 
colognes. 

Luzier's  Fine  Cosmetics  and  Perfumes  are  distributed  in  Delaware  by: 


META  MITCHELL 
701  West  10th  Street 
Wilmington  16,  Delaware 

Phone:  2-2502 


Over  85  years 

Since  the  first  Hanger  Limb  was  manufactured 
in  1861,  Hanger  Artificial  Legs  and  Arms  have 
given  satisfaction  to  thousands  of  wearers.  These 
people,  once  partially  or  completely  incapaci- 
tated, have  been  able  to  return  to  work  and  play 
and  to  take  part  in  the  everyday  activities  of  life. 
To  many  thousands,  the  Hanger  seal  is  a symbol 
of  help  and  hope.  To  them,  and  to  all,  the  Hanger 
name  is  a guarantee  of  Comfort,  Correct  Fit,  and 
Fine  Performance. 


HANGERS 


ARTIFICIAL 
LIMBS 


D ANFORTH 
DRUG  STORE,  Inc. 

DRUGGISTS 

Agents  for  all  the 

PRINCIPAL  BIOLOGICAL, 
PHARMACEUTICAL  AND 
GENERAL  HOSPITAL 
SUPPLIES 

Full  and  Fresh  Stock 
Always  on  Hand 


We  Feature  CAMP  Belts 
fitted  by  a graduate 
of  the  Camp  school 

EXPERT  FITTERS  OF  TRUSSES 


Specialists  in  Filling  Prescriptions 


334-336  N.  13th  Street 
Philadelphia  7,  Penn. 


124  MARKET  STREET 
WILMINGTON,  DEL. 


XXI L 


Delaware  State  Medical  Journal 


July,  1948 


PARKE 

Institutional  Supplier 
Of  Fine  Foods 

• 

COFFEE  TEAS 

SPICES  CANNED  FOODS 

FLAVORING  EXTRACTS 

• 

L.  H.  Parke  Company 

Philadelphia  * Pittsburgh 


Baynard  Optical 
Company 

Prescription  Opticians 

We  Specialize  in  Making 
Spectacles  and  Lenses 
According  to  Eye  Physicians’ 
Prescriptions 


5th  and  Market  Sts. 
Wilmington,  Delaware 


Freihofer's 

Enriched 
Perfect  Bread 

Vitamins 

Iron 

Minerals 

Fresh  from  the  oven 

made  in  Wilmington 


A Wilson  Home  Freezer 

for  healthful,  luxurious  living 

• • © 

Models  from  6 cu.  ft.  to  60  cu.  ft. 
on  display  at 

Diamond  Ice  & Coal  Co. 
827  Market  Street 


Blankets  — Sheets  — Spreads  — 
Linens  — Cotton  Goods 

Rhoads  Company 

Hospital  Textile  Specialists  Since  1891 
Alanufacturers  — Converters 
Direct  Alill  Agents 
Imports  — Distributors 
MAIN  OFFICE 

401  North  Broad  Street,  Philadelphia,  Pa. 
FACTORY 
Philadelphia,  Penna. 
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QUESTION: 

When  is  it  good  practice  to  suggest  "Change  to 
Philip  Morris  Cigarettes"? 

ANSWER: 

When  patients  under  treatment  for  throat  condi- 
tions persist  in  smoking,  many  eminent  nose  and 
throat  specialists  suggest  "Change  to  Philip  Morris "* 

...the  only  cigarette  proved**  less  irritating. 

• In  fact,  for  all  smokers,  it  is  good  practice  to 
suggest  "Change  to  Philip  Morris." 

PHILIP  MORRIS 

Philip  Morris  & Co.,  Ltd.,  Inc. 

119  Fifth  Avenue,  New  York 

DO  YOU  SMOKE  A PIPE?  . . . We  suggest  an  unusually  fine 
new  blend  — Country  Doctor  Pipe  Mixture.  Made  by  the  same 
process  as  used  in  the  manufacture  of  Philip  Morris  Cigarettes. 

'Completely  documented  evidence  on  file. 

** Reprints  of  published  papers  on  request: 

laryngoscope,  Feb.  1935,  Vo I.  XIV,  No.  2,  149-154;  Laryngoscope,  Jan.  1937,  Vo I.  XL VII,  No.  I.  58-60; 
Proc.  Soc.  Exp.  Biol,  and  Med.,  1934,  32-241;  N.  Y.  Stale  Journ.  Med.,  Vo I.  35,  6-1-25,  No.  II,  590-592. 


WHEN  interviewed  between  platefuls,  this  ll-months-old 
young  man  emphatically  stated:  "I  have  been  brought 
up  on  Pablum  and  still  like  it,  but  some  days  when  I’m  in  the 
mood  for  oatmeal,  nothing  satisfies  me  like  Pabena!” 

Nutritious,  quick  and  easy  to  prepare, 
both  products  are  for  sale  at  drug  stores. 


MEAD  JOHNSON  & COMPANY,  EVANSVILLE,  IND.,  U.S.A. 
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BACKGROUND 

Three  Decades  of  Clinical  Experience 

THE  use  of  cow’s  milk,  water  and  carbohydrate  mix- 
tures represents  the  one  system  of  infant  feeding  that 
consistently,  for  over  three  decades,  has  received  universal 
pediatric  recognition.  No  carbohydrate  employed  in  this 
system  of  infant  feeding  enjoys  so  rich  and  enduring  a 
background  of  authoritative  clinical  experience  as  Dextri- 
Maltose. 

liEXTRI-MALTOSE  No.  1 (with  2%  sodium  chloride),  for  normal  babies. 

DEXTRI-MALTOSE  No.  2 (plain,  salt  free),  permits  salt  modifications  by  the  physician. 
DEXTRI-MALTOSE  No.  3 (with  3%  potassium  bicarbonate),  for  constipated  babies. 

These  products  are  hypo-allergenic. 

DEXTRI-MALTOSE 


Please  enclose  professional  card  when  requesting  samples  of  Mead  Johnson  products  to  cooperate  in  preventing  their 

reaching  unauthorized  persons 

Mead  Johnson  & Company,  Evansville,  Ind.,  U.  S.  A. 


REHOBOTH,  SEPTEMBER  13 


BENADRYL  (diphenhydramine  hydrochloride,  P.  D.  6-  Co.) 


ENADRYL 

histamine  antagonist 


cwet  200 


Leading  clinics,  distinguished  journals,  and  outstanding  investigators  bear  witness 
to  the  excellent  clinical  results  with  BENADRYL  for  allergy  in  its  manifold 
varieties.  What  other  antihistaminic  can  offer  so  extensive  a bibliography  of 
clinical  research? 


a tenHOvKuS/e  tecou/ 


BENADRYL  is  not  only  valuable  as  an  all-round  antihistaminic  but  has  a truly 
remarkable  record  in  the  relief  of  hay  fever.  A recent  study  of  425  cases,  for  example, 
shows  82.4%  satisfactory  improvement.  Similarly,  in  vasomotor  rhinitis  76.7% 
of  349  cases  were  benefited.  Lacrimation,  sneezing,  and  nasal  stuffiness  are 
frequently  controlled  within  an  hour  after  a single  dose  of  BENADRYL  and  the  effect 
often  endures  from  5 to  8 hours. 


KAPSEALS® 


50  mg.  each,  in  bottles 
of  100  and  1000 


ELIXIR 

10  mg.  in  each  teaspoonful, 
in  pints  and  gallons 


CAPSULES 

25  mg.  each,  in  bottles 


> 

25  ' 

- p! 
/: 


V 


a 


of  100  and  1000 


^ C ^ 


ARKE,  DAVIS  & COMPANY  • DETROIT  32,  MICHIGAN 
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The  extra  long  action  of 
Neo-Synephrine  hydrochloride 
makes  possible  control  of  hay  fever 
symptoms  with  infrequent 
dosage,  thus  enabling  the  patient 
to  be  comfortable  during  the  day 
and  obtain  sleep  at  night. 

Average  dose:  2 or  3 drops  in 
each  nostril. 

No  appreciable  interference  with  ciliary 
action.  Virtually  no  side  reactions.  _ 


FOR  NASAL  USE:  V4%  solution 
(plain  and  aromatic),  1 oz. 
bottles;  1%  solution,  1 oz. 
bottles;  V2%  water  soluble 
jelly,  Ve  oz.  tubes. 

FOR  OPHTHALMIC  USE:  Va%  low 
surface  tension,  aqueous 
solution,  isotonic  with 
tears,  15  cc.  bottles. 


New  York  13,  N.  Y.  Windsor,  Ont. 


Neo-Synephrine,  trademark  reg.  U.S.  & Canada 
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IE AD QUARTERS 


Wherever  the  Authorized  Camp  Service  sign  appears,  you 
can  depend  upon  the  dealer  as  the  “Headquarters”  for  Camp 
Anatomical  Supports  in  that  community.  Whether  it  be  a special 
Camp  Department  in  one  of  the  large  metropolitan  department 
stores,  or  whether  it  be  a small  neighborhood  store,  specialty  shop 
or  surgical  supply  dealer  anywhere  in  the  world  — you  can  send 
your  patients  there  with  complete  confidence  in  two  things:  (1) 
Your  prescriptions  will  be  carefully  executed  by  expert  fitters  trained 
by  the  Camp  organization  to  fill  such  prescriptions;  and  (2)  there 
will  always  be  (with  rare  exceptions)  adequate  stock  on  hand  to 
fill  your  order  immediately. 

Merchants  find  it  is  good  business  to  be  thus  equipped  to  render 
this  service  to  their  customers  — quickly,  intelligently  and  accurately 

— as  you,  the  doctor,  demand  it.  And  doctors  find  it  often  saves 
their  patients  days  and  weeks  of  unneces- 
sary pain  and  discomfort  to  send  them 
directly  to  “Headquarters”  for  their  anatom- 
ical support.  Camp  Supports,  of  course,  are 
sold  and  fitted  only  through  reputable  stores 

— they  are  never  sold  by  door-to-door 
canvassers. 

S.  H.  CAMP  AND  COMPANY 
JACKSON,  MICHIGAN 


World's  Largest  Manufacturers  of  Scientific  Supports 
Offices  in  New  York  • Chicago  • Windsor,  Ontario  • London,  England 
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Experience  is  the  Best  Teacher 

Richard  Bright  (1789-1858)  proved  it  in  anatomy 

Richard  Bright,  a renowned  physician  of  his  time, 
made  many  fundamental  contributions  to  medical 
science.  Besides  his  many  brilliant  anatomical  ob- 
servations, he  was  among  the  first  to  describe  acute 
yellow  atrophy  of  the  liver  and  to  point  out  that 
dropsy  with  albuminuria  was  the  result  of  kidney 
disease.  Bright's  detailed  studies  still  are  important 
additions  to  the  collected  experience  of  medicine. 


Experience  is  the  best  teacher  in  cigarettes , too! 

YES!  Experience  counts  in  medicine— and  in  choosing  a cigarette,  too. 

Thousands  and  thousands  of  smokers  who  have  tried  and  compared  many 
different  brands  of  cigarettes  have  learned  from  experience  that  Camels  suit 
them  to  a "T.”  Result?  More  people  are  smoking 
Camels  than  ever  before. 

Try  Camels!  Discover  for  yourself  how  the  rich,  full 
flavor  of  Camel’s  choice,  properly  aged,  and  expertly 
blended  tobaccos  pleases  your  taste.  See  if  Camel’s  cool, 
cool  mildness  isn’t  mighty  welcome  to  your  throat. 

See  for  yourself  why,  with  millions  of  smokers.  Camels 
are  the  "Choice  of  Experience.” 

According  to  a .Xation wide  surrey: 


3§ore  Doctors  Smoke  EAMEMjS 

than  any  other  cigarette 

Three  independent  research  organizations  in  a nationwide  survey  asked  113,597  doctors  what  cigarette 
they  smoked.  The  brand  named  most  was  Camel! 
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Effective  in  combating 
simple  depression 

When  the  cause  of  the  underlying 
emotional  disturbance  is  apparent — 
and  when  it  has  been  properly  ventilated — 
'Benzedrine’  Sulfate  has  proved  its 
effectiveness  in  the  treatment  of  mild  but 
persistent  psychogenic  depressions, 
such  as  may  be  found: 

Attending  old  age 
With  prolonged  postoperative  recovery 
Accompanying  prolonged  pain 

When  psychopathic  problems  develop  after  childbirth 
Precipitated  by  the  menopause 

With  debilitating  or  crippling  chronic  organic  disease 


Benzedrine*  Sulfate 


tablets  • elixir 


(racemic  amphetamine  sulfate,  S.K.F.) 

one  of  the  fundamental  drugs  in  medicine 

Smith,  Kline  & French  Laboratories,  Philadelphia 


*T.  M.  Res-  U.  S.  Pat.  Off. 
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"protein 


fg  [in  children] 
is  much  more  common 

than  is  generally  realized. 


Investigators  have  shown  that  when  the 
variety  of  foods  is  limited  — as  in  infant 

feeding  — care  must  be  exercised  in  their 
selection  . . . the  chief  consideration  being  "the 
furnishing  of  the  essential  amino  acids  to  be  made 
available  to  the  tissues  by  digestion.”  * 

DryCO,  spray-dried  for  ready  reconstitution  in  cold 
or  warm  water,  provides  the  physician  with  a 
remarkably  flexible  basic  high  protein  food, 
containing  all  the  essential  amino  acids.  It  is  ideally 

suited  to  the  changing  nutritional  requirements  of 
the  normal  or  abnormal  infant.  Easily  digestible 
(because  of  its  soft  curd  characteristics) , bacteriologically 
safe  and  constant  in  composition  — this  vitamin-fortified, 
improved,  infant  food  may  be  readily 
adapted  to  six  distinct  types  of  formulas: 

1 DRYCO  alone  (high  protein,  low  fat, 
low  carbohydrate). 

2 DryCO  with  carbohydrate  (high  protein,  low  fat, 
high  carbohydrate). 

3 DryCO  with  whole  milk  — fresh,  evaporated  or  dried 
(high  protein,  intermediate  fat,  low  carbohydrate). 

4 DRYCO  with  whole  milk— fresh,  evaporated  or  dried— 
and  carbohydrate  (high  protein,  intermediate  fat, 
high  carbohydrate ). 

5 DRYCO  with  skim  milk  — fresh  or  dried  (high  protein, 
exceptionally  low  fat,  low  carbohydrate). 

6 DryCO  with  skim  milk— fresh  or  dried  — and 
carbohydrate  (high  protein,  exceptionally  low  fat, 
high  carbohydrate). 

*A.M.A.:  Handbook  of  Nutrition,  Chicago,  194). 

BORDEN’S  PRESCRIPTION  PRODUCTS  DIVISION 

350  MADISON  AVENUE,  NEW  YORK  17,  N.  Y. 


DRYCO  is  made  from  spray-dried,  pasteurized,  superior  quality 
whole  milk  and  skim  milk,  providing  2500  U.S.P.  units  of  vitamin  A 
and  400  U.S.P.  units  of  vitamin  D per  reconstituted  quart.  Each 
tablespoon  supplies  31'/2  calories.  Dryco  is  available  at  all  phar< 
macies  in  1 and  2 Vi  lb.  cans. 


ihe  "Custom  Formula"  high  protein  infant  food 
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middle  age 

Verve  or  apathy  in  middle  age ? For 
the  menopausal  patient  this  is  usually  determined 
by  the  degree  of  relief  from  the  distressing  symptoms 
so  often  associated  with  declining  ovarian  function. 

Gratifying  and  prompt  remission  of  disturbing 
symptoms  may  be  obtained  with  " Premarin ." 

Outstanding  among  comments  made  by 
patients  receiving  this  naturally 
occurring,  orally  active  estrogen,  is  the 
reference  to  the  "plus"  that  changes 
apathy  info  action ..  .the  "sense  of 
well-being"  following  therapy  which 
is  so  much  appreciated  by  the  middle- 
aged  woman  who  wants  to  live 
usefully  and  enjoyably. 

While  sodium  estrone  sulfate 
is  the  principal  estrogen  in 
"Premarin,"  other  equine 
estrogens ..  .estradiol,  equi 
lin,  equilenin,  hippulin ... 
are  probably  also 
present  in  varying 
amounts  as  water 
soluble 
conjugates. 


verve 


Three  potencies 
of  " Premarin " 

enable  the  physician 
to  fit  the  dosage  to  the 
individual  needs  of  the 
patient:  2.5  mg.,  1.25  mg. 
and  0.625  mg.  tablets,-  also  in 
liquid  form,  0.625  mg.  in  each 
4 cc.  (1  .teaspoonful) . 


* 

Conjugated  Estrogens  (equine) 


Igp 


Ayerst,  McKenna  & Harrison 

Limited 

22  East  40th  Street,  New  York  16,  N.  Y. 


''Estrogenic  Substances  (wafer  soluble)  also  known  as  Conjugated  Estrogens  (equine 
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T h e re’l  I be 
fewer 
sleepless 
nights 
this  season 


The  introduction  of  Abbott’s  new  antihis- 
taminic,  Thenylene  Hydrochloride,  means 
that  more  allergic  persons  than  ever  before 
will  be  working,  playing,  sleeping  in  greater 
comfort.  Some  hay  fever  patients  will  be 
symptom-free;  others  will  experience  relief 
to  a lesser  degree.  Side-effects  will  be  limited. 

In  a series  of  112  patients  with  seasonal 
hay  fever  (including  pollinosis  caused  by 
trees,  grass,  weeds  and  molds)  it  was  re- 
ported that  70  percent  were  benefited  fol- 
lowing treatment  with  Thenylene  Hydro- 
chloride. From  a number  of  independent  in- 
vestigators come  reports  on  various  allergies 
treated  with  Thenylene:  in  a total  of  695 
such  cases,  67  percent  were  benefited.  A 


significant  number  of  patients  in  one  test 
group  who  received  several  different  anti- 
histaminics,  reported  a better  tolerance  for 
Thenylene,  with  fewer  side-effects. 

While  no  harmful  effects  have  been  re- 
ported, a total  daily  dose  exceeding  400  mg. 
(0.4  Gm.)  is  not  recommended,  nor  continu- 
ous use  of  the  new  drug  beyond  eight  weeks. 

If  you  would  like  to  try  this  new  antihis- 
taminic,  just  drop  a line  to  Abbott  Labora- 
tories asking  for  your  professional  sample 
and  descriptive  literature.  Or  ask  your  phar- 
macist— he  has  Thenylene  Hydrochloride 
in  sugar  coated  tablets  of  three  sizes,  25  mg., 
50  mg.  and  0.1  Gm.  in  bottles  of  100,  500. 
Abbott  Laboratories,  North  Chicago,  111. 
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Thenylene  Hydrochloride 

( Methapyrilene  Hydrochloride,  Abbott) 

Abbott’s  NEW  Antihistaminic 


I.  Feinberg,  S.  M.,  Bernstein,  T.  B.  (1947),  Histamine  Antagonists,  VIII.  N-(a-Pyridyl)-N-(a-Thienyl)-N', 
N'-Dimethylethylenediamine,  a New  Antihistaminic  Compound.  Experimental  and  Clinical  Experiences, 

J.  Lab.  & Clin.  Med.,  32.1370,  November.  2.  Feinberg,  S.  M.  (1947),  The  Antihistaminic  Drugs,  Amer. 
J.  Med.,  3.-560,  November. 
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IN  ORAL  ESTROGEN  THERAPY 


Estinyl*  ( ethinyl  estradiol 1 affords  “relief  of  menopausal 
symptoms  with  excellent  results”1  in  from  87.8  to 
100  per  cent2  of  cases.  On  a weight  basis,  Estinyl  is 
many  times  more  powerful  in  estrogenic  effect  than 
other  natural  and  synthetic  estrogenic  agents.3 
It  acts  rapidly,  causing  disappearance  of  hot  flushes 
in  3 to  8 days4  and  often  completely  controls  other 
climacteric  symptoms  in  7 to  10  days.5 


is  well  tolerated,  there  usually  being  “complete 
absence  of  side  reactions  if  minimal  effective  doses 
are  administered.”2  An  additional  asset  of  Estinyl 
therapy  is  the  “sense  of  well-being"0  it 
commonly  evokes. 

DOSAGE:  One  Estinyl  Tablet.  0.02  mg.,  or  one 
teaspoonful  of  Estinyl  Liquid  daily.  In  severe  cases 
two  to  three  tablets  daily,  or  their  equivalent  in 
Estinyl  Liquid  may  be  prescribed,  reducing  dosage  as 
symptoms  subside. 

ESTINfVI.  Tablets,  0.02  (buff)  or  0.05  mg.  (pink), 
in  bottles  of  100,  250  and  1000. 

ESTINYL  Liqi  id.  0.03  mg.  per  4 cc.  (teaspoonful), 
in  bottles  of  4 and  16  oz. 

BIBLIOGRAPHY:  1.  United  States  Dispensatory,  ed.  24,  Phila- 
delphia, J.  B.  Lippincott  Company,  1947,  p.  1446.  2.  Wiesbader, 
H.,  and  Filler,  W. : Am.  J.  Obst.  & Gynec.  51:75,  1946.  3.  Allen. 
W.  M.:  South.  M.  J.  37:270,  1944.  4.  Lyon,  R.  A.:  Am.  J.  Obst. 
& Gynec.  47  :532,  1944.  5.  Groper,  M.  J.,  and  Biskind,  G.  R. : 
J.  Clin.  Endocrinol.  2:703,  1942.  6.  Soule,  S.  D. : Am.  J.  Obst.  & 
Gynec.  45:315,  1943. 
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x— /aboratory  studies  on  sperm- 
immobilizing  power  and  clinical  studies  on  occlusive  action 
and  safety  establish  that  "RAMSES”*  Vaginal  Jelly  affords  the 
optimum  protection  that  a jelly  alone  can  provide.  For  example. 
<ms  It  will  immobilize  sperm  in  the  fastest  time  recognizable 
under  the  Brown  and  Gamble  method. 

«*«<*  It  will  occlude  the  cervix  for  as  long  as  10  hours  after  coitus. 
inKs  It  will  not  liquefy  or  run  at  body  temperature. 

It  does  not  separate. 

It  is  nonirritating  and  nontoxic. 

For  optimum  protection  when  dependence  must  be  placed  on 
jelly  alone,  specify  "RAMSES”  Vaginal  Jelly. 

Active  Ingredients:  Dodecaethyleneglycol  Monolaurate  5%;  Boric  Acid  1%; 
Alcohol  5%. 

: L i JULIUS  SCHMID , Inc. 

423  West  55th  Street,  NewYork  19,  N.  Y. 


•The  word  "RAMSES"  is  a registered 
trademark  of  Julius  Schmid,  Inc. 

f :: 
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The  Petechiometer* 
a Rexall  exclusive 


DRUGS 


YOU  CAN  DEPEND  ON 
ANY  DRUG  PRODUCT  THAf 
BEARS  THE  NAME  REXALL. 


The  Petechiometer — exclusive  with  Rexall  — is  a new  device 
used  in  the  measurement  of  capillary  fragility.  It  is  a simplifi- 
cation of  the  suction-type  resistometer  used  in  the  Dalldorf  test. 

A small  suction  pump  with  a spring-returned  plunger  and 
clear  plastic  suction  cup,  the  Petechiometer  applies  negative 
pressure  to  a hairless  area  of  skin  two  centimeters  in  diameter. 
A magnifying  glass  blown  into  the  upper  surface  of  the  cup  helps 
count  petechiae  which  develop. 

The  air  is  expelled  from  the  suction  cup  by  pressure  of  thumb 
on  plunger.  The  cup  is  then  placed  lightly  but  firmly  upon  the 
skin.  As  thumb  pressure  is  released,  spring  action  applies  suc- 
tion. After  one  minute,  suction  is  released;  after  five  minutes, 
petechiae  are  counted.  By  moving  an  adjustable  “stop”  ring 
the  test  may  be  repeated  at  two  additional  suction  levels.  Re- 
member that  increased  capillary  fragility  is  a complication  of 
many  clinical  conditions. 

You  can  obtain  the  Petechiometer  only  at  drug  stores  dis- 
playing the  familiar  blue  and  white  Rexall  sign — your  assurance 
of  drugs  manufactured  under  rigid  laboratory  control,  com- 
pounded with  superior  pharmacal  skill.  Your  Rexall  druggist 
will  be  glad  to  tell  you  more  about  the  Petechiometer.  Or  write 
to  Rexall  Drug  Company,  Los  Angeles,  California. 


^Petechiometer  is  a registered  trade-mark  owned  by  the  Rexall  Drug  Company 
covering  a clinical  device  for  the  measurement  of  capillary  fragility. 


REXALL  DRUG  COMPANY 

LOS  ANGELES,  CALIFORNIA 

PHARMACEUTICAL  CHEMISTS  FOR  MORE  THAN  45  YEARS 
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Biologically  Adequate  Protein 


Icium 


Iron 


Vitamin  A 


Niacin 


Ascorbic  Acid 


Thiamine 

Riboflavin 


Vitamin  D 


When  the  need  for  dietary  supplementa- 
tion arises,  the  delicious  food  drink  made 
by  mixing  Ovaltine  with  milk  finds  wide 
application.  This  dietary  supplement  pro- 
vides generously  of  all  nutrients  consid- 
ered necessary,  in  balanced  proportion 
for  optimal  utilization.  Three  glassfuls 
daily,  in  conjunction  with  even  an  aver- 
age diet,  raises  the  intake  of  essential 
nutrients  to  optimal  levels. 

Its  appealing  taste  and  easy  digestibil- 


ity virtually  assure  patient  acceptance,  as 
well  as  consumption  of  the  recommended 
three  glassfuls  daily. 

Ovalrine  finds  valuable  use  pre-  and 
postoperatively,  following  recovery  from 
infectious  disease,  in  pregnancy  and  lac- 
tation, in  pediatrics  in  the  management 
of  food-resistant  children,  and  to  supple- 
ment restricted  dietaries  whether  pre- 
scribed or  self-imposed  as  a result  of 
food  aversions  and  idiosyncrasies. 


THE  WANDER  COMPANY,  360  N.  MICHIGAN  AVE.,  CHICAGO  1,  ILL 


Three  servings  daily  of  Ovaltine,  each  made  of 
Vz  oz.  of  Ovaltine  and  8 oz.  of  whole  milk,*  provide-. 


CALORIES 

669 

VITAMIN  A . . . 

. . . 3000  I.U. 

PROTEIN 

32.1  Gm. 

VITAMIN  Bi  . . . 

. . . 1.16  mg. 

FAT 

31.5  Gm. 

RIBOFLAVIN  . . . 

. . . 2.00  mg. 

CARBOHYDRATE  .... 

64.8  Gm. 

NIACIN  

. . . 6.8  mg. 

CALCIUM  

1.12  Gm. 

VITAMIN  C . . . 

PHOSPHORUS  

0.94  Gm. 

VITAMIN  D . . . 

. . . 417  I.U. 

IRON 

12.0  mg. 

COPPER  

*Based  on  average  reported  values  for  milk. 
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symptomatic  relief 


in 

hay  fever  ^ 

PYRIBENZAMIN 


During  the  last  two  pollen  seasons,  the  effectiveness 
of  Pyribenzamine  hydrochloride  in  hay  fever  has  been 
demonstrated  repeatedly  . . . 84%  of  288  cases'1’  — 78%  of  588  cases'2’ 

— 82%  of  254  cases.'3’ 

Side  effects  are  few  and  for  the  most  part  mild:  — “No  serious  side  effects 
have  been  noticed  in  any  patients.”'”  "In  our  opinion,  reactions 
to  Pyribenzamine  are  minimal  and  seldom  necessitate  stoppage 
of  the  drug."''”  The  usual  adult  dose  is  50  mg.  four  times  daily. 

1.  Abeesman,  C.  E.:  N.  V.  State  Jl.  of  Med.,  47:  1775,1947. 

2.  Loveless,  M.  H.:  Am.  Jl.  of  Med.,  3:  296,  1947. 

3.  Bernstein,  Rose  and  Feinberc:  III.  Med.  Jl.,  92:  2,  1947. 

4.  Osborne,  Jordon  and  Rausch:  Arch,  of  Derm.  Cr 
Syph.,  55:  318,  1947. 

Pyribenzamine  Scored  Tablets,  50  mg.,  bottles  of  50,  500  and  1000. 
Pyribenzamine  Elixir  of  5 mg.  per  cc.,  bottles  of  1 pint  and  1 gallon. 

• CIBA  PHARMACEUTICAL  PRODUCTS,  INC.,  SUMMIT.  NEW  JERSEY 


PYRIBENZAMINE  (brand  of  tripelennamine) — Trade  Mark  Reg.  U. S.  Pat. Off. 
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PENICILLIN 

THERAPY 


The  development  of  Crystalline  Penicillin  G Sodium  has  effected 
a distinct  advance  in  Penicillin  therapy.  Compared  with  earlier, 
amorphous  preparations,  this  highly  purified  crystalline  product 
affords  several  important  advantages: 


• More  predictable  clinical  results  — 
because  of  high,  uniform  potency. 

• Decreased  tendency  to  certain  side 
effects — therapeutically  inert  materials 
■which  may  act  as  allergens  have  been 
virtually  eliminated. 


• Greater  convenience  for  the  physi- 
cian— no  refrigeration  is  required  for 
the  dry  form. 

• Less  annoyance  for  the  patient — 
pain  and  irritation  at  the  site  of  injec- 
tion have  been  considerably  reduced 
by  removal  of  impurities. 


CRYSTALLINE 
PENICILLIN  G SODIUM 
MERCK 

MERCK  & CO.,  Inc.  RAHWAY,  N.  J. 


effective  Therapy  For  the  Relief 
of Menopausal Symptoms 


-“’V' 


Relatively  small  doses  of  Diethylstilbestrol,  Lilly,  whether 
given  parenterally  or  orally,  can  produce  the  desired  result 
in  the  control  of  menopausal  symptoms.  Excessively  large 
doses  of  either  natural  or  synthetic  estrogenic  preparations 
may  cause  nausea.  A cautious  approach  in  establishing  a 
maintenance  dose  will  prevent  untoward  reactions.  Cyclic 
administration  of  Diethylstilbestrol,  Lilly,  results  in  an  eflect 
which  simulates  the  progression  of  estrogen  levels  occurring 
in  normal  ovarian  cycles. 

The  dosage  forms  of  Diethylstilbestrol,  Lilly,  include  tab- 
lets, ampoules,  and  vaginal  suppositories.  They  are  readily 
available  at  your  local  retail  pharmacy. 


ELI  LILLY  AND  COMPANY,  INDIANAPOLIS  6,  INDIANA,  U.  S.  A. 


A 15x12  reproduction  of  this  Dale  Nichols  illustration 
is  available  upon  request. 

Lilly  in  Switzerland 


of  all  of  the  admirable  qualities  of  the  Swiss 
people,  unselfish,  humanitarian  service  is  char- 
acteristic. It  was  a Swiss,  Jean  Henri  Dunant, 
who  founded  the  Red  Cross.  The  executive  conn 
mittee,  known  as  the  International  Red  Cross 
Committee,  is  made  up  entirely  of  Swiss  citi- 
zens. Similar  organizations  doing  private  relief 
work  for  unfortunates  all  over  the  world  have 
their  headquarters  in  Switzerland  and  are 
stanchly  supported  by  the  Swiss  people. 

Although  Lilly  products  had  been  sold  in 
Switzerland  for  many  years,  it  was  not  until 
1947  that  the  first  Lilly  representative  was  ap- 
pointed. Those  engaged  in  medical  research  are 


now  contacted  regularly.  It  is  hoped  that  Eli 
Lilly  and  Company  will  be  accorded  the  privi- 
lege of  co-operating  in  the  development  of  dis- 
coveries certain  to  come  from  the  laboratories 
of  Swiss  scientists.  To  make  available  to  all  the 
findings  of  the  world’s  best  medical  talent  is  the 
goal  of  Eli  Lilly  and  Company. 


DELAWARE  STATE  MEDICAL  JOURNAL 

Issued  Monthly  Under  the  Supervision  of  the  Publication  Committee 
Owned  and  Published  by  the  Medical  Society  of  Delaware 


VOLUME  20  ATTPITCT  1 Q!Q  Per  Copy,  50c 

NUMBER  8 auuuo1>  1 Per  Year,  $4.00 


GOVERNOR  BACON  HEALTH  CENTER 

M.  A.  Tarumianz,  M.  D.,# 
Farnhurst,  Del. 

On  January  30th,  1947,  the  Fort  du  Pont 
Reservation  was  transferred  to  the  state  of 
Delaware  in  the  presence  of  the  members  of 
the  state  legislature,  state  officials,  members 
of  the  medical  profession  and  many  others, 
representing  the  various  groups  of  our  state. 

His  Excellency,  Governor  Walter  W.  Bacon, 
in  accepting  the  property  said,  “I  predict  that 
within  a few  years,  the  benefits  derived  from 
this  project  will  rank  with  those  of  our  orig- 
inal school  and  road  building  program,  and 
the  building  of  our  new  Delaware  River 
Bridge.  This  project  furnishes  buildings  and 
grounds  which  will  give  our  state  an  ideal  set- 
up and  bring  many  benefits  and  opportunities, 
denied  at  present,  not  only  in  our  own  state, 
but  in  many  other  communities. 

“It  is  most  gratifying  to  know  that  we  are 
transforming  a plant,  designed  entirely  for 
war  purposes,  to  one  beneficial  to  the  health, 
happiness,  and  welfare  of  our  state,  and  a 
place,  where  many  may  be  rehabilitated  into 
useful  citizens.” 

The  deed  was  transferred  to  the  state  of 
Delaware  with  a definite  provision,  that  the 
reservation  be  utilized  for  a period  of  twenty- 
five  years,  for  the  care  and  treatment  of  emo- 
tionally handicapped  and  crippled  children, 
children  awaiting  assignment  to  foster  homes, 
certain  children  awaiting  trial  in  the  family 
and  juvenile  courts,  alcoholics  without  psycho- 
sis, epileptics  without  psychosis,  terminal 
senile  cases,  an  emergency  hospital  unit,  and 
many  other  related  health  and  welfare  prob- 
lems. It  also  provides  that  the  veterans  of 
both  wars  and  their  families  will  have  priority 
to  the  services  rendered  by  the  Center. 

In  April,  1947,  the  state  legislature  passed 

* Superintendent,  Delaware  State  Hospital,  and  Gover- 
nor Bacon  Health  Center. 


appropriate  bills,  (Senate  bills  No.  158,  No. 
225  and  House  Bill  No.  140)  transferring  the 
Fort  du  Pont  Reservation  to  the  State  Board 
of  Trustees  of  the  Delaware  State  Hospital, 
with  provision  to  establish  the  Governor 
Bacon  Health  Center,  with  various  depart- 
ments, under  its  sole  jurisdiction. 

The  State  Board  of  Trustees  immediately 
assumed  the  responsibility  in  preparing  plans, 
as  prescribed  by  law,  to  remodel,  repair,  equip 
and  maintain  the  buildings  and  grounds  for 
the  purpose  of  establishing  the  Governor 
Bacon  Health  Center. 

The  Center  will  be  ready  for  dedication  and 
for  public  inspection  on  September  27th,  1948. 
The  Center  will  lie  opened  for  service  on  Octo- 
ber 1st,  1948,  at  which  time  it  will  offer  the 
following  facilities:  Seventeen  buildings,  well- 
equipped,  to  accommodate  282  children,  who 
are  either  maladjusted,  prepsychotic,  or  acute- 
ly psychotic,  amenable  to  treatment ; epilep- 
tics without  psychosis,  or  crippled  children  or 
children  awaiting  for  assignment  to  foster 
homes.  Five  buildings  to  accommodate  26(1 
adults  who  are  either  epileptics  without  psy- 
chosis, alcoholics  without  psychosis  or  senile 
bed-ridden  cases.  In  addition  to  the  above, 
there  will  be  five  buildings  to  be  used  as  dor- 
mitories for  men  and  women  employees;  eight 
buildings  to  house  doctors  and  their  families ; 
twelve  buildings  to  accommodate  the  key  per- 
sonnel ; nine  buildings  will  serve  as  occupa- 
tional, recreational,  educational  and  physical 
training  centers  and  patients’  library. 

There  will  lie  one  large  building  designated 
as  Medical  Center  with  the  following  modern 
facilities:  one  major  and  one  minor  operating 
rooms,  x-ray  department,  clinical  laboratory, 
pharmacy,  physio-therapy  department,  dental 
surgery,  conference  and  library  rooms,  offices 
and  autopsy  room. 

The  Center  will  provide  modern  diagnostic 
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and  therapeutic  facilities  for  the  above  de- 
scribed services. 

There  will  also  be  two  buildings  for  admin- 
istration ; one  will  be  utilized  as  offices  for  the 
medical  staff  and  business  administration  and 
the  other  for  sub-administrative  offices. 

There  will  be  a special  laundry  building 
and  two  buildings  for  housekeeping  depart- 
ments and  various  buildings  for  utility  pur- 
poses. 

The  organization  will  be  composed  of:  the 
superintendent ; an  assistant  superintendent 
and  medical  director;  six  resident  medical 
men,  representing  psychiatry,  neurology,  pe- 
diatrics, general  medicine  and  orthopedic  sur- 
gery ; 10-15  part-time  visiting  physicians  of 
various  specialties,  and  a large  staff  of  con- 
sultants ; a director  of  nurses  and  her  staff  of 
graduate  nurses  and  aides;  a director  of  so- 
cial service  department  and  her  assistants;  a 
director  of  physio-hydro-therapy  department 
and  her  assistants;  a director  of  occupational, 
recreational  and  educational  departments  and 
her  assistants ; a director  of  dietetics  and  her 
assistants;  a business  manager  and  his  assist- 
ants and  helpers. 

Eventually  there  will  be  a staff  of  a total 
of  250  employees  to  take  care  of  550  patients 
tind  out-patient  clinics. 

I . 

The  primary  purpose  of  the  Governor  Ba- 
con Health  Center  will  be  to  take  care  of 
acutely  and  sub-acutely  maladjusted  and  ill 
children  and  adults,  thus  attempting  to  pre- 
vent our  people  from  serious  chronic  disabili- 
ties and  illnesses. 

The  objective  of  the  Center  will  be  com- 
plete or  partial  rehabilitation  of  children  and 
adults  of  our  community,  who  will  be  in  need 
of  such.  The  work  will  be  performed  on  a 
state-wide  basis.  The  Center  will  be  the  only 
institution  of  its  kind.  The  Center  will  serve 
all  classes  of  our  people,  who  are  in  need  of 
such  care.  It  will  be  also  an  educational  and 
training  center.  It  will  closely  affiliate  with 
the  New  York  and  Pennsylvania  Universities 
as  well  as  the  Alfred  I.  duPont  Institute, 
Delaware  State  Hospital  and  all  the  general 
hospitals,  and  the  health  and  welfare  agencies 
of  the  state. 


PSYCHO-PHYSICAL  UNITY 

Forrest  M.  Harrison,  M.  D.,* 
Farnhurst,  Del. 

The  internist  and  surgeon  must  not  permit 
themselves  to  think  exclusively  in  terms  of 
either  structure  or  function.  Always  it  should 
be  an  equal  consideration  of  both  at  one  and 
the  same  time.  This  has  not  been  done  pre- 
viously. Structures  have  been  emphasized  and 
functions  neglected.  The  school  of  pathology 
founded  by  Virchow  has  left  such  an  impres- 
sion upon  medicine  that  the  modern  physician 
continues  to  be  obsessed  with  the  feeling  that 
he  must  discover  a defect  in  structure  in  order 
to  account  for  disease  in  human  beings.  All 
of  his  efforts  at  treatment  are  dominated  by 
this  point  of  view,  and  he  is  often  amazed  to 
find  that  certain  forms  of  therapy,  which  lie 
regards  as  being  unsound  and  as  having  no 
relation  to  the  case  whatsoever,  frequently  ac- 
complish the  desired  result.  Such  an  attitude 
needs  to  be  corrected.  The  search  for  organic 
lesions  is  important,  but  it  will  never  bring 
about  a complete  understanding  of  disease.  A 
knowledge  of  the  behavior  activities  and  the 
reactions  that  follow  an  initial  stimulus  or 
fault  is  also  necessary.  This  means  that  in- 
ternal medicine  must  recognize  frankly  and 
completely  the  claims  of  function  to  a place 
of  equal  importance  and  reality  with  structure. 

Functional  disorders  are  spread  thickly 
throughout  each  department  of  medicine  and 
surgery.  It  has  been  conservatively  estimated 
by  numerous  authorities  that  from  60  to  70 
per  cent  of  the  patients  seen  in  the  dispen- 
saries of  our  large  hospitals,  and  in  the  con- 
sulting rooms  of  private  practitioners,  exclud- 
ing the  acute  infections,  present  symptoms  and 
complaints  for  which  no  adequate  organic 
basis  can  be  found.  In  spite  of  their  fre- 
quency, however,  these  functional  disturb- 
ances are  commonly  neglected,  misunderstood, 
and  improperly  treated.  They  command  in- 
terest only  as  long  as  they  are  considered  to  be 
diagnostic  problems.  As  soon  as  it  is  discov- 
ered that  the  patient  has  nothing  wrong  with 
him,  as  we  have  often  heard  it  expressed,  he  is 
passed  over  lightly,  no  further  attention  is 
paid  to  him,  and  he  is  referred  to  the  psychia- 
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trist.  From  a technical  standpoint,  most  ot' 
these  case  do  come  under  the  broad  heading 
of  the  psychoneuroses,  but  a great  many  of 
them  do  not.  For  practical  purposes,  as  sug- 
gested by  Peabody1,  the  patient  who  has  a 
functional  disorder  may  merely  be  suffering 
from  severe  subjective  sensations  due  to  altera- 
tions in  the  physiological  activities  of  one  or 
more  of  the  bodily  organs.  His  symptoms  may 
depend  upon  an  increase  or  a decrease  of  a 
perfectly  normal  function,  or  simply  upon  his 
becoming  conscious  of  a wholly  normal  func- 
tion that  is  usually  not  noticed.  Or  as  Mc- 
Dougall2  would  have  it,  functional  disorders 
represent  nothing  but  an  ill-adjusted  timing  of 
the  reactions  of  the  various  organs  and  an  im- 
balance of  their  relations  to  one  another.  The 
ultimate  causes  of  these  disturbances  of  func- 
tion are  to  be  found,  not  in  any  gross  struc- 
tural changes  in  the  organs  involved,  but 
rather  in  the  influences  emanating  from  the 
intellectual  and  emotional  life  of  the  patient, 
which  may  affect  in  one  way  or  another  any 
portion  of  the  body.  To  say  that  an  individ- 
ual has  a neurosis,  therefore,  because  no  de- 
monstrable pathology  can  be  pinned  on  him, 
so  to  speak,  is  wrong  and  not  even  logical. 

It  is  extremely  difficult  at  times  to  deter- 
mine whether  we  are  dealing  with  an  organic 
disease  or  with  a pure  disturbance  of  function, 
and  the  differential  diagnosis  requires  the 
broad  training  in  the  use  of  clinical  and  lab- 
oratory methods  which  forms  the  equipment 
of  the  internist.  Then,  too,  the  patients  them- 
selves very  often  fear  the  stigmata  of  any  con- 
tact with  the  expert  in  nervous  and  mental 
diseases,  and  they  prefer  to  go  to  their  family 
physician.  Certainly  this  reaction  should  not 
exist,  but  since  it  does,  it  is  much  better  to 
recognize  it  and  make  the  most  of  it  than  to 
completely  ignore  it  to  the  disadvantage  of  the 
patient.  Some  of  these  cases,  of  course,  are  so 
refractory  that  they  will  have  to  be  referred 
to  the  psychiatrist.  The  vast  majority  of 
them,  however,  can  be  helped  by  the  general 
practitioner  without  the  aid  of  highly  special- 
ized technique,  if  he  will  but  appreciate  the 
significance  of  functional  disorders  and  in- 
terest himself  in  their  treatment. 

We  are  not  justified  in  drawing  a hard  and 
fast  line  between  organic  or  structural  dis- 
eases, on  the  one  hand,  and  functional  disor- 


ders, on  the  other.  The  opposition  between 
them  does  not  rest  upon  a sound  basis.  Or- 
ganic diseases  are  invariably  accompanied  by 
altered  functions,  while  it  is  probable  that  an 
unlimited  microscopist  could  alwyays  discover 
corresponding  changes  in  structure  in  purely 
functional  disturbances.  Function  is,  in  a 
large  measure,  dependent  upon  structure,  and 
vice  versa,  and  disease  will  continue  to  be  an 
enigma  until  a definite  correlation  between 
them  has  been  made.  The  internist  will  cer- 
tainly expand  his  horizon  and  broaden  his 
outlook,  if  he  concerns  himself  with  the  vital 
capacities  of  organs  instead  of  with  mere 
changes  in  structure,  and  if  he  adopts  a func- 
tional concept  of  disease.  Such  an  approach 
will  do  away  with  therapeutic  nihilism,  be- 
cause treatment  will  then  be  directed  towards 
improving  function  rather  than  to  eliminating 
the  anatomical  changes  produced  by  disease, 
which  may  be,  and  usually  are  permanent.  It 
is  narrow-minded  in  the  extreme  for  physi- 
cians to  limit  their  interest  to  those  disorders 
that  are  based  solely  on  defects  in  the  mechan- 
ical structure  of  the  organism. 

Every  physical  symptom,  and  every  somatic 
reaction,  whether  physiologic  or  pathologic, 
must  have  reverberations  in  the  mind  of  the 
patient.  Conversely,  each  emotional  or  men- 
tal state  has  immediate  repercussions  in  all  the 
tissues  and  cells  in  the  body.  In  other  words, 
the  mind  cannot  be  kept  out  of  any  problem 
that  affects  the  individual,  especially  disease. 
This  is  obviously  fundamental  in  psychiatry, 
it  is  of  equal  importance  in  therapeutics,  and 
it  is  of  profound  significance  to  the  internist 
and  surgeon.  Every  sick  person,  no  matter 
what  the  nature  of  the  malady  may  be,  shows 
some  variation  from  his  normal  mental  state. 
Scarcely  a single  patient  who  is  ill  from  an  in- 
ternal disease  or  after  a surgical  operation 
thinks  and  acts  as  he  does  in  health.  To  put  it 
differently,  there  is  in  every  pathological  con- 
dition, over  and  above  the  physical  derange- 
ment present,  a certain  nervous  and  mental 
element,  which  varies  in  degree  in  different  in- 
dividuals, and  which  constitutes  a more  or 
less  conspicuous  part  of  the  disease  entity.  In 
fact,  there  is  a mental  aspect  to  every  illness, 
whether  medical  or  surgical.  In  mild  disor- 
ders, this  amounts  to  little  more  than  a group 
of  disagreeable  feelings,  which  call  for  no  spe- 
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cial  attention  directed  to  their  relief.  In 
more  serious  situations,  however,  the  nervous 
or  mental  element  may,  and  often  does,  be- 
come a very  important  factor,  in  that  it 
lowers  the  resistance  of  the  patient,  aggravates 
the  organic  pathology  present,  and  hinders  re- 
covery. Every  morbid  process  with  which  we 
deal  is  a psychophysical  problem.  This  means 
that  the  practicing  physician  must  always  take 
into  consideration  the  psychological,  as  well  as 
the  somatic  symptomatology,  in  the  study  and 
treatment  of  disease,  if  the  latter  is  to  be  fully 
encompassed,  and  if  our  methods  of  total  diag- 
nosis are  to  be  improved. 

We  have  no  right  to  separate  bodily  and 
mental  disorders,  and  to  say  either  internist 
or  psychiatrist,  which  is  commonly  done  in 
medical  practice  today.  Always  it  should  be 
somatic  and  psychic  treatment  at  the  same 
time,  and  in  the  proper  dosage  and  relation- 
ship. This  is  what  psychiatry  insists  upon. 
Such  an  approach  involves  a complete  study 
of  every  case,  and  requires,  not  only  a detail- 
ed physical  examination,  including  all  the 
necessary  laboratory  tests  and  special  proce- 
dures, but  also  an  estimate  of  the  personality 
make-up  of  the  patient.  If  no  organic  basis 
can  be  found  for  his  symptoms,  inquiry  should 
then  be  made  into  marital  conflicts,  financial 
failures,  religious  difficulties,  sorrows,  disap- 
pointments, anxieties,  and  thwarted  ambi- 
tions. This  can  be  diplomatically  done  with- 
out delving  into  the  unconscious  and  without 
seeming  to  unearth  buried  sexual  complexes. 
The  physician  will  then  be  in  a position  to  use 
drugs  and  diets  at  the  same  time  with  psycho- 
therapy. It  is  necessary  for  all  internists  to 
possess  a working  knowledge  of  the  mechan- 
isms at  the  psychological  level,  and  to  recog- 
nize that  they  are  just  as  definitely  deter- 
mined and  as  reasonable  as  the  physical, 
chemical,  and  physiological  reactions  with 
which  medicine  has  so  long  been  familiar  in 
its  various  departments. 

The  failure  to  recognize  the  concept  of 
psycho-physical  unity,  together  with  the  ad- 
vances in  scientific  morphology,  led  rapidly  to 
the  partition  of  the  body  into  various  organs 
and  systems.  In  relation  to  each  of  these 
anatomical  sub-divisions,  intensive  research 
has  opened  up  whole  fields  of  professional  en- 
deavor, and  specialization  has  developed.  We 


have  grown  to  look  upon  the  diseases  of  the  dif- 
ferent organs  as  entities  in  themselves.  Spe- 
cialism in  medical  practice  has  been  harmful 
in  many  respects,  and  it  is  essential  to  get 
away  from  too  much  of  it.  We  need  also  to 
eliminate  the  gradually  increasing  tendency  to 
consider  diseased  hearts,  livers,  and  so  forth, 
as  organs  for  which  the  body  provides  a sort 
of  test  tube,  and  in  the  treatment  of  which  the 
personality  of  the  patient  is  irrelevant.  A 
change  in  this  attitude  will  eventually  come 
about  because  of  the  newer  emphasis  in  all 
phases  of  biological  research  on  the  importance 
of  the  unit  or  the  whole  to  an  understanding 
of  its  parts.  The  various  medical  and  surgical 
specialists  are  certainly  no  longer  justified  in 
considering  the  organs  and  the  diseases  thereof 
in  which  they  are  primarily  interested  to  the 
exclusion  of  the  rest  of  the  body.  The  organ- 
ism is  a unit  and  all  of  its  parts  are  inter-de- 
pendent. Internal  medicine,  therefore,  follow- 
ing the  lead  of  psychiatry,  must  stress  and  em- 
phasize the  role  which  the  anatomical  and 
physiological  units  of  structure  whatever  they 
may  be,  play  in  the  whole  economy,  if  it  is  to 
maintain  its  proper  perspective,  and  not  drift 
into  too  narrow  a point  of  view  concerning  the 
human  organism. 

To  know  an  organ  and  its  diseases  is  the  ap- 
parent aim  of  most  medical  specialists.  The 
ultimate  goal  of  the  physician,  however, 
should  be  deeper  and  more  far-reaching  than 
this.  He  should  attempt  to  understand  his 
patient  as  a total  human  being,  with  conflicts 
as  well  as  a heart,  with  emotions  as  well  as 
tonsils,  and  with  thwarted  purposes  as  well  as 
a gastro-intestinal  tract.  In  other  words,  in- 
stead of  being  interested  in  the  pathological 
changes  in  some  particular  portion  of  the 
body,  he  should  survey  the  whole  individual. 
This  will  enable  him  to  treat  the  patient  from 
many  angles  and  not  merely  from  the  stand- 
point of  his  chief  or  major  disease.  The  real 
secret  of  the  success  of  many  practitioners  of 
medicine  is  the  thoroughness  with  which  they 
grasp  and  apply  the  principle  of  psycho-physi- 
cal unity  to  the  baffling  problems  which 
they  are  called  upon  to  solve.  In  order  to 
fully  comprehend  and  understand  the  nature 
of  disease  in  our  patients  we  must  take  cog- 
nizance of  the  situation  within.  It  cannot  be 
accomplished  by  an  approach  that  lies  wholly 
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from  without,  and  that  ignores  the  complex 
unit  or  whole  which  the  interesting  parts 
create. 

From  the  standpoint  of  psycho-physical 
unity,  the  concept  disease  assumes  a differ- 
ent. and  much  broader  meaning  than  is  usually 
given  to  it.  Disease  arises  from  the  interplay 
of  dynamic  forces,  which  are  inherent  in  the 
individual,  and  which  are  present  in  the  world 
about  him.  It  is  a subtly  moving,  changing 
set  of  reactions  between  man  and  his  environ- 
ment which  cause  him  discomfort.  To  put  it 
differently,  disease  is  a physiological  reaction 
of  the  organism  under  the  influence  of  various 
nocuous  agents  and  emotional  conflicts.  As 
we  have  already  pointed  out,  the  organism  re- 
sponds as  a unit  or  a whole  to  any  problem 
confronting  it.  Disease  represents,  therefore, 
not  the  response  of  separate  organs,  or  partial 
reactions,  but  total  reactions  to  the  causative 
factors  whatever  they  might  be.  This  means 
that  there  is  really  no  such  thing  as  a local  dis- 
ease, strictly  speaking,  and  that  all  diseases 
are  general  in  nature  in  that  they  affect  the 
entire  organism.  The  significance  of  these 
facts  to  internal  medicine  is  that  many  chronic 
conditions  whose  etiology  and  pathogenesis  are 
not  known  may  possibly  be  explained  as  total 
reactions  of  the  organism  to  long  continued 
stresses,  both  from  within  and  from  without, 
the  organic  compensations  and  defenses  of  the 
tissues  breaking  down  in  certain  directions,  so 
that  different  organs  become  involved  to  a 
greater  degree  than  others. 

Because  of  the  individual  differences  and 
peculiarities  in  all  organisms,  it  follows  that 
their  reactions  will  be  extremely  variable,  espe- 
cially to  disease,  and  that  the  symptoms  of  the 
same  pathological  condition  will  be  different 
in  each  individual.  This  fact  has  long  been  rec- 
ognized in  psychiatry.  In  this  branch  of 
medical  science,  the  psychiatrist  seeks  out  the 
individual  factors  in  disease,  particularly  as 
they  express  themselves  at  the  psychological 
level,  and  by  an  understanding  of  them,  he 
endeavors  to  work  out  something  constructive 
in  the  life  of  the  patient  under  his  care.  In 
other  words,  each  patient  who  seeks  help  is 
individualized.  This  is  the  very  essence  of 
psychiatry,  and  may  be  termed  its  point  of 
view,  inasmuch  as  it  is  the  only  specialty  in 


medicine  that  stresses  this  attitude.  For  a long 
time  physicians  have  been  studying  and  treat- 
ing disease  without  a sufficient  appreciation  of 
just  how  the  individual  who  had  the  disease 
was  reacting  to  it.  The  general  aphorism  in 
psychiatry,  treat  the  patient,  not  the  disease, 
may  be  applied  with  equal  advantage  to  all 
branches  of  medicine.  A great  deal  can  be  ac- 
complished by  treating  the  individual  factors 
in  disease.  Neglect  of  them  may  make  all  the 
difference  in  the  world  in  the  successful  hand- 
ling of  the  case. 
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CROSS  SECTION  AND  LONG  SECTION 
IN  PSYCHOSIS:  SOME  SPECIFIC 
IMPLICATIONS  OF  EACH 

Edward  J.  Koch,  M.  D.,# 
Farnhurst,  Del. 

A well-rounded  psychiatric  appraisal  of 
any  functional  mental  illness  is  derived  from 
two  main  sources:  (1)  direct  observation  of 
the  patient  and  (2)  anamnestic  data  obtained 
from  relatives,  friends  or  the  patient  himself. 
Roughly,  these  two  sources  of  information  cor- 
respond respectively  to  (1)  the  cross  section 
and  (2)  the  long  section  of  the  patient’s  ill- 
ness. Each  is  essential  to  an  understanding  of 
the  case.  The  current  trend  in  psychiatry  is 
to  emphasize  the  long  sectional  approach  be- 
cause this  approach  delimits  the  field  of  inves- 
tigation by  revealing  specific  mental  constitu- 
tion and  sources  of  mental  conflict.  The  de- 
velopment of  the  long  sectional  approach  is 
one  of  the  major  advances  of  psychiatry.  This 
factor  alone  serves  to  distinguish  the  modern 
era  of  psychiatry  from  its  dark  ages. 

It  is  thus  very  understandable  that  psychia- 
try should  be  preoccupied  with  this  most  fruit- 
ful area  of  research.  It  does  not  follow,  how- 
ever, that  an  attack  of  mental  illness  is  purely 
anticlimactic  or  that  cross  sectional  evaluation 
need  never  be  more  than  a perfunctory  ges- 
ture. Psychiatry  has  no  right  to  assume  that 
because  anamnestic  data  are  clearly  establish- 
ed ensuing  illness  is  no  more  than  an  auto- 
matic resolution.  Were  such  the  case,  prog- 
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nosis  would  never  be  in  doubt  and  psycho- 
therapy would  be  obviated.  Cross  section 
must  therefore  be  granted  certain  implications 
having  no  important  root  in  the  prepsychotic 
past,  but  containing  intimations  of  the  future, 
sometimes  vague,  sometimes  clear-cut. 

Most  acute  psychotic  disorders  must  be  con- 
ceived as  representing  a radical  change  in  the 
patient's  state  or  frame  of  mind.  This  basic 
change  is  a resolution  of  two  vectors  or  ele- 
ments, the  first  of  which  is  static,  the  second 
dynamic.  The  static  element  has  to  do  with 
the  factor  of  alteration  of  consciousness  in 
psychosis  and  must  be  regarded  as  a more  or 
less  latent  function  of  the  individual’s  mental 
constitution,  becoming  overt  under  the  stress 
of  overwhelming  conflict.  The  alteration  of 
consciousness  may  be  severe  or  it  may  be  in- 
significant or  it  may  occupy  any  position  be- 
tween these  two  extremes.  When  the  altera- 
tion is  severe  there  is  often  to  be  noted  a total 
amnesia  for  the  psychotic  attack  after  recov- 
ery. Alteration  of  consciousness  may  also  be 
inferred  from  a profusion  of  hallucinations 
and  delusions,  symbolic  and  interpretable,  and 
from  a more  general  fragmentary  oneiroid 
type  of  thinking  seen  in  some  psychoses.  The 
important  point  to  be  noted  is  that  dream  like 
experiences  do  not  follow  the  same  economy  as 
experiences  in  reality. 

Delusions  and  hallucinations  may  disappear 
in  the  course  of  the  illness,  but  even  if  they  are 
clearly  remembered  as  “imaginations”  they 
can  never  be  made  to  lit  into  the  economy  of 
full  consciousness.  They  will  remain  some- 
thing apart,  strange  and  essentially  unaccount- 
able from  the  subjective  standpoint.  Insight 
into  such  experiences  will  always  be  more 
theoretical  than  actual.  For  the  patient  who 
remembers  none  of  the  psychotic  experience 
there  obviously  can  be  no  insight  into  the  cross 
section  of  his  disorder. 

The  second  element  of  the  basic  change,  the 
dynamic  element,  and  that  which  constitutes 
the  body  or  substance  of  the  psychosis  is  affec- 
tive in  nature.  When  consciousness  is  greatly 
altered  this  second  element  may  only  be  in- 
ferred through  interpretation  of  hallucina- 
tions and  delusions  or  through  observations  of 
general  behaviour.  When  consciousness  is 
only  slightly  altered  or  not  altered  at  all,  the 


naked,  unmodified  affective  change  becomes 
apparent. 

From  intelligent  patients  who  possess  good 
introspective  capacities  we  will  often  obtain 
striking  descriptions  of  the  basic  change. 
There  is  surprisingly  small  variability  among 
these  expressions  which  record  sentiments  va- 
riously designated  as  incompleteness,  deper- 
sonalization, anhedonia,  void  and  unreality. 
Perhaps  the  concept  of  anhedonia  is  basic 
while  the  others  are  more  or  less  derivative, 
but  the  actual  differences  among  these  modali- 
ties are  slight  and  there  can  be  but  little  doubt 
that  the  matrix  for  all  of  them  is  affective. 

Let  us  consider,  for  example,  the  case  of  a 
young  man,  aged  26,  who  underwent  a sudden 
psycholeptie  attack  while  hiking  in  the  coun- 
try one  day.  Subjectively  it  appeared  to  him 
that  a sort  of  vaporous  curtain  descended  be- 
fore his  eyes  giving  a harsh  metallic  appear- 
ance to  the  natural  objects  in  the  environment. 
The  tree  trunks  looked  as  though  they  were 
made  of  papier  mache ; the  grass  of  green 
tinsel.  He  did  not  grasp  the  meaning  of  this 
phenomenon  spontaneously.  While  beating 
his  retreat  hume  he  passed  a very  attractive 
girl  and  suddenly  knew  that  he  had  utterly  no 
emotional  response  to  her.  This  realization 
seemed  to  dispel  immediately  the  hallucina- 
tory cast  of  natural  objects.  Here  the  inter- 
pretation  seems  clear-cut.  Tree  trunks  of 
papier  mache,  grass  of  green  tinsel  are  harsh 
artificial  objects  devoid  of  any  natural  appeal. 
The  hallucination  is  a symbolic  expression  of 
failure  of  emotional  response  to  these  natural 
objects. 

Somewhat  similar  was  the  experience  of  a 
young  woman  who  looked  at  the  sun  one  day 
and  found  that  it  looked  “just  like  the  moon.” 
Obviously,  a sun  which  “looks  like  the  moon” 
is  a sun  devoid  of  all  of  its  warmth  and  life- 
giving  quality,  appearing  as  a dead  planet. 
This  is  equal  to  the  statement,  “for  me  the  sun 
has  lost  its  emotional  appeal.”  In  both  of 
these  cases  there  can  be  no  doubt  that  the  semi- 
hallucinatory  experiences  were  expressive  of 
subjective  actuality  and  did  not  represent 
mere  poetic  modes  of  expression. 

The  hallucinatory  experiences  in  the  two 
foregoing  cases  are  strictly  non-specific  in  a 
long-sectional  sense,  but  they  are  highly  spe- 
cific from  the  cross-sectional  standpoint.  They 
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reveal  nothing  of  the  prepsychotic  individual, 
his  conflicts  or  his  personality.  They  are  ex- 
pressive only  of  the  essence  of  the  affective 
change  which  has  taken  place  within  him. 
Nevertheless  the  major  portion  of  his  thinking 
for  many  months  to  come  will  be  predicated 
upon  this  affective  change.  His  gradual  im- 
provement and  perhaps  even  his  recovery  will 
depend  upon  his  capacity  to  accept,  adjust 
himself  to  and  ultimately  modify  this  change. 
No  probing  of  prepsychotic  conflicts  or  per- 
sonality defects  will  shed  any  light  upon  the 
intrinsic  mechanics  of  this  condition,  once  it 
is  established,  or  in  any  way  enable  the  patient 
to  deal  with  it.  It  is  a new  order  of  things 
following  a new  economy.  The  insistent  de- 
mands of  this  new  economy  must  be  learned 
and  served  by  the  patient  before  he  can  profit- 
ably turn  his  attention  to  antecedent  conflicts. 

To  illustrate  this  point  let  us  consider  the 
case  of  a young  man  of  twenty  who  rather  be- 
latedly had  completed  a high  school  education 
and  was  looking  forward  to  college.  Although 
he  had  been  obliged  to  divide  his  time  between 
farm  work  and  his  studies,  he  had  achieved  ex- 
cellent grades  in  high  school  and  was  elected 
president  of  the  senior  class.  He  was  further- 
more an  outstanding  athlete.  In  the  summer 
following  his  graduation  it  became  apparent 
that  the  family  finances  would  not  support 
him  in  a college  career  and  that  he  would  be 
obliged  to  continue  his  chores  on  the  farm.  He 
accepted  this  turn  of  fortune  without  com- 
ment. But  after  an  interval  of  about  two 
weeks  he  suddenly  went  into  a state  of  uncom- 
plicated anhedonia  necessitating  hospitaliza- 
tion. In  the  hospital  he  was  quite  unable  to 
perceive  the  connection  between  his  disap- 
pointment and  the  anhedonic  reaction.  Sub- 
jectively the  anhedonia  seemed  entirely  too 
strange,  unidentifiable,  and  all-pervasive  to  be 
a reaction  to  anything.  Over  a course  of  six 
months  in  the  hospital  he  gradually  worked 
his  way  out  of  the  anhedonia  and  it  was  not 
until  he  was  about  to  leave  the  hospital  as  re- 
covered that  he  could  begin  to  appreciate  the 
relationship  between  the  disappointment  and 
his  mental  reaction. 

Uncomplicated,  unelaborated  anhedonia  is 
not  so  frequently  encountered,  but  the  element 
of  anhedonia  is  to  be  found  in  a considerable 
number  of  functional  mental  disorders.  When 


it  is  present  it  dominates  the  picture  as  in  the 
following. 

A Jewish  woman,  55  years  old,  the  mother 
of  four  children,  developed  a severe  state  of 
melancholia  following  her  husband’s  financial 
reverses  during  the  economic  depression.  Hos- 
pitalization was  necessary.  .She  wailed  fear- 
lessly day  and  night  muttering  stereotypically 
that  her  children  had  been  tortured  to  death. 
When  her  children  came  to  visit  her  she  would 
stare  at  them  stupidly,  later  stating  that  the 
people  who  came  to  see  her  wrere  imposters  sent 
to  mock  her.  Her  delusions  that  the  children 
were  dead  is  tantamount  to,  “for  me  they  are 
dead  in  an  emotional  sense;  I have  lost  all 
maternal  feeling.”  From  her  general  beha- 
viour one  would  have  judged  that  she  had  lost 
all  other  feeling  in  addition.  It  is  quite  pos- 
sible that  her  failure  to  shed  any  tears  (a  com- 
mon finding  in  severe  states  of  melancholia) 
was  a physiological  expression  of  loss  of  emo- 
tional substance.  This  factor  and  her  delu- 
sion indicated  a basic  anhedonia,  but  the  delu- 
sion, in  addition,  pointed  to  the  fact  that  her 
primary  emotional  investment  was  in  her  chil- 
dren, as  is  often  the  case  with  Jewish  mothers. 
In  this  instance  the  delusion  revealed  certain 
reflections  of  the  prepsychotic  life  although 
these  reflections  were  of  no  etiological  signifi- 
cance. 

In  the  cases  cited  thus  far  anhedonia  has 
been  a prominent  if  not  an  exclusive  feature. 
Let  us  next  turn  our  attention  to  some  psy- 
chotic phenomena  which  are  not  an  outgrowth 
of  anhedonia. 

Following  is  an  example  : A 40-year-old  male 
was  admitted  to  the  hospital  because  of  physi- 
cal violence  against  his  wife  based  upon  delu- 
sions of  infidelity.  He  was  tall  and  heavy  set, 
a plain  clothes  man  on  a large  city  police  force. 
For  several  months  prior  to  hospitalization  he 
had  been  neglecting  his  usual  beat  in  order  to 
spy  upon  his  wife's  activities.  The  wife  gave 
a convincing  account  of  her  own  innocence  but 
stated  that  she  was  afraid  to  go  to  any  mixed 
social  function  with  her  husband  because  of 
his  tendency  to  create  scenes  by  his  accusa- 
tions. The  patient  revealed  a normal  affec- 
tive tone  and  could  talk  quite  logically  about 
matters  which  did  not  concern  his  wife. 
Nevertheless,  he  was  pressed  for  details  of  his 
own  comings  and  goings  and  he  finally  admit- 
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ted  that  over  a period  of  years  he  had  been  in- 
dulging in  illicit  sexual  relationships  with  five 
or  six  women  on  his  beat.  He  was  desperately 
afraid  that  his  wife  would  discover  this  fact, 
would  reveal  it  to  his  superiors  and  cause  him 
to  lose  his  job.  Upon  making  this  revelation 
his  paranoid  thinking  relative  to  his  wife  dis- 
appeared. 

In  this  case  the  delusion  is  directly  and  spe- 
cifically related  to  the  etiological  situation. 
There  was  no  intervening  anhedonia  and  the 
long-sectional  aspects  are  all  that  need  be  con- 
sidered. The  implications  of  the  delusion  of  in- 
fidelity are  purely  local  and  the  case  as  a whole 
shapes  up  more  as  an  acute  neurosis  than 
as  a psychosis  involving  a totally  altered  con- 
sciousness or  affectivity.  Recovery  therefore 
required  no  major  effort  of  adaptation  but 
took  place  automatically  after  psychocatharsis, 
thus  differing  radically  from  the  more  grad- 
ual recovery  in  anhedonic  states.  It  seems 
probable  that  a single  dominant  emotion  such 
as  fear,  guilt,  shame  or  something  allied  may 
directly  usher  in  morbid  symptoms  without 
interposition  of  a totally  altered  mental  state 
in  certain  individuals. 

Following  is  a more  serious  disorder  illus- 
trating the  same  point.  A 55-year-old  female 
mulatto  has  been  in  the  hospital  since  1934. 
At  times  she  is  grossly  delusional  but  her  per- 
sonality is  well-preserved  and  she  reveals  no 
evidence  of  anhedonia  or  elation.  She  pro- 
fesses a deep  interest  in  the  problems  of  the 
colored  race  and  has  been  of  considerable  help 
in  the  management  of  certain  colored  patients 
on  her  Ward.  Nevertheless,  she  seeks  privacy 
and  because  of  her  trustworthiness  has  been 
accorded  the  privilege  of  having  a double  lock 
ou  her  door.  Other  colored  patients  do  not 
seek  to  enter  her  room  but  after  she  has  left 
the  room  for  a short  while  she  inevitably  be- 
lieves that  she  finds  evidence  of  their  presence. 
Her  most  persistent  complaint  is  that  they 
spray  mucus  on  her  bed.  Her  early  history  is 
revelatory  and  quite  unusual.  She  is  the 
daughter  of  a white  woman  and  a father  of 
mixed  colored  and  American  Indian  blood. 
The  father  and  mother  separated  shortly  after 
her  birth  and  she  was  reared  by  her  mother. 
All  of  her  friends  and  associates  were  white 
people  and  there  was  never  any  question  of  her 
acceptance  in  the  social  group.  At  age  17  she 


overheard  gossip  relative  to  her  paternal  blood 
and  at  this  time  her  mother  admitted  to  her 
that  the  father  was  a colored  man.  The  patient 
immediately  renounced  her  social  situation 
and  devoted  all  her  efforts  to  acquiring  an  edu- 
cation as  a public  health  nurse.  Due  to  an  ex- 
cellent native  intelligence  she  was  quite  suc- 
cessful in  this  work  over  a period  of  years  but 
at  age  42  her  hospitalization  became  necessary. 

In  this  case  the  delusion  that  mucus  was 
being  sprayed  about  her  room  by  other  colored 
patients  seems  to  represent  the  quintessence 
of  her  conflict  which  had  its  origin  almost  40 
years  previously.  After  all,  what  is  more  in- 
timate than  mucus?  In  a welter  of  intercur- 
rent delusions  this  basic  conflict  from  her  far 
past  seems  well-preserved.  The  delusion  is 
completely  specific  to  the  etiological  situation. 

Consider  now  some  delusions  of  lesser 
etiological  specificity  but  none  the  less  revel- 
atory of  long  standing  conflict.  A catatonic 
girl  in  her  early  twenties  had  lain  almost  im- 
mobile in  a hospital  bed  for  several  months. 
She  entertained  the  fixed  delusion  that  the 
Lord  Jesus  had  taken  up  abode  under  her  bed. 
One  morning  she  related  that  on  the  previous 
evening  the  Lord  Jesus  had  reached  up  and 
pinched  her  on  the  thigh.  This  revelation  is  a 
commentary  upon  the  drab,  timid  existence 
which  had  been  her  prepsychotic  lot  and  one 
can  deduce  the  essentials  of  her  entire  stream 
of  conflicts  from  this  single  delusion,  which 
represented  her  method  of  compensating  for 
the  emptiness  of  her  existence. 

Somewhat  similar  is  the  case  of  a celibate 
and  recluse,  aged  50,  sent  to  the  hospital  be- 
cause neighbors  had  complained  that  he  was 
peeping  in  their  windows.  He  was  an  intelli- 
gent man  and  had  read  omnivorously.  Among 
his  delusions  was  the  belief  that  on  certain 
evenings  he  could  have  sexual  intercourse 
with  angels.  This  again  is  compensatory  for 
psychosexual  denial.  His  delusions  were  at 
all  times  fantastic  but  the  following  seemed  to 
represent  his  best  achievement.  He  liked  to 
chew  tobacco,  which  practice  was  forbidden  in 
the  hospital.  On  walking  parties  he  would 
sometimes  lag  back  in  order  to  pick  up  and 
secrete  on  his  person  any  old  cigar  snipes  he 
could  find.  When  the  attendant  was  not  look- 
ing he  would  stuff  these  cigar  snipes  in  his 
mouth.  When  attendants  seemed  in  a way  to 
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detect  his  violation  of  the  rules  he  would  swal- 
low the  cud,  and  it  was  after  he  had  initiated 
this  practice  that  he  began  to  complain  of  gas- 
tric pains.  He  was  quite  unable  to  accept  the 
simple  and  obvious  explanation  of  his  pain, 
however.  His  own  explanation  was  as  follows : 
There  was  a series  of  wicked  kings  on  the 
planets  Arcturus  and  Pleiades  who  had  op- 
pressed their  subjects  and  who,  when  they 
died,  were  confined  to  his  head  as  a sort  of 
purgatory.  In  his  head  was  a number  of  re- 
volving steel  drums,  each  containing  a wicked 
king.  Underneath  the  drums  were  hell  fires 
and  within  the  drums  were  whirling  knives. 
He  designated  these  drums  as  “skittering 
machines.”  When  each  king  had  been  suffi- 
ciently skittered  the  net  effect  was  to  render 
the  king  nauseated,  causing  him  to  vomit. 
Vomitus  descended  from  the  patient’s  head  to 
his  stomach  thereby  rendering  him  nauseated. 

This  trend  all  followed  the  ingestion  of  cigar 
butts  and  it  bore  no  specific  relation  to  basic 
conflict,  but  at  the  same  time  it  was  highly 
revelatory  of  and  compensatory  to  the  drab 
and  constricted  life  this  patient  had  led.  The 
dereistic  type  of  thinking  which  characterized 
this  trend  as  well  as  practically  all  of  this 
patient's  other  productions  was  a conscious  in- 
tellectual elaboration  beyond  any  shadow  of 
doubt.  It  is  completely  lacking  in  the  spon- 
taneity, neatness  and  trenchant  symbolism 
which  characterize  those  delusions  and  hallu- 
cinations based  on  immediate  unconscious 
needs. 

Conclusions 

1.  Many  acute  psychoses  in  cross  section 
present  a radical  change  in  the  patient's 
state  or  frame  of  mind. 

2.  This  change  has  two  main  components 
(a)  An  alteration  of  consciousness  of 
varying  degrees  and  (b)  the  affective  or 
anhedonic  element,  almost  invariably 
present. 

3.  Alteration  of  consciousness  with  its  at- 
tendant phenomena  of  amnesia,  oneir- 
oid thinking,  delusions  and  hallucina- 
tions prevents  the  process  of  adaptation 
to  the  psychotic  defect  and  materially 
alters  insight  and  prognosis. 

4.  In  certain  cases  specific  conflicts  may 
lead  directly  to  specific  morbid  symp- 


toms without  interposition  of  a totally 
altered  mental  state. 

5.  In  chronic  cases  there  are  sometimes 
encountered  delusions  and  hallucina- 
tions of  general  rather  than  specific 
meaning.  Such  findings  have  more  re- 
mote implications,  and  tend  to  throw 
into  relief  the  general  outline  of  pre- 
psychotic  personality  rather  than  acute 
conflicts.  In  these  cases  the  thinking 
is  characteristically  dereistic  and  is  con- 
sciously elaborated. 

THE  PROBLEM  OF  PSYCHIATRIC 
ETIOLOGY 

Gerhart  J.  Gordon,  M.  D.,* 
Farnhurst,  Del. 

In  a recent  paper  this  writer  gave  ex- 
pression to  his  views  on  what  he  regarded  as 
standbys  and  pitfalls  in  the  field  of  psychia- 
tric diagnosis.  The  problems  of  psychiatric 
diagnosis  have  become  more  acute  again  as  va- 
rious ways  of  simplifying  the  present  standard 
nomenclature  of  psychiatric  conditions  have 
been  proposed.  A general  criticism  of  such  at- 
tempts appears  timely.  Some  authors  take  a 
delight  in  giving  a new  name  to  an  old  thing 
without  changing  it  a particle.  While  these 
proposals  no  doubt  reflect  the  earnest  desire 
of  qualified  investigators  to  come  to  grips  with 
the  presently  existing  terminological  inade- 
quacies of  the  roster  of  mental  disease,  they 
have  largely  remained  theoretical  and  strictly 
semantic  efforts  in  condensing  the  unclear  in- 
terrelation of  those  affections  of  the  mind  that 
are  still  in  many  quarters  described  as  func- 
tional, however  strong  the  inroads  made  by 
the  vast  organic  area.  This  is  readily  exem- 
plified by  the  great  majority  of  the  organic 
deficiency  states.  The  idiot  and  imbecile 
levels  of  mental  deficiency  are  the  preponder- 
ant domain  of  organic  reactions.  Go  are  all 
so-called  secondary  or  acquired  states  of 
psychopathic  behavior,  be  it  traumatic,  infec- 
tious, epileptic,  or  other.  But  primary  defi- 
ciencies and  psychopathies  are  said  to  be 
linked  to  hereditary  or  constitutional  factors, 
obviously  factors  of  a strong  somatic  determi- 
nant. It  is  not  necessary  to  repeat  the  basic 
tenet  of  the  Unitarian  formula  in  regard  to 
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body  and  mind.  What  is  so  much  more  urgent 
is  the  soundness  ot'  our  etiological  quests. 

The  investigation  of  the  psychological  mech- 
anisms underlying  abnormal  behavior  will,  at 
best,  offer  the  most  plausible  explanation  of 
its  appearance.  Any  such  attempt  at  inter- 
pretation will  be  colored  by  the  psychological 
insight  of  the  investigator  and  by  his  mode  of 
thinking  in  terms  of  his  pet  theories  or,  if  he 
is  objective  enough,  in  terms  of  the  experience 
of  the  individual  patient  under  observation. 
To  make  psychological  factors  etiologically 
meaningful  the  investigator  has  to  reduce 
them  to  the  scale  of  etiological  thinking  that 
admits  them  as  part  of  a greater  whole  in  the 
study  of  the  etiological  field.  Psychological 
factors  may  elucidate  the  origin  of  some  men- 
tal reaction,  and  yet  reveal  only  a single  etio- 
logical aspect.  To  be  more  specific,  the  law  of 
causality  may  be  psychologically  fulfilled  by 
analytic  candor,  but  certainly  not  always  bio- 
logically. While  neurotic  conflicts  are  sub- 
ject to  resolution,  the  inherent  personality  dis- 
position and  its  constitutional  foundation  are 
unaffected  by  therapy.  It  is  evident  that  any 
other  etiological  factor  is  just  as  important  as 
the  psychological  factor,  and  it  is  just  as  evi- 
dent that  the  psychological  factor  often  is  not 
the  only  one  of  etiological  importance. 

It  should  be  a routine  procedure  to  investi- 
gate all  etiological  factors  with  complete  dis- 
regard of  their  personal  preference  value. 
Psychiatry  is  first  of  all  a discipline  of  medi- 
cine and  thus  follows  and  adopts  anything  and 
everything  that  is  compatible  with  the  highest 
medical  standards.  Or  should  the  psychiatrist 
leave  the  study  of  heredity  to  the  geneticist, 
the  study  of  constitution  to  the  anthropologist, 
the  study  of  the  body  function  to  the  intern- 
ist, the  study  of  social  aspects  to  the  sociolo- 
gist, the  study  of  the  nervous  system  to  the 
neurologist  and  the  interpretation  of  the 
psychometric  test  results  to  the  psychologist? 
This  would  seem  almost  inevitable  if  one  fol- 
lowed the  views  expressed  by  Ben  Karpman 
who  seems  to  believe  that  institutional  psychia- 
try has  reached  a dead  end. 

It  is  necessary  to  emphasize  the  multiplicity 
of  etiological  factors  in  the  understanding  of 
mental  disturbances.  There  are  at  least  four 
major  etiological  factors  to  consider  in  each 
case:  the  genic-constitutional,  the  somatic,  the 


psychological  and  sociological.  But  all  these 
factors  require  individual  consideration  and 
objective  re-integration.  It  is  common  experi- 
ence to  observe  that  the  etiological  inquiry, 
the  interpretation  of  the  symptom  develop- 
ment, the  understanding  of  the  role  of  certain 
symptoms  within  the  frame  work  of  a definite 
mental  disorder,  and  of  the  interrelation  be- 
tween different  symptoms  within  the  individ- 
ual reaction  set  do  not  always  meet  with  the 
desirable  sense  of  objectivity,  proportion  and 
balance  that  the  biological  study  of  mental  dis- 
ease demands. 

Personal  ideologies  of  the  observers  are 
often  introjected  which  tend  to  distort  and  to 
falsify  even  trivial  facts,  and  may  lead  to 
thorough  misconception  of  problems  of  etio- 
logical or  diagnostic  significance.  Thus,  it  is 
not  surprising  that  constitutionally  or  envi- 
ronmentally or  analytically  directed  orienta- 
tions appear  to  be  used  as  keys  to  the  assess- 
ment of  very  intricate  and  complex  situations 
not  easily  reduced  to  simple  components  or 
simple  relations  of  a one-sided  order.  It  ac- 
tually means  that  the  true  dimensions  of  most 
of  our  classical  entities  are  subject  to  the  most 
arbitrary  and  inconsistent  calculations.  More- 
over, it  seems  impossible  to  state  where  one 
syndrome  ends  and  another  one  begins,  unless 
we  disregard  the  existence  of  important  inter- 
mediate or  mixed  conditions,  and  the  views  of 
experts  are  still  at  variance  where  unanimity 
would  be  of  real  advantage. 

It  certainly  is  not  enough  to  pigeon-hole  a 
case  of  schizophrenia  as  some  pattern  of  men- 
tal dissociation.  It  is  logical  to  ask  about  in- 
cidents of  mental  illness  in  the  family,  to  take 
anthropometric  measures,  to  investigate  the 
glandular  balance,  to  inquire  into  the  past  and 
present  physical,  mental,  and  social  develop- 
ment, into  the  physiological  and  psychological 
functions  of  the  organism.  Is  protein  defi- 
ciency a factor?  Or  an  obscure  toxic  or  in- 
fectious element  at  work?  How  did  the  abnor- 
mal symptoms  develop?  What  do  they  mean 
to  the  patient  ? Is  there  an  inherent  develop- 
mental deficiency?  What,  I would  like  to  ask, 
constitutes  a complete  study  of  a case  of  psy- 
chosis, and  what  of  neurosis,  or  psychopathy  or 
mental  deficiency?  Once  a general  agreement 
is  reached  on  the  basic  requirements,  the  dif- 
ferent etiological  levels  will  find  their  proper 
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answer.  Moreover,  let  ns  not  forget  that 
there  is  still  the  great  unknown,  that  most  of 
our  present  theories  are  too  speculative,  and 
that  clarity  in  etiological  thinking  is  the  prime 
requisite  for  therapeutic  success.  Psychiatric 
diagnosis  infers  proper  knowledge  of  psychia- 
tric etiology.  Adequate  psychiatric  classifica- 
tion has  to  consider  the  multiplicity  of  the 
etiologies  no  less  than  the  array  of  surface 
phenomena  now  used  as  criteria  for  differen- 
tiation. Psychiatry  has  to  go  beyond  the 
limitations  now  erroneously  imposed  by  blind 
followers  of  the  orthodox  or  analytic  schools. 

No  revision  of  nosology  will  meet  the  de- 
mands of  the  psychiatrist  unless  it  provides 
for  a multiple  etiological  system.  Present 
theories  are  exclusive  and  unitary.  They  are 
incapable  of  illuminating  the  multiple  psycho- 
biological  factors  involved.  One  factor  should 
never  be  given  one-sided  preference  over  an- 
other in  a multiple  factor  constellation. 

It  is  possible  to  give  three  different  diag- 
noses for  the  same  condition,  and  each  diag- 
nostician may  be  partially  correct  for  the 
simple  reason  that  the  patient  may  present  a 
set  of  three  etiologically  independent  reaction 
patterns.  If  only  one  diagnosis  is  made,  it  is 
likely  to  be  less  correct  than  three  different 
diagnoses.  Furthermore,  each  diagnosis 
should  be  evaluated  according  to  the  degree 
of  each  reaction  so  as  to  account  fully  for  the 
total  variance  of  the  patient’s  problems. 

Most  abnormal  symptoms  seem  to  pervade 
many  and  varied  categories  of  psychiatric 
nosology.  They  appear  as  variable  aggregates 
of  a limited  number  of  basic  components.  The 
experimental  study  of  these  primary  determi- 
nants is  still  inadequate. 
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THE  PSYCHOSOMATIC  DILEMMA 

F.  A.  Freyhan,  M.  D.,* 

Farnhurst,  Del. 

All  is  not  well  in  psychosomatic  medicine. 
Eager  psychiatrists  who  offer  their  interpre- 
tative services  to  colleagues  in  various  medical 
fields  encounter  criticism  which  can  be  sum- 
med up  with  the  recent  statement  of  a noted 
internist:  ‘'it  used  to  be  matter  over  mind, 


now  it  has  become  mind  over  matter.”  The 
psychosomatic  idea  is  based  on  the  recognition 
of  the  indivisible  totality  of  the  living  persona. 
This  concept  gained  forceful  momentum  in  re- 
action to  an  era  of  cellular,  bacteriologic  and 
laboratory-minded  medicine.  Modern  psychia- 
try offered  a wealth  of  new  information  on  the 
subject  of  personality  function.  Tired  of 
rigid  text-book  classifications,  the  physician 
of  today  aims  to  see  the  patient  in  connection 
with  his  life  situation,  cognizant  of  the  com- 
plexity factors  which  contribute  to  many  states 
of  illness.  There  is  today  no  principal  dis- 
agreement on  the  necessity  of  a psychosomatic 
orientation  in  medicine. 

The  question  at  this  point  seems  to  be 
whether  certain  methods  of  psychosomatic  in- 
terpretation are  valid,  factual  and  products  of 
the  same  scientific  discipline  of  thinking  to 
which  modern  medicine  owes  its  epochal  pro- 
gress. This  is  precisely  the  issue  on  which 
opinions  are  divided.  Criticism  concerns  the 
apparent  tendency  to  solve  complex  etiologic 
problems  on  the  basis  of  psychologic  assump- 
tions and  to  substitute  new  artificial  categories 
for  old  ones,  condemned  as  “descriptive.”  In- 
deed, studying  the  current  literature  we  find 
such  monstra  as  “upper  gastro-intestinal  dis- 
turbance personality”  (peptic  ulcer)  and 
“lower  gastro-intestinal  disturbance  person- 
ality” (colitis).  The  patient  unfortunate 
enough  to  develop  high  blood  pressure  lias  been 
assigned  to  the  department  for  “repressed  hos- 
tility" and  those  with  coronary  diseases  are 
said  to  be  compulsive  personalities.  The 
obesity  problem  has  been  solved  at  last  in  fa- 
vor of  psychogenecity  and  the  dermatologist 
who  still  prescribes  lotions  wastes  time  treat- 
ing tissue  instead  of  exploring  the  uncon- 
scious. Surgery  emerges  from  the  ideas  of  the 
pan-psychologic  school  as  an  outlet  for  aggres- 
sive sadists.  Surely  radical  trends  can  be 
found  in  any  orientational  evolution  but  the 
fact  appears  to  be  established  that  even  among 
more  moderate  ‘ ‘ psychosoma ticists  ’ ’ a ten- 
dency toward  fanciful  generalizations  has  be- 
come noticeable. 

Conception a!  Confusion 

Distorted  psychosomatic  ideas  are  the  out- 
growth of  confusion  on  principles  of  etiology. 
In  theory  there  is  complete  agreement  on  the 
complexity  of  causative  factors,  in  actuality 
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ideas  are  either  physiogenic  or — the  new  dan- 
ger— psychogenic.  A peptic  nicer  is  still  at- 
tributed to  hyperacidity  by  some  or  now  to  an 
ambivalent,  affection-hungry  personality  by 
others.  We  are  concerned  with  the  question- 
able psychologic  formulation  which  is  so  dan- 
gerously popular  in  current  psychosomatic 
presentations.  If  the  pneumococcus  does  not 
constitute  the  final  answer  to  the  pneumonia 
problem,  a certain  personality-profile  cannot 
be  the  last  word  on  the  etiology  of  functional 
disorders.  Cooperative  personality  factors 
have  been  generally  accepted,  however,  the  na- 
ture of  these  factors  cannot  be  reduced  to  un- 
conscious-slogans. Neurovegetative  instability 
causing  overactivitv  of  secretory  and  motor- 
fibres  of  the  vagal  nerves  represents  the  func- 
tional element  in  the  pathophysiology.  No- 
body, not  even  the  most  exact  psychoanalyst, 
can  decide  whether  emotional  factors  “cause” 
the  neurovegetative  instability  or  are  to  be 
considered  another  aspect  of  an  intrinsic  dis- 
position manifesting  itself  in  functional  and 
emotional  liabilities.  Henriette  Klein  (The 
American  Journal  of  Psychiatry,  January, 
1948)  studied  100  unselected  patients  attend- 
ing a (f.  1.  Clinic  and  brought  out  some  sober- 
ing facts:  “Some  of  the  formulations  of  pre- 
vious observers  have  been  exaggerated  by  avid 
followers  out  of  proportion  to  the  original 
facts.  The  material  in  our  series  would  indi- 
cate that  specific  gastro-intestinal  illness  can- 
not be  correlated  with  any  one  personality 
type  marked  by  a prepotent  need.  On  the  con- 
trary, from  our  data  it  is  apparent  that  spe- 
cific or  intrinsic  illness  occurs  in  a variety  of 
personality  types,  marked  by  different 
psychological  constellations.  Details  of  these 
personality  types  and  the  mode  of  correlation 
must  be  established  in  each  case.”  This  ob- 
jective evaluation  of  psychosomatic  correla- 
tions is  an  exception  rather  than  a rule  as  can 
be  seen  from  comparison  with  other  presenta- 
tions. We  are  told  again  and  again  that  it  is 
the  conflict  between  powerful  dependent  needs 
and  the  aggressive  solution  of  this  conflict  in 
the  face  of  frustration  of  the  receiving  ten- 
dencies which  is  of  crucial  importance  for  the 
development  of  peptic  ulcers.  No  wonder  that 
analytical  psychotherapy  is  already  proclaim- 
ed to  be  the  only  “etiologic”  kind  of  therapy. 
Such  dogmatic  standardizations  of  personality 


factors,  perhaps  present  in  some  selected  cases 
but  totally  absent  in  the  majority  of  patients, 
interfere  with  the  individualization  of  case 
concepts,  which  is  supposed  to  be  the  basic 
principle  of  psychosomatic  orientation. 

The  same  holds  true  for  certain  sociologic 
factors  which  are  now  in  danger  of  being  over- 
evaluated and  stigmatized.  Our  social  and 
cultural  structure  demands  flexibility  of  the 
personality  and  imposes  a strain  on  individ- 
uals lacking  in  inner  security.  We  have  sig- 
nificant evidence  of  interrelations  between 
sociologic  and  medical  aspects  of  groups  and 
types  of  society.  However,  to  exclusively  at- 
tribute disorders  to  specific  influences  of  our 
kind  of  society  means  to  oversimplify  etiologic 
relations.  Certainly  other  cultures  with  a 
slower  tempo  of  living  and  static  socio-eco- 
nomic class  structures  have  their  share  of  the 
same  disorders.  Only  comparative  investiga- 
tions based  on  equalized  diagnostic  criteria 
and  covering  an  extensive  variety  of  cultural, 
racial  and  political  entities  on  a world-wide 
basis  could  provide  deeper  insight  into  the  re- 
lations of  disease  and  society.  A visiting 
physician  from  a South  American  country  who 
attended  a recent  meeting  on  psychosomatic 
medicine  seemed  perplexed  about  our  emphasis 
on  cultural  factors  and  inquired  how  we  would 
evaluate  the  very  same  disorders  in  the  situa- 
tions of  his  own  patients  whose  living-habits 
differ  tremendously  from  that  of  our  popula- 
tion. Psychosomatic  thinking  can  neither  be 
based  on  well  meant  sociologic  platitudes  nor 
on  outdated  analytical  concepts. 

The  Inevitability  of  Constitutional  Thinking 

Fifty  years  ago  constitutional  theories  were 
static  and  based  on  misunderstanding  of 
genetic  laws.  Today  constitutional  thinking 
means  recognition  of  individual  differences, 
appraisal  of  capacities  and  potentialities.  The 
biological  basis  for  individuality  becomes  more 
apparent  and  tangible  with  the  progress  of 
our  sciences.  No  longer  can  constitutional 
thinking  be  identified  with  typological 
schemes,  on  the  contrary  it  aims  to  compre- 
hend the  uniqueness  of  the  individual.  No 
ready  made  formula  can  explain  why  one 
patient  under  certain  circumstances  develops 
a disease  whereas  others  exposed  to  the  same 
influences  do  not  or  become  afflicted  in  a dif- 
ferent manner.  Unfortunately  most  psyehia- 
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trists  pay  little  attention  to  modern  genetic 
and  constitutional  researches,  in  fact  the  term 
“constitution”  is  practically  taboo  and  still 
associated  with  therapeutic  nihilism  and  reac- 
tionary organic-mindedness.  Internists  have 
no  difficulties  in  acknowledging  the  constitu- 
tional nature  of  diabetes  mellitus.  It  did  not 
stop  them  from  discovering  insulin-therapy, 
now  one  of  the  greatest  therapeutic  achieve- 
ments of  modern  medicine.  To  the  intellec- 
tualistic  mind  on  the  other  hand  it  appears 
more  stimulating  to  define  unconscious  con- 
flicts as  “the  causes”  of  disorders  than  to  in- 
vestigate to  what  extent  the  patient’s  constel- 
lation of  emotional  characteristics  represents 
his  biologically  determined  temperamental  dis- 
position. An  example  will  demonstrate  this 
non-objective  attitude  of  certain  psychiatrists. 
Alvarez,  the  distinguished  advocate  of  psycho- 
somatic awareness  in  the  clinical  practice  of 
medicine,  described  a type  of  patient,  often 
morphologically  poorly  developed,  of  low  re- 
sistance to  infection,  low  threshold  for  pain 
and  of  weak  energy-potential.  Such  patients 
are,  as  is  well  known,  too  often  treated  on  the 
basis  of  local  symptoms  and  become  easily 
multi-operated  victims  of  medical  incompe- 
tence. To  stress  the  impossibility  of  a truly 
causal  therapeutic  management  Alvarez 
named  these  patients  “constitutionally  inade- 
quate” and  advised  psychotherapy  based  on 
recognition  of  the  inner  difficulties  associated 
with  the  physical  deficiencies.  One  would  ex- 
pect a sympathetic  psychiatric  echo. 

On  the  contrary,  however,  from  the  dyna- 
mists  came  severe  criticism  and  rejection  of 
the  formulation  which  was  called  “condemna- 
tory. ” As  a practical  result,  some  of  these 
patients  who  were  formerly  mutilated  by  sur- 
gical pragmatism  now  suffer  new  undeserved 
agonies  during  psychotherapeutic  procedures 
devised  by  compulsive  analysts  bound  to  get 
“at  the  bottom”  of  the  trouble  in  order  to 
find  “the  cause.”  We  are  now  in  danger  to 
diagnose  “rejection”  (by  parents,  husbands 
or  wives)  as  easily  as  ptosis  of  the  stomach, 
floating  kidney  or  focal  infection  in  days  gone 
by;  to  blame  “sibling-rivalry”  or  “repressed 
hostility”  for  disorders  formerly  attributed  to 
vitamin-deficiency  or  malposition  of  the  uter- 
us. In  other  words  we  now  replace  the  idea  of 


exclusively  physical  etiology  with  one  of 
strictly  psychologic  quality.  The  situation 
can  be  reduced  to  an  either-or-philosophy,  one 
mechanistic  the  other  intellectualistic,  but 
both  unbiological  in  conception.  Freud  once 
complained  of  “the  constitutional  incapacity 
of  men  for  scientific  research”  and  thus  diag- 
nosed the  emotional  element  which  interferes 
with  objectivity.  We  are  now  always  told 
that  constitutional  data  are  incomplete.  But 
no  effort  is  made  to  stimulate  or  support  con- 
stitutional investigations  and  it  is  conveni- 
ently overlooked  that  this  science  is  still 
young.  What  Freud  wrote  in  defense  of 
psychoanalysis  describes  equally  well  the  sit- 
uation of  constitutional  psychiatry:  “in  no 
other  field  of  scientific  work  would  it  be  neces- 
sary to  insist  upon  the  modesty  of  one's  claims. 
In  every  other  subject  this  is  taken  for  grant- 
ed ; the  public  expects  nothing  else.  No 
reader  of  a work  on  astronomy  would  feel  dis- 
appointed and  contemptuous  of  that  science,  if 
he  were  shown  the  point  at  which  our  knowl- 
edge of  the  universe  melts  into  obscurity.  ’ ’ 

Research  in  Constitutional  Clinics  in  many 
countries,  in  our  own  universities  investiga- 
tions by  Draper,  Sheldon,  Kallmann  and 
Bauer  (and  many  others)  have  produced  a 
wealth  of  decisive  data  on  the  subject  of  con- 
stitution and  disease.  The  boring  old  contro- 
versy on  the  priority  of  inner  disposition  or 
situational  influences  has  long  been  settled  in 
favor  of  the  formulation;  heredity  deter- 
mines what  one  can  do,  environment  what  one 
does  do  (Bauer).  It  would  be  foolish  to  say 
that  Caruso  became  one  of  the  greatest  sing- 
ers because  he  had  excellent  vocal  lessons 
or  that  Rubinstein  became  the  famous  pian- 
ist because  his  parents  sent  him  to  the  con- 
servatory when  he  was  still  a child.  It 
is  equally  insufficient  to  reason  that  a pa- 
tient develops  a disorder  “because”  of  a 
situational  factor  since  in  his  case  as  well 
as  in  that  of  the  virtuoso  we  need  to  know 
the  intrinsic  capacities  without  which  the 
environmental  setting  could  not  have  exer- 
cised a specific  effect.  Any  disorder  con- 
cerns the  individual  in  totality.  Constitu- 
tional thinking  facilitates  the  most  individual- 
ized methodologic  type  of  investigation.  The 
examiner  does  not  proceed  through  channels 
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preconceived  and  pre-fabricated,  but  is  guided 
solely  by  the  individual  aspects  of  the  patient 
be  they  morphologic,  biochemical,  immuno- 
logic, characterologie  or  experimental.  Ex- 
perience is  an  existential  process  as  the  indi- 
vidual becomes  aware  of  his  existence  in  situa- 
tions. The  psychiatrist  must  develop  insight 
into  the  individual's  manner  of  experiencing. 
There  can  be  no  equation  type  of  psychology 
according  to  which  a certain  situation  or  se- 
quence of  events  produces  a certain  person- 
ality profile.  The  study  of  life  histories  in- 
forms us  about  occurrences,  but  not  about  ex- 
periences. Mass  production  of  sociologic  or 
psychologic  formulas  does  not  help  us  to  un- 
derstand an  individual's  capacity  for  experi- 
ence and  without  comprehension  of  this 
capacity  which  is  constitutional,  depending  on 
the  intellectual  and  temperamental  endow- 
ment, we  cannot  be  aware  of  the  patient  as  an 
individual. 

A profound  truth  on  the  subject  of  constitu- 
tional capacities  can  be  learned  from  Kinsey: 
“There  is  an  inclination  among  psychiatrists 
to  consider  all  unresponding  individuals  as 
inhibited,  and  there  is  a certain  skepticism  in 
the  profession  of  the  existence  of  people  who 
are  basically  low  in  capacity  to  respond.  This 
amounts  to  asserting  that  all  people  are  more 
or  less  equal  in  their  sexual  endowments,  and 
ignores  the  existence  of  individual  variation. 
No  one  who  knows  how  remarkably  different 
individuals  may  be  in  morphology,  in  pliysoi- 
logic  reactions,  and  in  other  psychologic  ca- 
pacities could  conceive  of  erotic  capacities  (of 
all  things)  that  were  basically  uniform 
throughout  a population.  Considerable  psy- 
chiatric therapy  can  be  wasted  on  persons 
(especially  females)  who  are  misjudged  to  be 
cases  of  repression  when,  in  actuality,  at  least 
some  of  them  never  were  equipped  to  respond 
erotically.-’  (Alfred  Kinsey:  Sexual  Behavior 
in  the  Human  Male) . This  is  the  perfect  dem- 
onstration of  the  deficiency  of  intellec-tualistic 
libido-concepts  and  the  inevitable  necessity  for 
constitutional  thinking.  No  better  example 
can  be  found  for  the  characterization  of  the 
psychosomatic  dilemma  and  its  cure  through 
a more  realistic  orientation. 


A CASE  OF  INVOLUTIONAL 
PSYCHOSIS,  PARANOID  TYPE 

Roy  E.  Reed,  M.  D.,* 

Farnhurst,  Del. 

The  present  official  classification  of  mental 
disorders  include  the  involutional  psychoses 
among  those  due  to  disturbances  of  metabol- 
ism. growth,  nutrition,  or  endocrine  disfunc- 
tioning.  While  changes  at  the  somatic  level 
of  integration  undoubtedly  contribute  directly 
or  indirectly  to  the  disorders  of  personality  in- 
cluded among  the  involutional  psychoses,  yet 
the  author  considers  that  factors  other  than 
disturbances  in  these  functions  are  more  im- 
portant in  their  production.  Whereas  for- 
merly only  one  type,  melancholia,  was  in- 
cluded among  the  involutional  psychoses,  the 
present  classification  recognizes  as  a separate 
type  those  cases  in  which  paranoid  features 
constitute  the  presenting  symptoms. 

A certain  number  of  persons  develop  a para- 
noid psychosis  during  the  involutional  period. 
Although  never  previously  psychotic,  nearly 
all  such  persons  will  be  found  to  have  been 
ones  whose  pre-psychotie  personalities  were 
characterized  by  defensive  patterns.  Like 
those  persons  who  develop  melancholia  at  the 
involutional  period,  the  life  patterns  of  the 
ones  who  develop  an  involutional  paranoid 
psychosis  have  long  betrayed  an  underlying 
sense  of  insecurity  which  he  has  striven  to 
meet  through  certain  character  traits.  Usually 
it  will  be  found  that  he  has  been  critical  of 
others,  inclined  to  blame  other  persons  for  his 
failures,  has  seen  slights  where  none  were  in- 
tended. By  his  associates  he  was  probably 
regarded  as  obstinate  in  opinion,  jealous,  un- 
forgiving, secretive,  decided,  and  perhaps  sus- 
picious. These  characteristics  or  reaction  for- 
mations proved  sufficient  support  for  the  per- 
sonality until  the  involutional  period,  when, 
with  the  added  physiological  and  psychological 
burdens  which  may  have  attended  the  climac- 
terium. they  were  no  longer  adequate,  and  re- 
sort was  had  to  the  more  extreme  defensive 
and  compensatory  measures  provided  by  the 
paranoid  psychosis  with  its  delusions,  misinter- 
pretations, and  distortions  of  reality. 

Case  Report 

L.  B.,  a 53-year-old  colored  female,  was  ad- 
mitted to  the  Delaware  State  Hospital  on 
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January  8,  1948,  from  her  home  in  southern 
Delaware.  Family  history  was  fragmentary 
and  did  not  appear  to  be  contributory  to  the 
patient’s  present  condition.  Personal  history 
revealed  that  the  patient  was  born  in  Mary- 
land 54  years  previously.  No  history  was  ob- 
tained concerning  her  early  development. 
She  went  as  far  as  the  8th  grade  in  school  and 
was  always  considered  of  normal  mental  status. 
She  has  been  said  to  be  friendly  and  sociable 
toward  all  the  people  she  met  but  was  not  one 
to  meet  strangers  easily  nor  to  inject  herself 
into  other  people's  business.  She  was  of  a 
quiet  disposition  and  spent  most  of  her  time 
at  home.  She  was  considered  happy,  cheerful, 
truthful,  kind  and  generous.  She  has  always 
been  a serious  person  and  never  one  to  go  in 
for  any  foolishness;  she  always  minded  her 
own  business  and  never  gossiped  about  others. 
She  has  been  extremely  clean  in  her  person 
and  in  her  own  home.  Has  always  been  very 
religious  and  has  devoted  much  of  her  time  to 
church  work.  She  married  at  the  age  of  18 
and  her  first  marriage  lasted  7 years.  Her  hus- 
band died  26  years  ago.  There  were  two  chil- 
dren of  this  union.  Eleven  years  ago  she  re- 
married again  and  lived  with  her  husband  for 
four  or  five  years.  She  left  him  in  North 
Carolina  because  she  did  not  like  the  state  and 
came  to  Delaware  where  she  has  lived  alone 
ever  since.  She  has  always  been  perfectly 
healthy  until  about  five  years  ago  when  she 
started  to  suffer  from  dizziness  and  hot 
flashes.  She  has  been  under  the  doctor’s  care 
off  and  on  since  then  and  has  had  injections 
for  this  trouble  since.  She  apparently  has 
had  no  menstrual  periods  for  the  last  six  or 
seven  years.  She  has  worked  hard  all  her  life. 
For  the  past  number  of  years  she  has  worked 
as  a domestic  and  has  worked  regularly  and 
faithfully,  even  up  to  the  day  before  she  came 
to  this  hospital.  She  has  been  very  well 
thought  of  by  both  white  and  colored.  She  is 
proud  of  the  position  of  respectability  that 
she  has  acquired  in  her  home  town.  She  is 
proud  of  her  reputation  for  industry  and 
honesty.  She  is  solicitous  for  the  good  opinion 
of  all  and  guards  her  impeccability  solici- 
tously. 

As  to  the  onset  of  present  condition,  pa- 
tient's true  mental  condition  has  apparently 
not  been  known  to  her  daughter,  with  whom 
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she  has  been  living.  The  family  knew  that  she 
has  been  extremely  nervous  for  the  past  two 
years;  that  she  would  be  depressed  and  have 
crying  spells.  They  declare  that  she  has  al- 
ways talked  coherently  and  relevantly  and 
that  her  conduct  was  never  bizarre.  She  did 
tell  them  that  she  heard  voices  but  would 
never  tell  what  the  voices  said.  Her  gait  and 
speech  have  been  normal.  The  family  denies 
that  she  has  had  delusions  or  grandiose  ideas. 
They  did  not  know  that  she  was  coming  to 
this  hospital  until  the  officers  came  for  her. 
One  of  the  officers  did  remark  that  the  patient 
had  been  in  almost  daily  communication  with 
him  concerning  her  troubles. 

Physical  examination  reveals  an  obese  col- 
ored female  about  54  years  old,  clumsy  and 
incoordinate  because  of  her  extreme  weight. 
No  other  obvious  difficulty  is  noticeable.  The 
laboratory  tests,  including  blood  Wasserman 
and  spinal  fluid  examinations,  are  all  nega- 
tive. 

As  to  the  course  in  hospital : Patient  was 
eager  to  come  to  the  hospital  and  says  she 
wrote  in  asking  if  she  could  be  admitted.  She 
thought  that  here  she  could  be  given  relief 
from  the  paresthesias  that  plagued  her.  Her 
stream  of  mental  activity  was  easily  set  in 
motion.  In  fact,  she  starts  spontaneously  to 
enlarge  upon  her  troubles.  She  is  firmly  con- 
vinced of  the  reality  of  her  complaints  and 
gets  excited  describing  her  wrongs.  She  is 
somewhat  repetitious  but  her  memory  seems 
perfectly  clear,  and  gives  chronologically 
correct  accounts  of  her  affairs.  She  is  over- 
whelmed by  the  indignities  and  persecutions 
that  have  befallen  her.  Her  content  of 
thought  concerns  itself  entirely  with  a sys- 
tematized delusional  system  concerning  the 
indignities  at  the  hands  of  her  doctor  at  home. 
He  took  some  blood  and  diagnosed  syphilis 
and  insisted  that  she  take  some  treatments  for 
this  but  she  is  convinced  that  this  was  a blind 
to  cover  up  his  nefarious  design  to  keep  her 
coming  to  his  office  where  he  allegedly  made 
sexual  advances  to  her.  She  submitted  to  this 
for  some  months  before  she  got  on  to  what  was 
going  on.  She  then  refused  to  return.  Since 
the  doctor  has  persecuted  her  by  means  of  his 
voice.  This  voice  has  hounded  her  for  several 
months  past  and  is  still  right  there.  It  has  in- 
terfered with  her  work  in  the  past  and  threat- 
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ens  vile  things  even  now.  She  answers  the 
voice,  she  says,  but  some  influence  from  the 
voice  keeps  it  from  being  heard  by  others 
around  her.  It  has  threatened  to  kill  her;  to 
burn  her  up.  The  violent  burning  that  she 
feels  over  almost  her  entire  body  is  the  work 
of  this  evil  influence.  While  she  was  at  home 
she  says  she  did  her  work  in  her  bare  feet  be- 
cause the  burning  made  it  impossible  for  her 
to  keep  her  shoes  on.  Since  she  has  refused  to 
submit,  the  voice  threatens  and  curses  her 
and  still  makes  the  same  lewd  suggestions  and 
proposals  as  before  her  admission.  Sometimes 
she  talks  back  to  the  voice.  At  other  times  she 
defies  it  and  refuses  to  talk.  This  alone  is  the 
burden  of  her  troubles.  She  is  clear  in  all 
spheres  and  knows  about  this  hospital,  why 
she  is  here,  and  what  she  expects  of  it.  She  is 
in  good  contact  with  reality  except  for  her  cir- 
cumscribed delusions  concerning  her  home 
town  doctor.  She  came  here  because  she 
thinks  we  have  the  means  of  relieving  the  burn- 
ing in  her  feet.  Her  memory  seems  clear ; her 
mental  capacity  is  decidedly  limited.  Her 
school  and  general  knowledge  are  fragment- 
ary. Attention  is  intact.  She  seems  alert  to 
her  surroundings.  Her  definitions  of  contrasts 
and  similarities  are  primitive. 

About  eleven  weeks  after  her  admission 
patient's  delusional  system  seemed  to  fall 
away  from  her  suddenly  and  miraculously. 
She  heard  a voice  telling  her  that  if  she  kept 
her  lips  tightly  pressed  together  the  voice  that 
speaks  to  her  would  be  silenced,  and  also  if  she 
pressed  on  the  top  of  her  head  where  her 
family  doctor  had  put  some  influence  on  her, 
the  burning  of  her  body  would  stop.  She  tried 
these  things  and  was  delighted  to  find  that  the 
prediction  was  true.  She  was,  of  course,  very 
much  relieved;  she  had  her  first  good  night’s 
sleep  and  she  was  satisfied  that  she  was  cured 
of  her  trouble  forever.  This  entire  freedom 
from  delusions  and  all  other  psychotic  symp- 
toms has  held  up  to  the  present  time  and  she 
is  being  considered  for  parole,  five  months 
after  admission. 

Formulation : This  is  a circumscribed  delu- 
sional structure  concerning  the  alleged  evil 
designs  of  her  home  town  doctor,  a white  man 
about  (JO  years  old  and  with  a grown  family, 
whom  she  has  known  and  patronized  as  the 


family  doctor  for  many  years  past.  All  went 
well  until  some  several  years  after  the  meno- 
pause became  established,  at  which  time  she 
went  to  him  for  treatment  to  relieve  her  hot 
flashes  and  nervousness.  The  doctor  evidently 
performed  a pelvic  and  other  physical  exam- 
inations in  the  course  of  his  obligation  to  her 
and  proceeded  to  give  her  regular  injections, 
probably  hormones,  thereafter.  Patient  then 
developed  the  delusion  that  she  had  syphilis 
and  that  the  doctor  says  that  he  was  treating 
her  for  that.  She  also  developed  the  thought 
that  the  regular  calls  to  the  doctor’s  office 
were  really  a blind  erected  by  him  to  fool  the 
public  and  to  keep  her  coming  to  him  so  that 
he  could  possess  her  sexually.  He  has  never 
acknowledged  this  in  his  person  to  her,  but  by 
means  of  his  voice,  which  enters  into  her  mind 
at  all  hours  of  the  day  and  night,  and  he  gives 
her  directions  for  meeting  him  and  submitting 
to  him.  The  voice  becomes  especially  lascivi- 
ous at  night.  It  threatens  that  he  will  burn 
her;  that  he  will  kill  her,  if  she  does  not  sub- 
mit; in  fact,  if  she  ever  informs  anybody 
about  him. 

Patient  is  now  54  years  old;  has  been  living 
as  a widow  for  a number  of  years  past.  Ap- 
parently at  this  time  she  has  had  a recrudes- 
enee  of  a dormant  sexual  impulse — possibly 
produced  by  the  prolonged  administration  of 
estrogenic  hormones.  The  forthright  satisfac- 
tion of  such  an  impulse  under  her  circum- 
stances is  impossible : She  is  a respectable, 
hard-working  widow,  highly  thought  of  by  her 
white  and  colored  colleagues;  a pillar  of  her 
church,  devout,  superstitious,  soul-search- 
ing; solicitous  for  the  good  opinion  of  all; 
proud  of  her  reputation  for  sobriety  and  de- 
cency ; guarding  her  coveted  respectability  at 
any  cost  to  her  mind  and  body. 


A diabetic  patient  beginning  to  show  un- 
usual features,  and  particularly  to  our  ex- 
perience recurrent  colds,  or  persistent  head 
colds,  should  be  submitted  to  x-ray  examina- 
tion of  the  chest;  a search  for  tubercle  bacil- 
lus in  sputum  and  fasting-stomach  contents 
should  be  made,  and  the  blood  sedimentation 
rate  ascertained.  W.  R.  Gauld,  M.  D.,  and 
A.  Lyall,  M.  D,  Brit.  M.  J.,  May  17,  1947. 
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Delaware  Going  Forward 

About  20  years  ago,  the  little  state  of  Dela- 
ware assumed  the  responsibility  of  preventive 
mental  health  on  a state-wide  basis.  This 
unique  project  offered  adequate  services  to 
the  people  of  the  state  by  establishing  the  Ob- 
servation Psychiatric  Clinic  and  traveling 
mental  hygiene  clinics  under  the  direction  of 
the  Superintendent  of  the  Delaware  State  Hos- 
pital. Many  thousands  of  people  have  been 
helped  and  serious  psychiatric  problems  have 
been  solved.  Because  of  these  two  well-organ- 
ized units  of  mental  health,  the  increase  of  the 
population  of  the  Delaware  State  Hospital  has 
not  been  as  high  as  might  have  been  expected. 

Delaware  again  is  assuming  its  leading  place 
in  preventive  medical  work.  On  September 
27th,  1948,  the  State  Board  of  Trustees  of  the 
Delaware  State  Hospital  will  open  at  Delaware 
City  the  Governor  Bacon  Health  Center, 
which  will  offer  state-wide  preventive  and 
curative  services.  This  Center  will  be  a 
unique  hospital  affording  service  to  about  300 
children,  and  more  than  250  adults. 


In  the  past  only  a few  parents  could  afford 
to  send  their  mildly  or  severely  maladjusted 
children  to  private  schools  or  institutions.  For 
the  first  time  in  the  history  of  our  country,  the 
state  will  assume  the  responsibility  for  the 
care  and  treatment  of  such  children.  Crippled 
children,  particularly  the  cerebral  palsy  cases, 
who  are  not  receiving  any  hospital  care  for 
their  rehabilitation,  will  have  an  opportunity 
for  treatment.  Children  suffering  from  epi- 
lepsy or  from  epileptiform  convulsive  seizures 
will  also  have  opportunity  for  hospitalization. 
Adults  suffering  from  epilepsy  without  psy- 
chosis will  have  a chance  for  adequate  study 
and  treatment.  Above  all,  alcoholics  without 
psychosis,  who  in  the  past  have  been  treated 
as  step-children  of  society,  will  for  the  first 
time  be  considered  as  sick  persons  who  are  in 
need  of  professional  help.  Some  of  the  bed- 
ridden terminal  cases  requiring  constant  bed- 
side care,  will  also  be  accepted. 

The  medical  profession  at  its  annual  meet- 
ing in  Dover  two  years  ago,  unanimously  ap- 
proved this  project.  We  are  happy  to  learn 
from  Dr.  Tarumianz  that  he  will  have  ade- 
quate resident,  visiting  and  consulting  physi- 
cians— specialists  in  various  fields  of  medicine. 

We  wish  to  congratulate  Governor  Walter 
W.  Bacon,  the  members  of  the  General  As- 
sembly of  1947,  the  State  Board  of  Trustees 
of  the  Delaware  State  Hospital,  many  friends 
of  the  people  of  the  state,  who  have  taken  an 
active  part  in  promoting  this  project  and 
above  all  our  colleague,  Dr.  M.  A.  Tarumianz, 
who  through  his  untiring  efforts  has  obtained 
free  of  charge  the  Fort  Du  Pont  Reservations 
and  transformed  a war  plant  into  a unique  and 
worthwhile  health  project.  It  gives  us  great 
satisfaction  that  the  Health  Center  will  be 
affiliated  and  closely  coordinated  with  the 
work  of  our  renowned  Alfred  I.  du  Pont  Insti- 
tute for  crippled  children.  It  will  also  be  a 
great  honor  to  have  affiliation  with  the  medi- 
cal schools  of  the  Universities  of  New  York 
and  Pennsylvania. 

The  Journal  wishes  Dr.  Tarumianz  success 
in  his  new  professional  venture  and  wishes  to 
assure  him  that  the  medical  profession  of  our 
little  state  will  stand  by. 
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V.  A.  Contracts 

The  Journal  has  a supply  of  the  schedule 
of  fees  applying  to  the  contract  between  The 
Medical  Society  of  Delaware  and  the  Veter- 
ans’ Administration,  reprinted  from  our 
January  and  March  issues.  Physicians  who 
have  signed  up  for  this  work  and  who  wish  a 
copy  should  notify  this  office. 


Regrets 

We  regret  that  in  our  June  issue,  in  the 
leading  article,  the  name  of  the  medical  col- 
lege was  omitted  from  the  footnote  referring 
to  the  second  author.  The  reference  to  W.  B. 
Silberblatt,  M.  D.,  should  read : Associate  in 
Obstetrics  and  Genecology,  New  York  Medical 
College.  We  regret  also  a few  typographical 
errors.  Corrections  will  be  made  in  the 
authors’  reprints. 


PSYCHIATRIC  RESIDENCY 

Carmen  T.  Sena,  M.  I).,* 
Farnhurst,  Del. 

When  a medical  student  comes  out  of  medi- 
cal school,  the  next  step  he  takes  to  widen  his 
medical  knowledge  is  to  apply  for  an  intern- 
ship in  a general  hospital.  Subsequently,  he 
becomes  a resident  and  after  several  years, 
emerges  sufficiently  armed  to  meet  the  exigen- 
cies of  general  practice.  Others  continue  to 
specialize  in  some  branch  or  specialty  of  their 
own  choosing.  They  become  well  versed  in  the 
abnormalities  of  the  heart,  the  stomach,  and 
other  organs,  which  make  up  the  whole  human 
organism.  They  should  not  stop  there.  They 
should  remember  that  a human  being,  aside 
from  being  merely  a conglomeration  of  these 
organs  has  the  important  function  of  thinking 
and  feeling ; and  just  as  he  may  have  a failure 
in  the  realm  of  the  physical  or  the  bio-chemical 
sphere,  so  can  he  have  a failure  in  the  mental 
sphere  and  for  that  matter,  simultaneously 
both  mental  and  physical.  One  repeatedly 
hears  of  the  inseparability  of  the  mind  and  the 
body:  that  any  physical  disease  influences  the 
mind  and  vice-versa.  To  cling  to  the  idea  of 
mind-body  separation  in  spite  of  the  recogni- 
tion of  the  increasing  role  that  psychiatry  is 
playing  in  general  medicine  is  to  shut  one’s 
eyes  to  the  progress  of  medical  science.  Con- 
sequently, whether  one’s  aim  is  to  become  a 

* Resident  Intern,  Delaware  State  Hospital. 


general  practitioner  or  a pediatrician,  or  an 
obstetrician,  etc.,  a thorough  knowledge  of  the 
fundamentals  of  psychiatry  is  a very  valuable 
aid  in  the  intelligent  practice  of  the  art  of 
healing;  for  undoubtedly,  a sick  man  is  sick  in 
his  entirety  and  curing  a stomach  ailment  does 
not  cure  the  stomach  condition  alone,  but  the 
whole  individual  as  well. 

It  would  be  difficult  indeed  to  define  a back- 
ground which  would  meet  all  of  the  contingen- 
cies of  the  psychiatric  aspects  of  general  prac- 
tice. Many  physicians  acquire  facility  in  deal- 
ing with  the  mental  aspects  of  somatic  disease 
while  with  others,  this  faculty  seems  to  be  a 
native  endowment.  A more  detailed  under- 
standing of  psychiatry  necessarily  entails  a 
greater  concentration  of  study  in  frank  psy- 
chiatric conditions  and  the  material  for  such 
study  is  best  found  in  the  mental  hospital. 

Resident  training  in  a mental  hospital,  be- 
sides offering  vast  educational  opportunities, 
at  the  same  time  familiarizes  one  in  the  atmo- 
sphere of  the  mentally  sick,  consequently  dis- 
pelling that  uneasy  feeling  one  may  experi- 
ence during  his  first  visit  to  a mental  hospital. 

With  reference  to  the  educational  side,  this 
is  particularly  centered  in  determining  the 
etiology,  the  diagnosis  and  differential  diag- 
nosis, and  the  prognosis  of  the  different  kinds 
of  mental  diseases;  in  the  therapeutic  proce- 
dures ; and  lastly,  in  the  correct  management 
of  mental  patients.  The  therapeutic  aspect 
will  not  be  of  as  much  concern  to  the  general 
practitioner  as  it  will  be  to  the  one  aiming  to 
be  a psychiartist.  Whatever  future  psychia- 
tric problems  might  beset  the  general  practi- 
tioner or  the  specialist,  they  will  call  forth,  pri- 
marily, his  knowledge  of  psychiatric  diagnosis 
and  patient  management. 

The  application  of  the  knowledge  of  psy- 
chiatric diagnosis  and  patient  management 
can  be  well  illustrated  in  the  following  situa- 
tions that  may  arise  in  general  and  specialized 
medical  practice : 

(a)  In  the  detection  and  recognition  of  an 
incipient  mental  illness.  The  early  recognition 
of  a psychiatric  problem,  as  in  any  somatic  dis- 
ease, influences  the  course  of  treatment  and 
the  prognosis  of  that  disease.  Chronicity  is 
just  as  real  and  difficult  a problem  to  handle 
in  mental  conditions  as  in  physical  conditions. 
Its  implications  are  even  more  far  reaching  for 
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the  chronic  mental  patient  is  truly  disabled  in 
his  totality.  Improper  management  of  the 
acute  phase  of  a mental  illness  may  often  be  a 
major  contributing  factor  to  chronicity. 

(b)  In  the  intelligent  management  of  cer- 
tain types  of  mental  states  resulting  from  or 
occurring  with  toxic,  infectious,  or  degenera- 
tive diseases.  Such  conditions  are  likely  to  be 
very  confusing  to  the  physician  particularly 
from  a standpoint  of  prognosis.  The  condition 
may  be  brief,  in  which  case  commitment  in  a 
mental  hospital  would  be  advisable.  The  treat- 
ment of  such  cases  is  purely  somatic  and  can  be 
accomplished  in  a relatively  short  period  of 
time. 

(c)  For  a more  complete  evaluation  of  the 
subjective  symptoms  presented  by  the  physic- 
ally sick  individual.  The  inherent  constitution 
of  the  patient  has  much  to  do  with  the  subjec- 
tive recognition  of  the  abnormal  symptoms 
within  him.  Some  patients  perceive  these 
symptoms  clearly,  others,  not  at  all.  When  a 
patient  is  either  unable  or  unwilling  to  aid  the 
physician  dealing  with  his  case,  the  physician 
is  thrown  back  upon  his  own  resources  and  a 
certain  amount  of  psychiatric  experience  is  in- 
dispensable. 

(d)  For  the  correct  management  of  the 
acutely  occurring  mental  states  during  the 
period  that  hospitalization  is  in  the  process  of 
arrangement.  Thus,  anticipating  a probable 
suicidal  attempt  in  a depressed  patient,  anti- 
suicidal  measures  may  be  prescribed.  In  the 
same  manner,  an  acutely  manic  individual  may 
be  properly  and  effectively  sedated  and  man- 
aged. 

(e)  In  the  recognition  of  those  cases  which 
necessitate  referral  to  a psychiarist.  While 
many  fringe  psychiatric  problems  are  well 
within  the  province  of  the  general  practitioner 
from  the  standpoint  of  management,  major  or 
total  psychiatric  conditions  definitely  require 
ministration  by  a psychiatric  specialist  of  long- 
training  and  experience.  The  differentiation  of 
serious  conditions  from  those  which  are  more 
benign  is  not  always  easy  and  it  is  particularly 
difficult  for  one  who  has  had  only  a theoret- 
ical knowledge  of  psychiatry.  Such  a differ- 
entiation is  a problem  very  frequently  encoun- 
tered, however,  and  it  is  in  the  interest  of  the 
general  practitioner  to  gain  a minimal  neces- 
sary orientation  in  psychiatry  to  enable  him 
to  make  the  differentiation. 


In  conclusion,  it  must  be  understood  that  by 
no  means  will  a year  or  two  of  psychiatric 
resident  training  build  up  a specialist  in  psy- 
chiatry. The  vastness  of  this  field  demands  a 
longer,  more  extensive  and  intensive  study 
and  training.  The  principal  issue,  however,  is 
to  gain  a working  knowledge  of  the  most  im- 
portant psychiatric  problems  which  will  lead 
to  professional  broadening,  to  the  creation  of  a 
harmonious  professional  coordination  among 
all  medical  men  which  ultimately  will  result  in 
helping  elevate  the  state  of  mental  health  in 
a community. 


CONSTITUTIONAL  STUDY 

Belen  T.  Mendoza,  M.  D.,  * 
Farnhurst,  Del. 

The  following  cases  presented  concern  a 
brother  and  his  sister  who  were  admitted  to  the 
Delaware  State  Hospital  for  treatment  of  a 
depressive  psychosis.  Aside  from  the  existence 
of  the  same  psychiatric  problem,  both  are  suf- 
fering from  Diabetes  Mellitus.  The  presenta- 
tion of  these  cases  may  have  some  bearing  on 
the  study  of  the  constitutional  aspect  of  the 
involutional  type  of  psychosis. 

Life  1 Iistory 

The  patients  come  from  a medium  sized  fam- 
ily of  Freneh-Ameriean  descent.  Their  parents 
are  both  dead.  The  father,  a blacksmith,  died 
of  coronary  thrombosis  at  the  age  of  seventy- 
five  and  the  mother  of  a brain  abscess  at  the 
age  of  seventy-two.  There  were  five  children 
in  the  family.  One  sister  died  in  diabetic  coma 
at  the  age  of  fifty-three  and  a brother  died 
after  an  attack  of  influenza. 

The  brother,  who  is  the  elder  of  the  two, 
passed  an  uneventful  childhood  life.  At  the  age 
of  sixteen,  he  finished  the  seventh  grade  and  on 
his  father’s  advice,  he  worked  on  a farm  in 
Maryland,  lie  was  predominantly  extrovert- 
ed, enjoyed  to  be  with  his  friends  to  whom  he 
showed  much  generosity  for  which  reason  he 
was  well  liked.  World  events  held  more  than 
the  ordinary  interest  for  him.  lie  enjoyed  the 
radio  and  the  races.  Beside  being  an  excessive 
smoker,  he  drank  moderately,  but  only  in- 
frequently did  he  overdrink,  lie  belongs  to 
the  Roman  Catholic  Church,  but  had  never 
been  a devout  member. 

It  was  at  the  age  of  forty-two  that  he 
thought  of  marrying  a widow,  but  they  lived 
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together  only  for  four  years.  They  had  to 
separate  after  frequent  marital  discords.  For 
thirty-two  years  he  had  been  steadily  employ- 
ed as  a laborer  in  a leather  factory. 

His  sister,  who  was  three  years  younger  than 
he,  entered  the  public  school  at  the  age  of  six. 
She  was  an  average  student.  After  reaching 
the  sixth  grade,  she  stayed  home  with  her  par- 
ents and  helped  in  general  housework.  She 
lived  with  them  until  they  died.  Then  she 
went  to  live  and  keep  house  for  her  brother. 
She  was  the  shy,  quiet,  and  retiring  type.  Al- 
though she  was  congenial  and  friendly  to 
everyone,  she  never  cultivated  continued  so- 
cial contacts  with  any  one  of  her  friends.  She 
preferred  to  spend  her  time  in  the  flower  gar- 
den rather  than  attending  an  occasional  movie, 
party  or  games.  She  had  shown  no  interest  for 
the  opposite  sex.  Her  love  seemed  to  have  been 
lavished  on  her  only  living  brother. 

Onset  of  Psychosis 

In  December  1943,  while  convalescing  from 
influenza,  the  sister  experienced  vague  gastro- 
intestinal discomforts  and  was  found  to  be  suf- 
fering from  diabetes  mellitus.  She  developed 
the  idea  that  she  was  not  ever  going  to  recover 
from  this  disease.  Gradually,  she  became  in- 
creasingly depressed  and  thought  herself  to  be 
utterly  worthless.  While  in  the  hospital,  she 
made  an  attempt  to  jump  out  of  the  window. 
Several  suicidal  threats  were  also  made  when 
she  was  back  in  her  home.  Since  she  continued 
to  be  in  a despondant  state,  her  brother  found 
her  very  difficult  to  live  with.  Her  appetite 
was  very  poor  and  at  every  mealtime,  she  had 
to  be  coaxed  to  take  a mouthful  of  food.  At 
night  she  slept  very  poorly  and  went  for  days 
without  a bath  or  change  of  clothes.  She  re- 
fused to  see  anybody  and  she  lost  interest  in 
everyday  occurrences.  Frequently  she  would 
be  pacing  the  floor  continuously,  biting  her 
fingernails  and  wringing  her  hands.  She  fol- 
lowed her  brother  around  the  house  remarking, 
“What  are  you  going  to  do  with  me?  Where 
are  you  going  to  put  me?"  Her  brother  was 
compelled  to  take  the  precautionary  measure 
of  locking  her  up  in  the  house  before  leaving 
for  his  work.  For  four  months  she  continued 
this  pattern  of  behaviour  until  she  was  admit- 
ted to  this  hospital  on  April  3,  1944. 

During  her  hospitalization,  her  brother  man- 
aged fairly  well  to  live  by  himself.  He  visited 


her  at  the  hospital  frequently  and  faithfully 
for  four  years.  Suddenly  on  February  1, 
1948,  he  went  into  coma,  diagnosed  to  be  dia- 
betic in  origin.  After  two  weeks  in  the  hos- 
pital he  was  recovered  sufficiently  to  resume 
his  former  work.  Days  later  a cousin  of  his, 
paid  him  a visit  and  noticed  that  he  looked 
very  listless  and  worried.  He  expressed  no 
desire  to  resume  work  complaining  that  he  was 
“down  in  the  dumps  and  done  for."  He  con- 
tinued to  be  depressed  and  moody.  One  day, 
while  at  work,  he  attempted  to  kill  himself  by 
jumping  into  the  fly-wheel  of  a factory  en- 
gine, then  became  aggressive,  threatened  his 
boss  with  a knife  and  tried  to  cut  his  own 
wrist.  The  help  of  the  police  was  needed  to 
take  him  to  the  hospital. 

Clinical  Studies 

Status  on  Admission.  His  sister  was 
fifty-six  years  old  when  she  entered  the 
hospital  in  a markedly  depressed  state.  She 
seemed  passive  and  listless  and  stared  into 
space.  Retarded  and  lacking  in  initiative,  she 
only  spoke  when  talked  to.  She  kept  repeat- 
ing that  she  had  done  something  “terrible” 
for  which  she  could  never  be  forgiven.  Re- 
peatedly she  was  talking  of  killing  herself. 

She  showed  endoectomorphie  physical  char- 
acteristics with  well  developed  muscles,  soft 
lines,  a short  thick  neck,  and  a somewhat  rect- 
angular face.  All  her  fingernails  were  badly 
bitten,  only  the  rudiments  remaining,  and  the 
cuticles  were  excoriated.  Past  medical  history 
revealed  a cholecystectomy.  She  had  passed 
through  menopause  with  no  severe  physical 
symptoms.  Laboratory  studies  revealed  dia- 
betes mellitus. 

Her  brother  entered  the  hospital  four  years 
later  in  a similar  state  of  despair  and  dejec- 
tion. His  appearance  was  disheveled  and  his 
general  attitude,  one  of  hopelessness.  During 
conversations,  he  became  agitated.  Life,  he 
thought,  was  no  longer  worth  living  and  death 
seemed  a welcome  relief.  He  constantly  threat- 
ened to  commit  suicide. 

Physical  examination  revealed  an  endoeeto- 
morphic  physique.  Most  of  his  fingernails 
were  bitten  off.  Laboratory  studies  disclosed 
diabetes  mellitus  and  chronic  nephritis. 

Progress.  His  sister  after  several  days 
of  observation  did  not  reveal  any  amelioration 
of  her  depressed  and  agitated  state.  It  was  de- 
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cided  to  begin  a course  of  electro-convulsive 
therapy.  At  first  there  was  a marked  mental 
improvement  noticeable.  This  improvement, 
however,  was  of  a temporary  nature.  She  soon 
relapsed  into  a state  of  agitated  depression, 
moaned  and  groaned  continuously,  kept  wring- 
ing her  hands  in  despair  and  hopelessness. 
Very  frequently  she  was  negativistic  and  con- 
trary, refusing  nourishment.  Various  thera- 
peutic approaches  varying  from  psychother- 
apy under  sodium  amytal  to  resumption  of 
electro-convulsive  therapy  have  failed  to  in- 
fluence the  depressive  state  up  to  this  time. 
The  diabetes  is  however  well  controlled  clini- 
cally. 

Her  brother,  after  several  days  of  observa- 
tion following  his  admission,  showing  no  vis- 
ible improvement  in  his  condition,  was  placed 
on  electro-convulsive  therapy.  After  the  first 
few  treatments,  he  was  more  active  and  alert 
and  his  appetite  improved,  although  there 
was  still  some  degree  of  restlessness  and  pre- 
occupation. With  several  more  treaments,  he 
showed  a complete  change  of  mood.  He  be- 
came overcheer ful  and  exuberant  and  remain- 
ed somewhat  hypomanic  for  several  days. 
Shock  treatments  were  discontinued  and  psy- 
chotherapeutic sessions  began.  Patient  re- 
gained a rational  outlook  and  showed  initiative 
and  interest.  The  diabetes  was  brought  un- 
der control  and  the  nutritional  state  im- 
proved. He  is  still  under  observation  in  the 
hospital.  Occasionally,  mild  fluctuations  of 
mood  can  be  observed,  but  depressive  phases 
have  not  been  severe. 

Conclusion 

Some  constitutional  aspects  of  involutionary 
depressions  are  presented  in  this  case  study  of 
brother  and  sister,  both  suffering  from  similar 
types  of  psychoses  as  well  as  diabetes  mel- 
litus.  The  clinical  picture  during  the  initial 
period  of  observation  showed  some  striking 
similarity,  whereas  the  subsequent  course  dif- 
fered a great  deal.  The  family  background, 
the  life  histories  of  the  observed  patients  and 
the  clinical  studies  bring  out  some  indications 
of  the  biological  basis  of  involutionary 
psychoses. 


ALDARSONE  THERAPY  IN  THE 

TREATMENT  OF  GENERAL  PARESIS 

John  F.  Adamson,  A.B.  and  William 
C.  Adamson,  M.  D.* 

Philadelphia,  Pa. 

The  advent  of  penicillin  therapy  in  the 
treatment  of  General  Paresis  (syphilitic  men- 
ingo-encephalitis)  has  swung  the  direction  of 
thought  away  from  the  pentavalent  arsenical 
compounds.  Several  investigators  (1),  (2) 
have  raised  the  question  of  discontinuing  the 
use  of  these  drugs  in  view  of  the  more  effective 
results  with  penicillin.  It  would  seem  advis- 
able, therefore,  to  determine  the  therapeutic 
effectiveness  of  the  pentavalent  drugs,  try- 
parsamide  and  aldarsone,  so  that  a baseline  for 
comparison  with  penicillin  could  be  estab- 
lished. 

Stokes  (3)  has  reported  the  average  clin- 
ical remission  rate  with  tryparsamide  to  be 
22.5%  in  advanced  cases  of  General  Paresis 
and  49.7%  in  early  cases  of  this  disease. 
Kamman  (4),  Spiegel  (5),  Bennett  (6)  and 
Sexton  (7)  have  reported  favorable  results 
with  aldarsone  on  small  numbers  of  General 
Paretics,  but  in  none  of  these  reports  has  the 
period  of  follow-up  or  the  number  of  cases 
studied  been  sufficient  to  draw  any  final  con- 
clusions similar  to  those  made  by  Stokes  for 
tryparsamide.  This  paper  is  a report  of  treat- 
ment results  with  aldarsone  therapy  over  a 
live  year  period  at  the  Delaware  State  Hos- 
pital, Farnhurst,  Delaware. 

Material 

Of  a group  of  sixty  cases  admitted  to  the 
Delaware  State  Hospital  in  1942  and  1943 
with  intermediate  and  severe  General  Paresis, 
that  is,  those  who  showed  psychiatric  syn- 
dromes with  moderate  or  advanced  deteriora- 
tion, thirty-nine  received  aldarsone,  maphar- 
sen,  and  bismuth  as  their  sole  treatment  over 
a period  of  five  years.  It  was  felt,  therefore, 
that  this  group  reflected  well  the  effectiveness 
of  aldarsone  in  this  stage  of  central  nervous 
system  syphilis. 

Criteria  of  Adequate  Treatment 

Tt  seemed  important  to  determine  how  many 
of  the  thirty-nine  cases  studied  received  ade- 
quate chemotherapy  during  the  five-year 
period  in  evaluating  the  effectiveness  of  the 

* Formerly  Psychological  Intern  and  Assistant  Physician, 
respectively,  Delaware  State  Hospital. 
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drug.  Using  the  scheme  set  forth  by  Stokes 
(3)  as  a guide,  an  adequate  schedule  for  one 
year  appeared  to  be  one  following  approxi- 
mately the  following  formula: 

Bismuth  subsalicylate  - — 12  injections 
(D/2 cc),  one,  twice  weekly  for  6 
weeks 

Aldarsone  — 14  injections  (lgm.)  weekly 
intervals  (except  first  week  0.5  gm.) 

Mapharsen — 14  injections  (lgm.)  weekly 
intervals 

Bisumth  subsalicylate  — 14  injections 
(2ce)  weekly,  first  two  given  with 
last  two  Mapharsen  injections 

Rest  period  4 weeks  and  repeat  unit. 
Using  such  a criteria  all  cases  but  two  re- 
ceived adequate  aldarsone  therapy.  However, 
seventeen  of  the  thirty-nine  cases  (44%)  had 
received  inadequate  mapharsen  therapy.  Of 
this  latter  group  four  had  suffered  relapse  dur- 
ing five  year  period  following  an  initial  clin- 
ical remission  with  partial  reversal  of  spinal 
fluid  formula.  This  would  raise  the  question 
of  the  importance  of  mapharsen  in  maintain- 
ing therapeutic  remission  inasmuch  as  these 
cases  all  received  aldarsone  on  weekly  inter- 
vals rather  than  the  mapharsen-bismuth 
schedule  suggested  above. 

Adjustment  Categories 
Clinical  results  of  therapy  were  divided 
into  categories  of  adjustment  suggested  by 
the  Committee  of  Non-Specific  Therapy  of 
Syphilis  (8)  as  follows: 

Remission : Sufficient  clinical  recovery  to  per- 
mit patient  to  return  to  his  former  socio- 
economic status. 

Improved:  Complete  or  partial  disappearance 
of  clinical  manifestations  without  corres- 
ponding improvement  in  capacity  to  return  to 
former  socio-economic  status. 

Unimproved : No  detectable  clinical  evidence 
of  change  in  course  of  disease.  Those  who 
showed  progression  of  pathology  also  put  in 
this  group. 

Death  : Treatment  deaths  during  therapy  or 
regardless  of  cause  occurring  during  or  with- 
in three  months  subsequent  to  therapy. 
Spinal  Fluid  Categories 
Yearly  spinal  fluid  examinations  of  cells, 
serology  and  colloidal  gold  curves  were  avail- 
able over  the  five-year  follow-up  period.  Each 


case  was  evaluated  and  placed  in  one  of  the 
three  possible  categories  (approximately)  of 
spinal  fluid  formula  reversal : (A)  Little  or 
no  reversal,  (B).  Partial  reversal,  or  (C). 
Complete  reversal.  Using  the  above  adjust- 
ment categories  and  spinal  fluid  categories,  a 
table  of  clinical  findings  was  made  up  as  il- 
lustrated below : 

Table  of  Clinical  Findings 
Spinal  Fluid  Formulas 

Adjustment 
Categories 
Remission 
Improved 


Little  Partial 
Reversal  Reversal 
3 3 

3 1 


Unimproved 

Death 


Complete 

Reversal  Total 

4 10  or  26% 

1 5 or  12% 

2 14  or  36% 

10  or  26% 


6 6 2 

7 3 0 

Complications 

Much  has  been  written  about  the  compara- 
tive toxicity  of  tryparsamide  and  aldarsone. 
Careful  examination  of  the  records  of  the  ten 
patients  who  succumbed  during  or  following 
aldarsone  therapy  revealed  that  two  were  ad- 
mitted to  the  hospital  in  extremis  and  died 
within  two  weeks  of  the  admission  date;  six 
died  of  progressive  pathological  deterioration 
without  reversal  of  spinal  fluid  and  with  no 
evidence  of  drug  toxicity  at  post  mortem ; one 
died  of  unexplained  cause ; and  one  died  in 
cardiac  decompensation  from  what  appeared 
to  be  chronic  toxicity  of  drug  in  view  of  a nor- 
mal EKG  eight  months  prior  to  death.  No 
post  mortem  was  done  on  this  case,  however, 
to  confine  the  clinical  impression. 

All  thirty-nine  cases  were  checked  period- 
ically for  signs  of  optic  atrophy  by  ophthal- 
mologists. In  no  case  was  it  observed  among 
this  group.  One  case  showed  vomiting  fol- 
lowing aldarsone  and  mapharsen  injections 
which  was  controlled  by  pre-treatment  ad- 
ministration of  belladonna  and  elixir  of  phen- 
obarbital. 


Conclusions 

1.  Thirty-nine  cases  of  General  Paresis  were 
treated  with  what  appeared  to  be  adequate 
aldarsone  therapy,  along  with  auxilliary 
mapharsen  and  bismuth  over  a five-year  per- 
iod. 

2.  Ten  cases  (26%)  showed  a clinical  re- 
mission, and  5 cases  (12%)  showed  improve- 
ment. 

3.  Four  cases  had  shown  an  earlier  remis- 
sion but  relapsed  later  in  course  of  persistent 
aldarsone  but  inadequate  mapharsen  and  bis- 
muth therapy  which  suggested  importance  of 
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these  drugs  in  maintaining  therapeutic  re- 
mission. 

4.  Careful  examination  of  cases  dying  dur- 
ing or  following  therapy  indicated  only  one 
might  have  died  as  a result  of  chronic  arsen- 
ical therapy.  No  cases  of  optic  atrophy  were 
observed  nor  were  other  severe  complications 
evident. 

5.  Aldarsone  appears  to  be  about  as  effec- 
tive as  tryparsamide  in  producing  clinical  re- 
missions in  advanced  cases  of  General  Paresis. 
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A STUDY  OF  NURSE  AND 
POLICE  APPLICANTS 

V.  V.  Spaulding,  Ph.  D.* 
Farnhurst,  Del. 

Psychologists  of  the  Delaware  State  Hos- 
pital and  Mental  Hygiene  Clinics  have  been 
examining  young  women  who  apply  for  ad- 
mission to  hospital  nursing  schools  and  young 
men  who  apply  for  positions  in  the  state  and 
city  police  departments  for  some  time.  A sum- 
mary of  the  test  results  is  regarded  of  interest. 
Questions  proposed  for  consideration  are : 
What  is  the  personality  pattern  of  the  candi- 
dates for  these  services?  What  are  the  candi- 
dates' vocational  interests?  Are  the  aspirants 
feminine  or  masculine  in  their  outlook? 
Subjects : 

Sixty  young  women,  mainly  Delawareans, 
formed  the  nurse  group.  They  varied  in  age 
from  lb  to  19  years  inclusive.  The  average 
girl  was  18  years  old.  Most  of  the  candi- 
dates had  completed  senior  high  school  by  the 
time  of  the  examination. 

Forty  applicants  for  state  and  Wilmington 
police  positions  constituted  the  police  group. 
They  ranged  in  age  from  20  to  25  years  inclu- 
sive ; the  average  man  was  23  years  old.  Five 
months  of  the  senior  year  of  high  school  was 
the  usual  educational  achievement,  although 
schooling  varied  from  completion  of  the  ninth 
grade  to  completion  of  the  first  year  of  col- 
lege. 

s Psychologist,  Delaware  State  Hospital. 


The  subjects  were  selected  in  regard  to  age, 
with  younger  applicants  given  preference.  It 
was  thought  perhaps  they  might  have  truer 
aspirations  for  the  vocations  than  their  older 
associates;  the  latter  may  have  shifted  to  the 
field  for  reasons  other  than  a “yearning  to  be 
one".  Selection  of  subjects  also  was  made  to 
include  as  many  as  possible  of  those  given  the 
Kuder  Preference  Record  (1).  The  Record 
has  been  used  uniformly  in  this  test  battery 
only  during  the  past  two  years. 

Methods 

The  objective  method  of  personality  anal- 
ysis devised  by  Jastak  was  used  to  determine 
the  normality  of  intelligence  and  measurable 
character  factors.  41is  analysis  permits  the 
assessment  of  five  personality  traits,  namely 
native  capacity,  language  polarity,  reality  con- 
tacts, motivation  and  psychomotor  efficiency. 
Native  capacity  or  intelligence  is  defined  as 
the  level  of  maximum  personality  integration. 
Language  polarity  weighs  verbal  ability;  real- 
ity contacts  measures  how  well  one  can  see 
things  as  they  are;  motivation  expresses  per- 
severance, drive,  self-control,  self-discipline 
and  responsible  behavior  in  general ; psy- 
ch omot  or  efficiency  denotes  muscular  coordi- 
nation or  the  adecpiacy  with  which  parts  of 
the  body  are  put  together  and  function  as  a 
smooth-running  unit.  The  calculation  and 
further  interpretation  of  these  personality 
traits  have  been  discussed  by  Jastak  and  Yik 
(2). 

Vocational  interests  of  the  individuals 
studied  were  obtained  by  means  of  the  Kuder 
Preference  Record.  The  Record  provides  nine 
scales  of  occupational  interest  on  which  an  in- 
dividual chooses  those  activities  which  he  likes 
most  to  engage  in  and  those  which  he  likes 
least.  These  nine  scales  are  mechanical,  com- 
putational, scientific,  persuasive  or  commer- 
cial, artistic,  literary,  musical,  social  service, 
and  clerical. 

As  a by-product  of  the  Kuder  test,  the  mas- 
culinity-femininity score  (M-F  score)  for  each 
nurse  and  police  applicant  was  determined  ac- 
cording to  the  method  outlined  by  Kuder  (1). 
The  weights  assigned  to  the  raw  scores  of  each 
scale  for  high  school  students  were  used  in 
case  of  the  nurse  group  and  weights  for  adults 
in  the  case  of  police.  High  positive  scores  in- 
dicate masculine  preferences  and  outlook.  Low 
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positive  and  negative  scores  represent  fem- 
inine preferences  and  views. 

Results  and  Discussion  : 

Applying  Jastak’s  technique  of  personality 
analysis  to  the  test  results  of  the  candidates, 
it  was  found  that  the  average  nurse  and  police 
applicant  have  high  average  native  intelli- 
gence and  normal  character  traits.  While  the 
average  for  each  group  is  normal,  there  are 
individual  members  who  show  abnormal  per- 
sonalities. For  example,  one-third  of  the 
nurses  display  poor  perceptions  of  reality. 
These  girls  will  tend  to  misinterpret  daily  sit- 
uations in  the  sickroom,  will  not  he  sufficient- 
ly observant  of  the  patients'  needs,  will  lack 
alertness  in  the  event  of  an  emergency,  will 
fail  to  take  the  initiative  when  the  occasion 
demands,  and  in  general  be  governed  by  im- 
practical j udgments. 

One-fourth  of  the  police  group  rates  poorly 
in  psychomotor  efficiency.  Such  men  tend  to 
be  clumsy.  They  will  not  be  sufficiently 
agile  nor  fleet-footed  to  aid  citizens  in  dis- 
tress or  to  apprehend  escaping  criminals  skill- 
fully. 

Average  percentiles  on  the  nine  Kuder 
scales  show  outstanding  vocational  interests 
for  nurses  in  only  two  fields,  namely  scientific 
and  social  service.  This  result  is  confirmed  by 
a comparison  of  the  nurse  mean  raw  scores  on 
the  nine  scales  with  those  of  Kuder 's  base 
group  of  women.  Very  significant  positive 
interests  appear  in  the  social  service  and  sci- 
entific fields  and  very  significant  negative  in- 
terests in  the  mechanical,  artistic,  persuasive, 
clerical,  literary,  and  possibly  computational 
areas.  These  differences  are  significant  at 
least  at  the  1%  level,  i.e.,  there  is  only  1 chance 
in  100  that  the  difference  could  be  due  to 
chance.  Therefore  nurses  in  general  are  inter- 
ested primarily  in  working  with  and  serving 
people  and  using  scientific  knowledge  to  that 
end.  Most  of  them  would  not  make  good 
clerks,  lawyers,  machine  operators  nor  jour- 
nalists. 

The  average  percentiles  on  the  nine  Kuder 
scales  for  the  police  present  only  one  out- 
standing vocational  interest,  that  is,  social 
service.  This  finding  is  confirmed  by  a com- 
parison of  the  police  mean  raw  scores  on  the 
nine  scales  with  those  of  Kuder 's  base  group 
of  men.  Very  significant  positive  interests  are 


seen  in  the  social  service  area  and  probably 
in  the  musical  field ; and  very  significant  nega- 
tive interests  occur  in  the  computational  and 
clerical  vocations.  These  differences  are  all 
significant  at  least  at  the  1%  level.  There- 
fore police  applicants  are  interested  primarily 
in  working  with  people.  Most  of  them  are 
not  mathematicians  nor  fitted  to  be  clerks. 

The  mean  M-F  score  6 and  standard  de- 
viation of  the  M-F  distribution  19  for  the 
nurses  indicate  femininity.  The  middle  two- 
1 birds  of  the  group  have  M-F  scores  lying  be- 
tween — 13  and  25  which  is  at  the  extreme 
feminine  end  of  the  scale. 

The  mean  M-F  score  71  and  standard  de- 
viation of  the  M-F  distribution  23  for  the 
police  represent  masculinity.  The  middle  two- 
thirds  of  the  group  have  M-F  scores  between 
48  and  94  . The  lowest  score  27  is  somewhat 
higher  than  that  of  women  selected  at  random 
from  many  occupations  as  given  by  Kuder. 

According  to  the  results  above,  the  nurses 
are  distinctly  feminine  and  the  police  are  def- 
initely masculine.  Additional  evidence  for 
these  findings  is  seen  in  a comparison  of  the 
mean  M-F  scores  of  nurse  and  police  groups. 
The  ratio  of  the  difference  of  the  two  means 
to  the  standard  error  of  the  difference  is  ex- 
tremely significant  and  shows  that  nurses  and 
police  are  well-differentiated  by  this  tech- 
nique. 

Conclusions 

1.  In  general,  nurse  and  police  applicants 
have  high  average  native  intelligence  and  nor- 
mal personalities.  But  some  individuals  in 
the  groups  suffer  from  handicapping  character 
weaknesses  which  make  them  poor  candidates 
for  the  services  in  question. 

2.  Nurses  are  interested  primarily  in  work- 
ing with  and  serving  people  and  using  scien- 
tific knowledge  to  that  end.  Police  mainly  as- 
pire to  work  with  people  in  some  capacity. 

3.  Nurses  are  definitely  feminine  and  po- 
lice distinctly  masculine  in  outlook  and  in- 
terests. 
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SOCIAL  NEGLECT: 

A STUDY  OF  TWO  FAMILIES 

Ln  jLIAn  B.  Han  nay,* 

Farnhurst,  Del. 

The  records  of  two  families  were  chosen  to 
point  up  social  neglect.  (Necessary  medical 
care  was  given.)  One  family  had  been  consid- 
ered a “public  nusiance”  for  35  years  before 
referral  to  the  Mental  Hygiene  Clinic  in  1932, 
and  after  that  examination  the  family  has  con- 
tinued to  be  a “public  nuisance’’  to  date. 
Both  families  fall  in  a category  which  seems 
to  be  no  agency’s  responsibility.  They  are  not 
eligible  for  or  do  not  need  public  assistance, 
or  foster  home  placement,  and  are  not  under 
the  supervision  of  any  state  institution’s  so- 
cial service  department.  The  community  asks 
over  and  over  why  nothing  is  done.  The  Men- 
tal Hygiene  Clinic  is  an  organization  without 
authority,  and  can  only  advise. 

On  examination  in  the  Clinic  we  often  find 
people  with  inadequate  personalities  and  peo- 
ple of  limited  intelligence  that  we  feel  should 
be  able  to  make  a satisfactory  social  adjust- 
ment in  the  community  if  adequate  supervis- 
ion is  given.  Some  should  be  given  a trial 
in  wage  homes  before  institutionalization  is 
recommended,  as  in  the  case  of  Elsa  and 
Charles  M.  In  the  case  of  Maud  X,  who  did 
not  adjust  in  the  community,  commitment  to 
a state  school  for  mental  defectives  should 
have  been  carried  out  after  the  trial. 

There  is  no  over-all  state  agency  to  do  case 
work  with  families  who  present  serious  so- 
cial problems.  There  is  only  one  private  fam- 
ily agency  serving  New  Castle  County,  and  no 
such  agency  for  the  two  other  counties.  In 
order  to  obtain  such  supervision  the  commun- 
ities and  the  state  must  recognize  the  need  for 
some  agency  whose  functions  are  broad  enough 
to  include  this  type  of  service,  whether  or  not 
financial  assistance  is  needed.  The  agency 
must  accept  the  families  as  its  continuing  re- 
sponsibility and  call  in  the  services  of  special- 
ists, including  such  agencies  as  Mental  Hy- 
giene Clinic  when  indicated,  but  continue  their 
relationship  with  the  family  and  assist  them 
or  the  community  in  carrying  out  recommen- 
dations made.  This  demand  by  the  commun- 
ity is  the  first  step  necessary  in  improving  so- 
cial conditions.  One  must  keep  in  mind  what 

1 Chief  Psychiatric  Social  Worker,  Mental  Hygiene 
Clinic. 


these  two  families  must  have  cost  the  state  and 
local  communities  because  of  the  lack  of  t his 
type  of  supervision. 

Case  I — The  X Family 

This  case  was  referred  to  the  Mental  Hy- 
giene Clinic  in  1931.  at  which  time  the  family 
lived  in  a one-room  log  cabin  two  miles  from 
a town.  Several  citizens  from  the  town  de- 
scribed them  as  “backwoods  characters,  poor- 
ly dressed,  unshaven,  undernourished,  and 
looking  defective.”  The  community  consid- 
ered this  family  wholly  incapable  and  unre- 
liable. They  have  begged  in  various  localities 
in  that  section  and  had  been  a neighborhood 
problem  wherever  they  lived  for  the  past  35 
years.  Last  year,  when  one  of  the  children 
died,  the  only  furnishings  in  the  home  were  an 
old  cook  stove,  a box,  and  straw  mats  on  the 
floor.  Another  citizen  volunteered  the  infor- 
mation that  this  family  “are  all  fit  subjects 
for  Delaware  Colony.  They  are  weak-minded 
and  have  always  been  liars,  beggars  and  a gen- 
eral nuisance  in  any  neighborhood  where  they 
have  lived.” 

The  father,  aged  53,  “has  just  sense  enough 
to  go  in  out  of  the  rain  if  it  is  raining  hard 
enough.”  “If  you  put  him  to  work,  as  soon 
as  you  are  out  of  sight  he  disappears  or  gets 
a pain.”  The  mother,  aged  54,  has  been 
known  to  informants  since  she  was  IS  years 
of  age. 

There  are  3 children  by  this  union:  Edgar, 
aged  32;  Maud,  aged  21,  married  and  having 
2 children,  and  Harry,  aged  18.  One  child 
died  of  “neglect”  last  year.  At  one  time 
Edgar  was  considered  a “menace”  to  his  sis- 
ter, and  was  terrorizing  young  girls  in  the 
neighborhood. 

Our  records  do  not  give  any  reason  why  the 
father  was  not  examined  at  the  Mental  Hy- 
giene Clinic.  When  the  mother  wTas  again  re- 
ferred to  our  Clinic  in  1938,  we  learned  the 
father  wa s in  jail  at  the  time  serving  a 5- 
months  sentence  for  stealing  corn.  After  this 
he  continued  to  be  a worthless  member  of  var- 
ious communities  until  his  death  in  1946.  His 
funeral  expenses  have  never  been  paid,  though 
the  family  promised  to  pay  twTo  dollars  a week. 

The  mother  was  examined  at  the  Mental 
Hygiene  Clinic  March  4,  1932  and  found  to 
be  feebleminded.  Commitment  to  Delaware 
Colony  was  recommended  but  she  was  not  ac- 
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cepted  by  the  superintendent,  according  to  our 
records,  because  she  was  beyond  the  age  limit 
for  admission. 

In  January  1938,  the  mother  was  again  re- 
ferred for  examination,  while  she  was  in  jail 
on  a disorderly  conduct  charge.  Social  investi- 
gation revealed  the  following : 

The  neighbors  live  in  fear  of  her.  They  have 
never  seen  her  pleasant  or  happy.  It  was  re- 
ported that  she  both  stole  and  begged  and 
several  times  had  sold  the  same  pig  to  several 
different  persons  and  would  frequently  offer 
to  “work  out"  some  gift,  but  after  a half  hour 
of  work  would  leave,  swearing.  She  claimed  to 
be  able  to  out-work  any  man  in  the  field  and 
men  agree  that  she  can.  Last  summer  she 
went  barefooted,  wearing  a winter  flannelet 
nightgown  with  no  underclothing,  on  all  her 
excursions.  Her  reputation  for  stealing  and 
begging  dates  back  many  years.  Recently  she 
threatened  to  cut  a man's  throat  from  ear  to 
ear  and  threw  a butcher  knife  at  her  son-in- 
law.  which  missed  him  and  stuck  in  the  wall. 
She  beat  her  daughter  with  a broom  and  roll- 
ing pin. 

She  often  took  her  grandchildren,  Paul,  6 
years,  and  Lottie,  age  3 years,  on  long  walks 
supposedly  keeping  them  in  the  woods  at 
night.  In  winter  she  took  them  for  a very  long 
walk,  though  they  had  whooping  cough  at  the 
time.  They  were  wet  and  cold  when  they  re- 
turned and  one  returned  barefooted,  though 
he  wore  shoes,  stockings  and  overshoes  when 
he  left  home.  The  children  have  been  very  ill 
since  this  walk.  It  was  because  of  this  inci- 
dent that  her  son-in-law  swore  out  a warrant 
for  her  arrest  on  a disorderly  conduct  charge. 
A psychiatric  examination  at  this  time  show- 
ed her  to  be  mentally  defective  with  strong 
paranoid  trends,  and  of  an  emotionally  un- 
stable personality. 

She  was  released  from  jail  a short  time  after 
this  and  has  continued  to  be  a “nuisance”  in 
various  communities.  In  May,  1948,  she  was 
still  going  around  town  drawing  a little  ex- 
press wagon  in  which  she  puts  anything  she 
can  collect,  such  as  scraps  of  wood  for  kindling 
or  any  food  or  clothing  she  can  beg.  She  is 
frequently  barefooted.  She  asks  for  medical 
care  and  favors  from  town  officials  without 
any  thought  of  payment  or  even  a “thank 
you.”  The  same  is  true  of  the  rest  of  the 


family.  No  one  knows  just  how  they  are  able 
to  get  along  by  doing  so  little  work.  One  far- 
mer says  that  when  any  of  the  family  works 
for  him  he  has  to  get  the  worker  out  of  bed  in 
the  morning  and  take  him  home  in  the  after- 
noon. They  can  do  only  simple  work. 

The  daughter,  Maud,  had  a sterilization  op- 
eration performed  in  1934.  The  Clinic  felt 
that  the  parents  would  never  consent  to  com- 
mitment of  the  children,  and  if  sterilized  they 
might  make  an  “adjustment  of  sorts.”  Maud 
and  her  husband  received  relief  for  a very 
short  period  in  1938  and  this  was  discontinued 
because  of  “misrepresentation.”  About  this 
time  she  and  her  husband  were  asked  to  move 
because  he  was  doing  so  little  work  and  she 
was  becoming  “Sexually  aggressive.”  Both 
had  a venereal  infection.  Their  two  children 
were  re-examined  after  they  recovered  from 
whooping  cough  and  both  found  to  be  feeble- 
minded. They  were  committed  to  Delaware 
Colony  within  the  next  year,  where  they  are 
now.  One  of  Maud’s  paramours  is  requesting 
Lottie’s  parole. 

Case  II — The  M Family 

The  M.  family  was  first  known  to  the  Men- 
tal Hygiene  Clinic  in  December,  1939.  Mrs. 
M.  was  referred  by  the  County  Health  Officer 
for  sterilization.  He  stated  “home  conditions 
are  very,  very  poor,  six  children,  two  dead, 
mother  doesn't  know  ages  of  children,  and 
seems  incapable  of  care  of  family  and  baby 
who  is  suffering  from  neglect.  All  children 
appear  retarded.” 

When  the  social  worker  visited  she  found  the 
home  filthy,  old  blankets  were  hung  at  the 
windows,  theie  was  a foul  odor  inside  and  a 
state  nurse  told  the  worker  that  when  she 
called  a week  after  the  baby’s  birth,  mother 
and  baby  were  lying  on  a filthy  mattress 
which  smelled  of  urine,  and  she  did  not  think 
any  new  baby  could  get  as  dirty  in  one  week. 

Mrs.  M.  could  not  remember  dates  of  birth 
of  any  of  her  children  and  referred  all  ques- 
tions to  her  oldest  daughter;  she  did  not  even 
remember  her  father’s  name  or  anything  con- 
cerning him.  She  talked  in  short-  choppy  sen- 
tences and  gave  the  impression  of  being  in- 
capable of  caring  for  her  family.  She  has 
been  living  in  common-law  relationship  with 
Mr.  M.  since  she  was  17  years  of  age.  She  is 
believed  to  be  37  years  old  at  this  time. 
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On  examination  she  was  found  to  be  inher- 
ently defective  and  functioning  at  the  imbe- 
cile level.  The  psychiatrist  found  her  inca- 
pable of  caring  for  her  children  and  since  he 
felt  both  she  and  her  husband  would  oppose 
commitment  to  Delaware  Colony,  he  recom- 
mended sterilization. 

Four  of  the  children  were  examined  at  this 
time.  Charles,  age  7,  was  found  to  be  defec- 
tive, to  have  a specific  language  handicap  and 
be  unable  to  profit  from  first  grade  work.  Elsa, 
age  10t/2,  had  learned  practically  nothing  at 
school,  and  was  found  to  be  mentally  defec- 
tive. Beth,  age  13,  was  possibly  of  border- 
line intelligence,  and  Grace,  age  16,  was  inef- 
fectual in  situations  requiring  planning  abil- 
ity, and  defective  at  the  high  moron  level. 

Charles,  Elsa  and  Grace  were  recommended 
for  commitment  to  Delaware  Colony  if  home 
conditions  continued  to  be  unsatisfactory. 
This  report  was  sent  to  the  State  Board  of 
Charities  but  was  returned  as  the  case  was 
“not  active”  with  them,  so  there  was  no  so- 
cial worker  to  carry  out  these  recommenda- 
tions. 

A few  months  later,  Elmer,  age  1 j/g,  was 
examined  and  the  psychologist  felt  he  had 
average  potentialities  but  appeared  very  neg- 
lected in  language  development.  John,  age 
51/),  examined  at  this  time  was  found  to  he  re- 
tarded in  all  mental  functions  but  considered 
to  be  only  functionally  defective  and  poten- 
tially higher  in  native  endowment.  Foster 
home  placement  was  recommended  since  it 
appears  unlikely  the  home  environment  can  be 
greatly  improved.  If  this  should  fail  to  bring 
about  the  hopeful  result,  commitment  to  Dela- 
ware Colony  might  be  considered  later. 
Again  there  was  no  social  agency  active,  and 
he  was  never  accepted  for  foster  home  place- 
ment. 

Mr.  M.  was  referred  for  examination  by  the 
Relief  Unit  in  1940  because  of  complaints  of 
headaches  and  being  overheated  in  the  sun  so 
that  “a  spot  came  up  on  my  head.”  Physical 
examination  at  the  time  revealed  dental  caries 
and  moderately  increased  blood  pressure.  He 
was  found  not  to  be  defective,  but  due  to  gen- 
eral neglect,  lack  of  schooling  and  a very  in- 
ferior environment,  he  functions  at  the  bor- 
derline level  of  adjustment  or  below.  It  was 
recommended  that  he  be  studied  physically 


because  of  his  moderately  increased  blood 
pressure.  He  was  seen  again  about  a year 
later,  at  which  time  he  reported  he  was  feel- 
ing better.  Home  conditions  remained  the 
same  or  worse  and  no  social  agency  was  active 
until  the  County  Health  Unit  and  Visiting 
Teacher  referred  the  family  to  the  State  Board 
of  Welfare  in  August,  1945,  for  protective 
work  because  of  the  neglect  of  the  children. 
They  brought  the  case  to  the  Juvenile  Court, 
which  organization  referred  the  whole  family 
to  the  Mental  Hygiene  Clinic  for  examination 
in  May,  1946. 

In  the  interval  between  examinations  Mrs. 
M.  had  had  two  more  children  as  the  recom- 
mendation for  sterilization  had  not  been  car- 
ried out.  George,  born  October  16,  1942,  was 
found  to  be  mentally  defective  at  the  moron 
level.  It  was  felt  he  would  show  some  im- 
provement with  proper  training  in  a school 
for  mental  defectives  and  commitment  to 
Delaware  Colony  was  recommended.  Florence, 
born  April  3,  1945,  was  found  to  be  at  the 
moron  level,  also  in  need  of  medical  and  nutri- 
tional attention  and  eligible  for  commitment 
to  Delaware  Colony,  which  was  recommended 
so  that  she  might  receive  proper  care. 

These  two  children  are  two  more  potential 
charges  on  the  state  of  Delaware  because  the 
original  recommendation  for  sterilization  of 
the  mother  was  not  carried  out.  The  mother 
was  re-examined  and  found  incapable  of  giv- 
ing her  children  proper  care.  She  was  eligible 
for  sterilization  study  and  commitment  to 
Delaware  Colony,  both  of  which  were  recom- 
mended. 

Elsa  was  re-examined  at  this  time.  Results 
of  the  examination  showed  her  still  defective 
at  the  moron  level,  and  eligible  for  commit- 
ment to  Delaware  Colony.  Because  she  had 
shown  some  ability  to  assume  responsibility 
for  simple  tasks  in  the  home,  it  was  suggested 
she  might  be  tried  in  a wage  home  where  there 
was  not  too  much  demand  upon  her  mentality. 
In  such  an  event,  however,  sterilization  should 
precede  this  trial  to  prevent  the  continuance  of 
this  family  strain.  Trial  in  a wage  home 
means  that  she  shall  remain  under  the  super- 
vision of  an  agency  and  be  committed  to  Dela- 
ware Colony  if  this  plan  does  not  work. 

Charles  was  re-examined  and  found  to  be 
inherently  defective  at  the  moron  level  and 
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still  displaying  a severe  language  handicap. 
He  is  eligible  for  commitment  to  Delaware 
Colony  but  might  adjust  in  a wage  home  as  a 
simple  laborer,  thus  saving  the  state  this  finan- 
cial burden.  In  such  an  event  he  should  be 
studied  for  sterilization  to  prevent  propaga- 
tion of  this  defective  taint. 

Re-examination  of  John  found  him  mentally 
defective  at  the  imbecile  level,  and  commit- 
ment to  Delaware  Colony  was  recommended. 
He  is  not  trainable  under  normal  circum- 
stances. 

Joseph  on  re-examination  was  still  found 
mentally  defective  at  the  moron  level.  It  was 
thought  he  might  show  some  improvement  at 
a school  for  mental  defectives  and  commit- 
ment to  Delaware  Colony  was  recommended. 

Mr.  M.,  the  husband  and  father  of  this 
family,  was  still  found  to  be  an  inadequate 
person,  with  lack  of  social  drive,  many  somatic 
complaints,  and  alibis  for  not  fulfilling  his 
parental  responsibilities. 

The  only  one  of  the  above  recommendations 
carried  out  was  commitment  to  Delaware 
Colony  of  Mrs.  M.  for  sterilization.  Commit- 
ment of  the  children  was  requested  of  the 
Court  but  no  action  was  taken  and  months 
later  Mr.  M.  was  removed  from  the  family  on 
a charge  of  murder  and  no  agency  remained 
active,  as  the  Superior  Court  did  not  request 
any  assistance  nor  refer  the  children  back  to 
any  social  agency  for  placement  or  supervision. 

Two  years  later  we  learn  that  after  the 
sterilization  operation  was  performed  on  Mrs. 
M.  she  has  been  paroled  to  her  feebleminded 
daughter,  Grace,  who  has  married  and  has 
two  children.  It  is  reported  Mrs.  M.,  who 
was  found  incapable  of  caring  for  her  own 
children,  is  to  care  for  Grace’s  children  while 
Grace  works  in  a factory.  Charles  and  Joseph 
are  reported  to  be  with  her  in  this  home. 

Elsa  is  reported  to  be  married;  no  informa- 
tion on  her  adjustment.  The  same  is  true  con- 
cerning Beth,  who  also  is  married. 

Elmer  and  Florence  are  reported  to  be  liv- 
ing with  an  aunt,  and  John  is  living  either  in 
this  home  or  with  one  of  his  married  sisters. 

During  the  period  covered  in  these  cases, 
from  1938  to  date,  there  have  been  changes  in 
organization  and  function  of  some  of  the  agen- 


cies in  the  state.  The  State  Board  of  Chari- 
ties and  Mothers’  Pension  Commission  are 
consolidated  and  known  as  the  State  Board  of 
Welfare,  which  has  an  assistance  program 
giving  aid  to  dependent  children,  a foster 
home  program,  and  does  protective  work  in 
the  two  lower  counties,  which  means  cases  may 
be  referred  to  them  where  neglect  or  cruelty 
to  children  is  indicated.  This  organization 
has  no  family  service  and  does  not  work  with 
children  beyond  their  eighteenth  birthday. 
The  State  Board  of  Health  has  only  a medical 
program,  the  state  institutions  do  not  have  a 
social  service  department  large  enough  to  do 
family  case  work  over  a period  of  years  with 
these  families,  and  the  other  social  agencies 
active  in  these  two  families  studied  were  not 
equipped  to  give  the  necessary  supervision, 
nor  did  their  program  include  anything  but 
tempora ry  assistance. 

These  families  illustrate  the  cost  of  repeat- 
ed temporary  services  of  various  types,  treat- 
ing symptoms  rather  than  causes,  and  no  one 
organization  taking  time  to  study  the  total  sit- 
uation and  then  be  able  to  continue  work  with 
the  families  until  recommendations  were  car- 
ried out  and  results  accomplished.  Physicians 
like  to  see  their  patients  remain  under  treat- 
ment until  they  are  cured.  Social  workers  too 
like  to  carry  through  on  plans  for  social  ac- 
tion and  to  see  something  accomplished,  but 
they  cannot  carry  out  recommendations  with- 
out the  assistance  of  the  communities  who 
must  first  recognize  the  need  for,  and  then  de- 
sire, some  action. 


The  tuberculous  patient  should  receive  more 
than  one  gram  of  protein  per  day,  and  the  diet 
must  supply  enough  calories  to  balance  his 
energy  requirements.  The  calories  supplied 
by  carbohydrates  and  fats  must  contribute  to 
the  total  fuel  value,  in  such  a proportion  that 
the  calories  from  fats  should  not  fall  below 
30%'  or  exceed  40%.  If  the  patient  receives 
a diet  adequate  in  all  respects  and  supplying 
a sufficient  amount  of  protein,  it  is  very  prob- 
able that  his  body  will  store  proteins  for  his 
repairing  needs,  just  as  would  be  the  case  in 
an  ordinary  individual.  J.  D.  Adamson,  M.  D., 
Canad.  Tuberc.  A.  Tr.,  1947. 
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A.B.A.  Criticizes  Security  Mirage 

A recent  resolution  of  the  House  of  Dele- 
gates of  the  American  Bar  Association  high- 
lights little  known  facts  about  the  operation 
of  the  fund  accumulated  under  the  Social  Se- 
curity Act  which  is  administered  by  the  pro- 
compulsory  health  insurance  Federal  Security 
Agency. 

The  resolution  reveals:  (1)  That  99.5  per 
cent  of  the  funds  thus  far  accumulated  under 
the  Act  have  been  spent  on  public  projects, 
and  that  special  non-negotiable  Government 
obligations  have  been  substituted  “for  86.26 
per  cent  thereof.”  (2)  That  “such  part  of 
such  sum  as  may  be  necessary  to  meet  extraor- 
dinary demands  which  may  arise  in  the  future 
will  of  necessity  have  to  be  raised  by  the  sale 
of  negotiable  bonds  or  by  the  imposition  of 
taxes  to  redeem  the  non-negotiable  obliga- 
tions. ’ ’ 

This  means  that  the  money  paid  into  the 
fund  by  employers  and  employees,  comprising 
about  60  per  cent  of  the  taxpayers  in  the 
United  States,  has  been  spent,  and  that  when 
the  fund  must  be  replaced,  these  same  people 
will  pay  their  share  again  to  reactivate  the 
fund.  “Thus,”  the  resolution  states,  “the 
working  classes  of  the  country  which  have  been 
and  are  now  employed  are  taxed  doubly.” — 
Amer.  Coll.  Radiol.  News  Letter , June,  1948. 


WANTED  BY  THE  FBI 
A NOTE  TO  PHYSICIANS 

Hugo  Bob  Hubsch,  with  aliases  Robert  C. 
Glass,  R.  C.  Harris,  Hogo  Hobsch,  Louis  S. 
Miller,  is  being  sought  by  the  Federal  Bureau 
of  Investigation.  On  November  7,  1945,  a Fed- 
eral Grand  Jury  at  Jackson,  Mississippi, 
returned  an  indictment  charging  this  man 
with  a violation  of  the  National  Stolen  Prop- 
erty Act.  He  is  charged  with  another  viola- 
tion of  the  National  Stolen  Property  Act  in  a 
complaint  filed  with  a U.  S.  Commissioner  at 
Birmingham,  Alabama,  on  June  7,  1948.  This 
individual  has  defrauded  numerous  physi- 
cians and  hospitals  in  Eastern  and  Southeast- 
ern sections  of  the  United  States  during  the 
past  few  months  through  the  medium  of  frau- 
dulent checks. 

Investigation  has  revealed  that  Hubsch  has 
a chronic  kidney  ailment  and  it  has  recently 


been  ascertained  that  he  has  a large  kidney 
stone  in  the  right  ureter  about  four  inches  be- 
low the  kidney.  This  condition  has  caused 
local  inflammation  which,  at  varying  inter- 
vals, results  in  almost  unbearable  pain.  He 
has  been  advised  that  it  would  be  necessary  for 
him  to  undergo  major  surgery  for  the  removal 
of  the  stone  in  the  near  future  and  until  that 
surgery  is  performed  he  will  need  frequent,  if 
not  continuous,  medical  attention.  This  fugi- 
tive moves  about  rapidly  in  that  section  of  the 
United  States  which  is  East  of  the  Mississippi 
River  and  recently  he  has  given  numerous 
physicians  and  hospitals  fraudulent  checks  in 
return  for  treatment,  hospitalization,  seda- 
tives and  narcotic  prescriptions. 

The  following  is  a complete  description  of 
Hugo  Bob  Hubsch:  Age,  about  52,  claims  to 
have  been  born  in  Budapest,  Hungary,  No- 
vember 4,  1895;  height,  about  5 feet,  6 inches; 
weight,  140  to  170  pounds;  hair,  dark  brown, 
graying ; eyes,  brown ; build,  medium ; race, 
white;  nationality,  believed  to  be  naturalized 
American;  occupations,  laborer,  pharmacist; 
scars  and  marks,  left  arm  partially  paralyzed, 
needle  scars  on  both  arms,  large  scars  above 
each  hip  resulting  from  kidney  operations, 
shrapnel  scars  and  two  bullet  scars  on  abdo- 
men, bridge  in  upper  front  teeth;  character- 
istics, long  nose,  stooped  posture. 

Anyone  having  information  concerning  the 
whereabouts  of  this  fugitive  should  immedi- 
ately notify  the  nearest  office  of  the  Federal 
Bureau  of  Investigation  or  your  local  law  en- 
forcement agency. 

OBITUARY 

Frank  G.  Lockwood,  M.  D. 

Dr.  Frank  Goldsmith  Lockwood  died  sud- 
denly on  March,  1948,  as  the  result  of  a brain 
tumor. 

Dr.  Lockwood  was  born  at  Hannibal,  New 
York,  on  Jul  y 11,  1914,  the  son  of  the  late 
Professor  Stephen  Roy  Lockwood  and  Mariette 
Harris  Lockwood.  He  graduated  from  Hanni- 
bal High  School  in  1933,  and  received  the  de- 
gree of  Bachelor  of  Arts  in  1938,  and  degree 
of  Doctor  of  Medicine  from  the  University  of 
Buffalo  in  1942.  He  served  an  internship  and 
residency  at  the  Henry  Ford  Hospital  at 
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Detroit,  and  in  1945,  became  the  Medical 
Director  of  the  du  Pont  Company’s  plant  at 
Buffalo.  In  April,  1946,  he  was  transferred 
to  the  Chambers  Works  at  Deepwater,  New 
Jersey,  and  in  February,  1947,  was  again 
transferred  to  the  plant  at  Edge  Moor,  Dela- 
ware. 

Dr.  Lockwood  was  a diplomate  of  the  Na- 
tional Board  of  Medical  Examiners,  and  was 
a member  of  the  New  Castle  Medical  Society, 
the  Medical  Society  of  Delaware,  and  the 
American  Medical  Association. 

He  is  survived  by  his  wife,  the  former 
Lillie  H.  Tonden,  his  mother,  Mrs.  Mariette 
H.  Lockwood,  of  North  Hannibal,  New  York, 
and  four  brothers,  Maurice  G.  Lockwood  of 
North  Hannibal,  New  York;  Robert  IL  Lock- 
wood  of  Arlington  Heights,  Illinois;  Harris  C. 
Lockwood  of  Silver  Spring,  Maryland,  and  his 
fraternal  twin,  Fred  S.  Lockwood  of  Arling- 
ton Heights,  Illinois. 

The  funeral  was  held  March  12,  1948,  in  the 
Newkirk  Funeral  Home  at  Salem,  New  Jer- 
sey, and  burial  was  in  the  Baptist  Cemetery 
at  Salem,  New  Jersey. 


Mrs.  Mildred  Hutton  Tomlinson 

Mrs.  Mildred  Hutton  Tomlinson,  widely 
known  in  civic  as  well  as  political  circles,  died 
in  Wilmington  on  July  23,  1948.  Mrs.  Tom- 
linson had  been  in  failing  health  for  about  six 
months.  She  was  64  years  old. 

She  was  born  in  Louisville,  Ky.,  daughter 
of  the  late  Dr.  and  Mrs.  W.  H.  H.  Hutton.  She 
came  to  Wilmington  in  October,  1916,  after 
her  marriage  to  Dr.  Robert  W.  Tomlinson. 

Mrs.  Tomlinson  was  active  in  the  organiza- 
tion of  the  Woman’s  Auxiliary  of  the  Medical 
Society  of  Delaware,  served  as  president  of 
the  state  auxiliary,  and  later  was  elected 
National  President  of  the  Woman’s  Auxiliary 
of  the  American  Medical  Association.  She 
also  served  as  a member  of  the  board  of  direc- 
tors of  the  national  organization. 

She  also  served  as  president  of  the  Wilming- 
ton City  Federation  of  Women’s  Clubs  and 
Allied  Organizations. 

For  some  years  sbe  was  active  in  the  Girls’ 
Friendly  Society  of  Old  Swedes  Church,  al- 
though she  was  a member  of  Trinity  Episcopal 
Church. 

She  was  elected  to  the  vice-chairmanship  of 


the  Republican  City  Committee  in  1934  and 
had  served  continuously  since  that  time.  She 
was  appointed  a clerk  in  the  Register  of  Wills 
office  in  March,  1942,  but  recently  had  been 
on  leave  of  absence  because  of  ill  health. 

Surviving  are  her  husband,  Dr.  Tomlinson, 
who  now  resides  in  Wilkes-Barre,  Pa.,  two 
daughters,  Mrs.  Natalie  B.  Bradford  of  Wil- 
mington, Mrs.  Virginia  T.  Stokes  of  Fort 
Wayne,  Ind.,  four  grandchildren  and  a sister, 
Mrs.  Thomas  MacKellar  of  Wellesley,  Mass. 

Funeral  services  were  held  in  Old  Swedes 
Church  on  July  26,  and  burial  was  in  St. 
George’s  Chapel  Cemetery,  at  Dagsboro,  Del. 

BOOK  REVIEW 

Treatment  of  Heart  Disease.  By  William 

A.  Brams,  M.  D.,  Associate  Professor  of  Medi- 
cine, Northwestern  University  Medical  School. 

Pp.  195,  with  11  figures.  Cloth.  Price,  $3.50. 

Philadelphia:  W.  B.  Saunders  Company,  1948. 

This  short,  concise  book  on  treatment  of 
heart  disease  admirably  fulfills  the  purpose  of 
the  author  in  giving  general  practitioners  and 
medical  students  a systematic  and  practicable 
guide,  without  the  confusion  of  detailed  theo- 
retical discussion  and  without  detailed  men- 
tion of  questionable  or  unproven  methods  of 
therapy.  It  is  readable  and  very  well  pre- 
sented. The  description  of  the  pharmacologic 
action  of  various  drugs  used  in  cardiac  cases, 
with  the  clinical  application  of  each,  is  the 
basis  of  the  book.  The  conclusion  as  to  the 
efficiency  of  strophanthin  K shows  the  value 
of  long,  carefully  controlled  clinical  experi- 
ence. The  treatment  given  for  congestive 
failure  is  excellent. 

In  discussing  the  treatment  of  certain  spe- 
cial conditions,  the  advice  given  is  not  so  for- 
tunate. In  cardiac-aortic  syphilis,  for  instance, 
penicillin  is  perhaps  not  given  a sufficiently 
important  place  in  therapy.  Likewise,  in 
thyrotoxicosis  the  very  dangerous  treatment 
advocated  is  Lugol’s  solution  daily  for  appar- 
ently indefinite  periods  of  time.  Certainly 
propylthiouracil  is  preferable  as  a routine 
procedure.  Again,  it  is  questionable  whether, 
in  the  presence  of  heart  disease,  thyroid  ex- 
tract should  be  given  to  patients  with  obesity. 

Such  criticisms,  however,  are  minor.  The 
book  should  serve  a very  useful  purpose.  It 
is  practical  and  timely. 


For  the  treatment  of  the  spastic  colon  the  author 

suggests  diet,  elimination  of  the  nervous  element 

and  “bulk  producers.”  As  examples  of  these  he 

lists  “agar-agar,  in  finely  powdered  form,  in  flakes,  or  in 

cereal-like  form;  derivatives  of  psyllium  seed, 

such  as  Metamucil 


— “encourages  elimination  by  the  formation  of  a 
soft,  plastic,  water-retaining  gelatinous  residue 
in  the  lower  bowel. ”f 

Metamucil  is  the  highly  refined  mucilloid  of  Plantago 
ovata  (50%),  a seed  of  the  psyllium  group,  combined  with 
dextrose  (50%)  as  a dispersing  agent. 


SEARiE 


RESEARCH  IN  THE  SERVICE  OF  MEDICINE 


Metamucil  is  the  registered  trademark  of  G.  D.  Searle  & Co.,  Chicago  80,  Illinois. 
*Glafke,  W.  H .:  Spastic  Colon,  M.  Clin.  North  America  26:805  ( May ) 1942. 

t Council  on  Pharmacy  and  Chemistry:  New  and  Nonofficial  Remedies,  1947 , Philadelphia, 
J . P.  Lippincolt  Company,  1947,  p.  320. 
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MILK  that  is 

EASIER  TO  DIGEST 

People  who  have  difficulty  digesting  reg- 
ular milk  often  find  that  they  can  assimi- 
late Sealtest  Homogenized  Vitamin  D Milk 
with  ease.  Smoother  and  better  tasting,  it 
has  cream  in  every  nourishing  drop  . . . 
and  equal  food  value,  too.  For  when  this 
fine  milk  is  processed  in  the  Sealtest  plants, 
the  food  particles  are  broken  up  and  dis- 
tributed through  the  bottle.  400  U.S.P. 
units  of  bone-protecting  vitamin  D are 
added,  too.  It’s  milk  you  can  recommend 
with  confidence. 


PUN 
HIT* 

Expert  Craftsmen 

The  knee-joint  cross- 
section  shows  that 
Hanger  Artificial 
Limbs  are  not  com- 
plicated mechanisms, 
not  loosely-fitted  pieces,  but  a few  expertly-machined 
parts  carefully  assembled  by  experts.  The  simple 
construction  making  possible  the  efficient  operation 
of  Hanger  Limbs  is  the  result  of  long  study  and  re- 
search. It  is  dependent  on  precision-made  parts 
properly  assembled.  Hanger  craftsmen  are  carefully 
selected  and  trained  for  this  important  work.  Each 
Hanger  Limb  therefore  conforms  to  specifications 
developed  by  years  of  experience. 


HANGERS 


ARTIFICIAL 
LIMBS 


334-336  N.  13th  Street 
Philadelphia  7,  Penn. 


NEWSPAPER 

and 

PERIODICAL 

PRINTING 

An  important  branch 
of  our  business  is  the 
printing  of  all  kinds 
of  weekly  and  monthly 
papers  and  magazines 

The  Sunday  Star 

Printing  Department 

Established  1881 
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DANFORTH  DRUG  STORE,  Inc. 

DR  VC .GISTS 

Agents  for  all  the 

Principal  Biological,  Pharmaceutical  and 
General  Hospital  Supplies 

Full  and  Fresh  Stock  Always  on  Hand 
We  Feature  CAMP  Belt — fitted  by  a graduate  of  the  Camp  school 

Expert  Fitters  of  Trusses  — Specialists  in  Filling  Prescriptions 

124  Market  Street,  Wilmington,  Del. 


ACCIDENT  • HOSPITAL  • SICKNESS 

INSURANCE 


For  Physicians,  Surgeons,  Dentists  Exclusively 


$5,000.00  accidental  death  $8.00 

$25.00  weekly  indemnity,  accident  and  sickness  Quarterly 

$10,000.00  accidental  death  SI  6.00 

$50  00  weekly  indemnity,  accident  and  sickness  Quarterly 

$15,000.00  accidental  death  $24.00 

$75.00  weekly  indemnity,  accident  and  sickness  Quarterly 

$20,000.00  accidental  death  $32.00 

$100.00  weekly  indemnity,  accident  and  sick-  Quarterly 
ness 

ALSO  HOSPITAL  EXPENSE  FOR  MEMBERS, 
WIVES  AND  CHILDREN 


85c  out  of  each  $1.00  gross  income  used  for 
members’’  benefits 


$3,000,000.00  $15,000,000.00 

INVESTED  ASSETS  PAID  FOR  CLAIMS 

$200,000.00  deposited  with  State  of  Nebraska  for  protection 
of  our  members. 

Disability  need  not  be  incurred  in  line  of  duty — benefits 
from  the  beginning:  day  of  disability 

PHYSICIANS  CASUALTY  ASSOCIATION 
PHYSICIANS  HEALTH  ASSOCIATION 

46  years  under  the  same  management 

400  First  National  Bank  Building  0 Omaha  2,  Nebraska 


Baynard  Optical 
Company 

Prescription  Opticians 

We  Specialize  in  Making 
Spectacles  and  Lenses 
According  to  Eye  Physicians' 
Prescriptions 


5th  and  Market  Sts. 
Wilmington,  Delaware 
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M attack  Building 


the  Marshall  Square  sanitarium 

WEST  CHESTER,  PENNA. 


FOR  CHRONIC 
DISEASES 
AND 

PSYCHIATRIC 

PATIENTS 


A recognized  hospital  of  120  bed,s 

The  housing  facilities  provide  for  group- 
ing of  different  types  of  patients.  12  build- 
ings and  6 acres  ground  in  West  Chester, 
farms  of  400  acres  with  appropriate  build- 
ings three  miles  from  West  Chester. 

Physiotherapy,  occupational  and  recrea- 
tional therapy,  shock  therapy  when  indi- 
cated, medical  and  nursing  supervision  are 
included  in  the  weekly  rates. 

Resident  psychiatrist.  Medical  Director. 
Adequate  medical  staff.  Clinical  laboratory. 


Everett  Sperry  Barr,  M.D. 

Director 

I.  M.  Waggoner,  M.D. 

Medical  Director 
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Freihofer's 

Physicians'  and  Surgeons' 

Liability  Insurance 

Enriched 

at 

Perfect  Bread 

Low  Group  Rates 

Vitamins 

Iron 

This  office  writes  the  Group  Profes- 
sional Liability  policy  for  the  New 
Castle  County  Medical  Society.  You 
may  avoid  unpleasant  situations  and 
heavy  expense  by  becoming  insured 

Minerals 

under  this  group  plan.  Group  rates 
are  lower.  Write  or  phone  for 
complete  information. 

• 

J.  A.  Montgomery,  Inc. 

Fresh  from  the  oven 

Du  Pont  Building 

Phone  6561  Wilmington 

made  in  Wilmington 

If  it's  insurable  ice  can  insure  it 

CARE . . . 

A Wilson  Home  Freezer 

in  Compounding 

for  healthful,  luxurious  living 

The  moment  a patient  places  your  prescription 

• • O 

in  the  hands  of  a pharmacist,  that  pharmacist 
becomes  the  guardian  of  your  professional  repu- 
tation. Thus  it  is  imperative  to  you,  Doctor, 

Models  from  6 cu.  ft.  to  60  cu.  ft. 

to  know  that  your  prescriptions  are  compounded 
with  skill  and  care. 

on  display  at 

Because  many  of  your  colleagues  know  that  our 
prescription  departments  employ  only  conscien- 

Diamond  Ice  & Coal  Co. 

tious,  skilled,  registered  pharmacists  — stock 
the  more  dependable  drugs,  chemicals  and 
pharmaceutical  specialties  — use  the  latest  and 
most  exquisitely  accurate  equipment  — and 

827  Market  Street 

dispense  precisely  compounded,  double-checked 
prescriptions,  they  often  direct  their  patients 

Blankets  — Sheets  — Spreads  — 

to  us.  You're  invited  to  join  this  group. 

We  welcome  all  recommendations  and  assure 

the  medical  profession  that  their  patients  are 

Linens  — Cotton  Goods 

served  promptly,  courteously,  at  fair  prices  and 
with  professionally  precise  prescriptions. 

Rhoads  &l  Company 

ECKERD'S 

Hospital  Textile  Specialists  Since  1891 
Manufacturers  — Converters 

DRUG  STORES 

Direct  Mill  Agents 
Imports  — Distributors 

723  Market  Street  — 513  Market  Street 

MAIN  OFFICE 

900  Orange  Street 

401  North  Broad  Street,  Philadelphia,  Pa. 
FACTORY 
Philadelphia,  Penna. 

Wilmington,  Delaware 
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Enjoy  instant,  plentiful  hot  water 


For  downright  conven- 
ience, comfort  and  health 
of  your  family  — you 
should  have  an  ample, 
reliable  supply  of  hot 
water  ! With  an  Auto 
matic  Gas  Water  Heat 
er  in  your  Home,  you're 
sure  of  all  the  hot  water 
you  want,  when  you  want 
it.  For  lightening  house- 
hold tasks,  bathing, 
cleaning,  dishwashing,  laundering  and  many 
other  uses.  Besides,  you  save  time  and  worry, 
for  you're  sure  of  constant  water  tempera- 
tures at  low  cost.  Arrange  for  the  installation 
of  an  Automatic  Gas  Water  Heater  in  your 
home  now.  Ask  your  Plumber,  or  stop  in  to 
see  us. 


DEI  AWAKE  POWER  E LIGHT  CO. 


With  an  Automatic  Gas 

WATER  HEATER 


Garrett,  Miller  & 
Company 

Electrical  Supplies 
Heating  and  Cooking  Appliances 
G.  E.  Motors 

N.  E.  Cor.  4th  and  Orange  Sts. 
Wilmington  - - - - Delaware 


A Store  for  . . . 

Quality  Minded  Folk 
Who  are  Thrift  Conscious 

LEIBOWITZ'S 

224-226  MARKET  STREET 
Wilmington,  Delaware 
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PARKE 

VALENTINE'S 

\/ALSPAR 

V HOUSE  MINT 

Institutional  Supplier 
Of  Fine  Foods 

WHOLESALE  DISTRIBUTORS 

VALSPAR  PRODUCTS 

• 

ALSO  EVERYTHING  THE  HOSPITAL 

MAY  NEED  IN: 

COFFEE  TEAS 

HARDWARE 
JANITOR  SUPPLIES 

SPICES  CANNED  FOODS 

CHINA  WARE 
ENAMEL  WARE,  ETC. 

FLAVORING  EXTRACTS 

• 

Delaware  Hardware 

L.  H.  Parke  Company 

Company 

HARDWARE  SINCE  1822 

Philadelphia  - Pittsburgh 

2nd  & Shipley  Sts.  Wilmington,  Del. 

W « 

\J\Je  maintain 
prompt  city-wide 

Flowers  . . . 

Geo.  Carson  Boyd 

at  216  West  10th  Street 

Phone:  4388 

delivery  service 

for  prescriptions* 

i* 

«■ 

FRAIM'S  DAIRIES 

Distributors  of  rich  Grade  “A"  pas- 

CAPPEAU’S 

teurized  Guernsey  and  Jersey  milk 
testing  about  4.80  butter  fat,  and 
rich  Grade  “A"  Raw  Guernsey  milk 

Drug  Stores  of  Service 

testing  about  4.80.  This  milk  comes 
from  cows  which  are  tuberculin  and 

DELAWARE  AVE.  at  DUPONT  ST. 
Dial  8537 

blood  tested. 

Try  our  Sunshine  Vitamin  "D"  milk, 
testing  about  4 per  cent,  Cream 
Buttermilk,  and  other  high  grade 

30TH  & MARKET  STREETS 

dairy  products. 

Dial  2-0952 

VANDEVER  AVE.  & LAMOTTE  ST. 

Wilmington,  Delaware 

Mama  Hanson  is  the  central  character  of  a book, 
a play,  and  a recent  movie  starring  Irene  Dunne. 

The  wonderful  thing  about  the  Hanson  family 
was  the  way  they  faced  the  future  with  confi- 
dence. That  confidence  was  all  due  to  Mama.  “If 
anything  goes  wrong,”  she’d  say,  “there’s  always 
my  Bank  Account  to  pull  us  through.” 

Things  worked  out  fine  for  the  Hansons.  And 
they  never  realized  that  Mama’s  Bank  Account 
was  Mama’s  own  myth. 

"I  Remember  Mama"  proves  something.  It 
proves  that,  with  a reserve  fund  in  the  present, 
you  face  the  future  with  a confidence  and  faith 
that  helps  you  get  results. 

But  the  average  family  can’t  be  fooled  with  a 


myth.  The  average  family  needs  to  know  that 
there  are  real  savings,  real  security  protecting 
them,  good  times  and  bad. 

That’s  why  so  many  families  have  begun  to 
save  the  automatic,  worryless  way  — with  U.  S. 
Savings  Bonds. 

Savings  Bonds  are  government-guaranteed  to 
pay  back  four  dollars  for  every  three,  and  in  just 
ten  years.  It’s  an  investment  that’s  safe  — it’s  an 
investment  that  grows. 

And  to  make  it  simpler  still,  your  government 
offers  you  two  fine  plans  for  their  purchase:  (1) 
The  Payroll  Savings  Plan  at  your  firm.  (2)  For 
those  not  on  a payroll,  the  Bond-A-Month  Plan 
at  your  bank. 


AUTOMATIC'  SAVING  IS  SURE  SAVING  - U.S.  SAVINGS  80NC 


Contributed  by  this  magazine  in  co-operation  with  the  Magazine  Publishers  of  America  as  a public  service. 
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BACKGROUND 


Three  Decades  of  Clinical  Experience 

THE  use  of  cow’s  milk,  water  and  carbohydrate  mix- 
tures represents  the  one  system  of  infant  feeding  that 
consistently,  for  over  three  decades,  has  received  universal 
pediatric  recognition.  No  carbohydrate  employed  in  this 
system  of  infant  feeding  enjoys  so  rich  and  enduring  a 
background  of  authoritative  clinical  experience  as  Dextri- 
Maltose. 

DEXTRI-MALTOSE  No.  1 (with  2%  sodium  chloride),  for  normal  babies. 

DEXTRI-MALTOSE  No.  2 (plain,  salt  free),  permits  salt  modifications  by  the  physician. 
DEXTRI-MALTOSE  No.  3 (with  3%  potassium  bicarbonate),  for  constipated  babies. 

These  products  are  hypo-allergenic. 

DEXTRI-MALTOSE 

Please  enclose  professional  card  when  rea.uesting  samples  of  Mead  Johnson  products  to  cooperate  in  preventing  their 

reaching  unauthorized  persons 

Mead  Johnson  & Company,  Evansville,  Ind.,  U.  S.  A. 


Dilantin 


against  the  grand  mal  or  psychomotor  type  of  epileptic 
seizure.  In  the  majority  of  patients,  DILANTIN  prevents 
attacks  or  greatly  decreases  their  frequency  or  severity. 
Optimal  control  is  afforded  by  individualized  dosage  de- 
termined by  trial  in  the  particular  case.  Relative  freedom 
from  hypnotic  side-effects  enhances  the  effectiveness  of 
DILANTIN  in  fostering  the  patient’s  return  to  his  nor- 


mal activities. 
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Experience  is  the  best  teacher  in  cigarettes , too 


YES!  Experience  counts.  Millions  of  smokers 
who  have  tried  and  compared  many  different 
brands  of  cigarettes  found  from  experience  t hat 
Camels  suit  them  best.  As  a result,  more  people 
are  smoking  Camels  than  ever  before. 

Try  Camels!  See  how  your  taste  appreciates 
the  rich,  full  flavor  of  Camel's  choice,  properly 
aged,  and  expertly  blended  tobaccos.  See  if  your 
throat  doesn't  welcome  Camel's  cool  mildness. 

Find  out  for  yourself  why.  with  millions  of 
smokers,  Camels  are  the  "choice  of  experience.” 


K.  J . Reynolds  Tobacco  Co. 
Winston-Salem,  N.C. 


According  to  a Nationwide  survey. 

More  Doctors  smoke  Camels 

than  any  ot/ier  cigarette 

Three  independent  research  organizations  in  a nationwide  survey  asked  113,597  doctors 
to  name  the  cigarette  they  smoked.  More  doctors  named  Camel  than  any  other  brand. 
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appetite  for  more  balanced  fare.  And  just  as  surely  as  if  be  were  a diet  faddist,  a 
hurrier,  a worrier,  Henry  is  rapidly  approaching  that  half-sick,  half-well 
feeling  so  indicative  of  subclinical  vitamin  deficiency.  You  know  these  cases 
call  for  dietary  reform.  But  you  know,  too,  how  hard  it  is  for  people  to 
stay  on  a proper  diet.  That’s  why  many  physicians  rely  on  vitamin 
supplementation.  When  this  is  indicated  in  your  own  practice,  remember 
the  name,  Abbott — a leader  in  vitamin  research  and  development.  There’s 
an  Abbott  vitamin  product  to  answer  your  patients’  needs  for  single 
or  multiple  vitamins,  for  supplementary  or  therapeutic  levels  of  dosage, 
for  oral  or  parenteral  administration.  They  are  rigidly  standardized 
for  the  contained  vitamins.  Available  at  prescription  pharmacies 
everywhere.  Abbott  Laboratories,  North  Chicago,  Illinois. 


ABBOTT  VITAMIN  PRODUCTS 
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MEAT. 


Md  the  Nutritional  Significance  of  Sat 

The  all  too  prevalent  practice  of  trimming  the  fat  from 
many  meat  cuts  and  discarding  it  not  only  represents  unneces' 
sary  economic,  but  also  nutritional,  waste.  Fat  is  nutrition' 
ally  valuable  for  several  reasons,  some  of  them  well  known, 
some  only  recently  appreciated. 

The  fat  of  meat  is  an  outstanding  source  of  caloric  food 
energy,  small  in  bulk  and  low  in  moisture.  It  carries  im' 
portant  fat'soluble  vitamins,  is  well  digested  and  absorbed, 
and  endows  the  meal  with  satiety  value  making  for  real 
satisfaction.  Meat  fat  furthermore  contains  certain  unsat' 
urated  fatty  acids  which  appear  to  play  a significant  and 
essential  part  in  skin  metabolism.  Fat  also  exerts  a sparing 
effect  with  regard  to  B complex  vitamins. 

Recent  evidence1,2  indicates  that  the  presence  of  fat  in 
a mixed  dietary  considerably  decreases  the  specific  dynamic 
effect  of  the  three  basic  nutrients,  thus  promoting  optimal 
utilization  of  the  protein  ingested. 

This  survey  of  the  nutritional  significance  of  fat  again 
emphasizes  the  valuable  role  of  meat  fat  in  the  daily  dietary. 

1 Forbes,  E.  B.,  and  Swift,  R.  W.:  J.  Nutrition  27:45  3 
(June)  1944.  2 Forbes,  E.  B.;  Swift,  R.  W.;  Elliott,  R.  F., 
and  James,  W.  H.:J.  Nutrition  31:203;213  (Feb.)  1946. 


The  Seal  of  Acceptance  denotes  that  the  nutri-  . ^ 

tional  statements  made  in  this  advertisement 
are  acceptable  to  the  Council  on  Foods  and 
Nutrition  of  the  American  Medical  Association.  new** 


American  Meat  Institute 

Main  Office,  Chicago. ..Members  Throughout  the  United  States 


othei 


" ‘Much  has  been  done,  much  remains  to 
dOi  a way  has  been  opened,  and  to  the 
possibilities  in  the  scientific  development 
of  medicine  there  seems  to  be  no  limit’.' 
Sir  William  Osler,  Jecluammitas 

s yesterday’s  therapeutic  triumph 
becomes  today’s  routine  procedure, 
physicians  everywhere  look  forward 
to  the  revelations  of  the  future. 
The  perfection  of  today’s  resources 
and  the  expedition  of  those  of 


tomorrow'  are  the  unremitting  aims 
of  Schering  Corporation,  manufac- 
turers of  hormones,  chemotherapeutic 
agents,  x-ray  diagnostic  media  and 
r pharmaceutical  products. 
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(dl-methionine  Wyeth) 


IMPORTANT  WYETH  ADDITION  TO 

N ew  and  Nonofficial  Remedies 


Realizing  that  traditional  manage- 
ment of  severe  liver  disease  lias  been 
on  the  whole  disheartening,  Wyeth 
has  for  years  been  conducting  re- 
search on  the  essential  amino  acid 
most  concerned  with  liver  function 
. . . dl-methionine. 

Product  of  this  research  is  Meonine. 

Meonine  may  be  used  to  supple- 
ment the  protein-rich  diet  usually 
prescribed  whenever  the  liver  has 
been  damaged  by  malnutrition,  alco- 
holism, pregnancy,  allergy,  or  toxins. 
And  it  is  clearly  indicated  if  this  diet 
cannot  be  taken.  There  is  no  evidence, 
however,  that  Meonine  is  more  ef- 
fective than  foodstuffs  such  as  casein 
and  egg  white  which  contain  pure 
methionine. 

In  early  stages  of  cirrhosis,  clinical 
results  with  Meonine  have  been  most 
encouraging.  Complete  directions  for 
use  and  bibliography  supplied  on 
request. 


Meonine  supplied  in  0.5  gram  tablets, 
bottles  of  100  and  1000.  Crystalline 
Meonine — -for  preparing  injection  solu- 
tions— supplied  in  50  gram  bottles. 


m 


WYETH  INCORPORATED 


PHILADELPHIA  3,  PA 
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symptomatic  relief 


ects 


in 

hay  fever  / f 

PYRIBENZAMIN 


During  the  last  two  pollen  seasons,  the  effectiveness 
of  Pyribenzamine  hydrochloride  in  hay  fever  has  been 
demonstrated  repeatedly  . . . 84%  of  288  cases11'  — 78%  of  588  cases'2' 

— 82%  of  254  cases.13' 

Side  effects  are  few  and  for  the  most  part  mild:  — "No  serious  side  effects 
have  been  noticed  in  any  patients.”'"  "In  our  opinion,  reactions 
to  Pyribenzamine  are  minimal  and  seldom  necessitate  stoppage 
of  the  drug.”''"  The  usual  adult  dose  is  50  mg.  four  times  daily. 

1.  Arbesman,  C.  E.:  N.  Y.  State  Jl.  of  Med.,  47:  1775,1947. 

2.  Loveless,  M.  H.:  Am.  Jl.  of  Mctl.,  3:  296,  1947. 

3.  Bernstein,  Rose  and  Feinberc:  III.  Med.  Jl.,  92:  2,  1947. 

4.  Osborne,  Jordon  and  Rausch:  Arch.  of  Derm.  (? 

Syph.,  55:  318,  1947. 

Pyribenzamine  Scored  Tablets,  50  mg.,  bottles  of  50,  500  and  1000. 
Pyribenzamine  Elixir  of  5 mg.  per  cc.,  bottles  of  1 pint  and  1 gallon. 

• CI6A  PHARMACEUTICAL  PROOUCTS.  INC.,  SUMMIT,  NEW  JERSEY 


PYRIBENZAMINE  (brand  of  tripclcnnamine) — Trade  Mark  Reg.  U . S.  Pat. OH. 


2 / 187 1M 
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Nor  to  commonly  faulty  diets.  Today,  even  the  best  diet 
can  be  bettered  in  vitamin  intake  with  multivitamin 
supplementation.  Nowadays,  the  vitamins  fundamental 
to  development,  organic  function  and  fitness  can  be  ad- 
ministered — economically  in  definite  quantities  — for 
therapeutic  and  prophylactic  purposes.  Upjohn  prepares 
prescription  vitamins  in  a full  range  of  potencies  and  for- 
mulas to  meet  the  needs  of  medical  and  surgical  practice. 


Upjohn 


fine  pharmaceuticals  since  1886 


Upjohn 


Vitamins 


September,  1948 


Delaware  State  Medical  Journal 


xi 


only  one 
can  be  used 
by  three 
routes 


AMNIOTIN  is  the  only  complex  of  natur- 
ally occurring  mixed  estrogens  for  use  by 
three  routes  — intramuscularly  . . . orally  . . . 
intravaginally. 

For  individualized  therapy,  AMNIOTIN 
permits  dosages  of  1,000  to  50,000  I.U. 

Thus,  you  can  treat  wide  variations  in  the 
degree  and  type  of  symptoms  with  a 
marked  uniformity  of  clinical  response. 

AMNIOTIN 

complex  of  naturally  occurring  mixed  estrogens 

Ampuls  and  Vials 
Capsules  (oral) 

Pessaries  (Capsule  type) 


(S) 


MANUFACTURING  CHEMISTS  TO  THE  MEDICAL  PROFESSION  SINCE  1858 
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in  background,  the  handsome  Ministry  of  Education  and  Health  Building  in  Rio  de  Janeiro 


• In  Brazil,  as  all  over  the  world,  Mestle’s  milk  products  are  widely  used  for  infant  feeding 


World-wide  use  in  infant  feeding 


Every  country  in  South 
America  is  supplied  with 
Nestle's  milk  products 
through  strategically  lo- 
cated plants  and  a net- 
work of  distribution 
facilities. 


Nestle’s  milk  products  have  con- 
sistently kept  step  with  new  devel- 
opments in  the  scientific  feeding  of 
infants.  For  over  80  years  Nestle's 
milk  products  have  been  best  known 
and  most  used  for  babies  ’round  the 
world. 

Nestle’s  policy  has  always  been  to 
work  closely  with  the  medical  pro- 
fession and  to  meet  each  advance  in 


scientific  knowledge  with  a corre- 
sponding improvement  in  product. 
Thus,  Nestle's  was  the  first  evapo- 
rated milk  to  be  fortified  with  400 
U.S.P.  units  of  genuine  Vitamin  D3 
per  pint. 

Rigid  controls  assure  the  quality 
of  Nestle’s  Milk  every  step  of  the 
way  . . . we  even  take  the  plant  apart 
every  day  and  wash  it! 


--  — 

That’s  why  so  many 

Mettle-!  |H 

doctors  recommend 

EVAPORATED  Up 

KlxTLEi  Milk 

MILK 

f Ti  a 1 FOODS ANO  1 5 | Approved  for 

^V^UTRITIONy^  |VITA/^lN^j 
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pleasurable  living 


Perhaps,  at  no  othe'  time  does  a woman  need  reassurance  so 

much  as  during  the  trying  period  of  the  meno 
pause  when  physical  and  emotional  instability 
threaten  her  feeling  of  security. 

Equanimity  of  spirit  and  body  may  often  be 
restored  with  " Premarin This  naturally 
occurring,  orally  active  estrogen  offers 
many  advantages  but  undoubtedly  one  of 

/jaL  7 > — 

rrfarft  j 


the  most  gratifying  effects  of  therapy  is  the 
'sense  of  well-being"  usually  expressed  by 
the  patient. ..the  "plus"  in  " Premarin " which 
gives  the  woman  in  the  climacterium  a new 
lease  on  pleasurable  living. 

To  adapt  estrogen  treatment  to  the  individual  needs 
of  the  patient  three  " Premarin " dosage  forms  are 
available tablets  of  2.5  mg.,  1.25  mg.  and  0.625  mg.; 
also  liquid  0.625  mg.  in  each  4 cc.  (1  teaspoonful]. 

While  sodium  estrone  sulfate  is  the  principal  estrogen  in 
"Premarin/'  other  equine  estrogens ...  estradiol,  equilin, 
equilenin,  hippulin  ...are  probably  also  present  in  varying 
amounts  as  v/a ter  soluble  conjugates. 


* 


CONJUGATED  ESTROGENS  (equine)  . 


Ayerst,  McKenna  & Harrison  Limited  22  East  40th  Street,  New  York  16,  New  York 

^Estrogenic  Substances  (water  soluble)  a/so  known  as  Conjugated  Estrogens  (equine) 
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To 

Provide 

a 

Sturdy 

Framework 


Vitamin  D administration  is  advisable  not 
only  during  infancy  and  early  childhood 
but  right  up  to  puberty-as  long  as  growth 
persists.  This  is  the  period  during  which 
adequate  calcium  absorption  is  needed 
to  build  a strong,  sturdy  skeleton. 

One  of  the  most  convenient  and  reliable 
forms  of  vitamin  D is... 


Average  daily  dose  for  infants  2 drops, 
for  children  and  adults  4 to  6 drops  in  milk. 
Bottles  of  5,  10  and  50  cc. 


Drisdol,  trademark  reg.  U S.  & Canada, 
brond  of  crystalline  vitamin  D2  (calciferol) 
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E.  L.  Stambaugh,  Lewes 
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H.  G.  Hume,  Selbyville 
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G.  W.  K.  Forrest,  Wilmington 
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J.  S.  McDaniel,  Dover 
William  Marshall,  Jr.,  Milford 
J.  It.  Elliott,  Laurel 
J.  B.  Waples,  Georgetown 
It.  C.  Beebe,  Lewes 

Budget 

M.  A.  Tarumianz,  Wilmington 

C.  E.  Wagner,  Wilmington 
J.  D.  Niles,  Middletown 
J.  S.  McDaniel,  Dover 
James  Beebe,  Lewes 

Advisory,  Delaware  State  Health 
and  Welfare  Center 
L.  J.  Jones,  Wilmington 
L.  B.  Flinn,  Wilmington 
A.  R.  Cruchley,  Middletown 

I.  J.  MacCollum,  Wyoming 
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Rural  Medical  Service 

J.  It.  Downes,  Newark 
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W.  F.  Preston,  Wilmington 
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Mrs.  J.  H.  Mullin,  First  Vice-President,  Wilmington  Mrs.  S.  W.  Rennie,  Recurding  Secretary,  Wilmington 

Mrs.  W.  C.  Deakyne,  Second  Vice-President,  Smyrna  Mrs.  A.  M.  Geh ret,  Corresponding  Secretary,  Wilmington 

Mrs.  G.  W.  M.  VanValkenburgh,  Third  Vice-President,  Georgetown  Mrs.  C.  M.  Bancroft,  Treasurer,  Wilmington 


NEW  CASTLE  COUNTY  MEDICAL 
SOCIETY 

Meets  Third  Tuesday 
A.  Leon  Heck,  President 

C.  L.  Munson,  President-elect 

L.  W.  Anderson,  Vice-President 

D.  D.  Burch,  Secretary 
Charles  Levy,  Treasurer 

Delegates  (1948)  : D.  D.  Burch, 

Ira  Burns,  N.  L.  Cutler,  J.  R.  Durham, 
Jr.,  J.  A.  Giles,  A.  L.  Heck,  J.  C.  Pier- 
son, W.  F.  Preston,  M.  A.  Tarumianz, 
R.  O.  Y.  Warren. 

Alternates  (1948):  G.  M.  Boines, 

Italo  Charamella,  D.  M.  Gay,  L.  S. 
Hayes,  A.  J.  Heather,  A.  D.  King, 

E.  T.  O’Donnell,  M.  B.  Pennington, 

F.  P.  Rovitti,  0.  N.  Stern. 

Delegates  (1949)  : L.  W.  Anderson, 

W.  E.  Bird,  L.  B.  Flinn,  G.  W.  K. 
Forrest,  J.  F.  Hynes,  L.  J.  Jones,  E.  G. 
Laird,  L.  C.  McGee,  Roger  Murray, 
J.  D.  Niles,  V.  D.  Washburn. 

Alternates  (1949)  : E.  M.  Bohan, 

I.  M.  Flinn,  Jr.,  A.  D.  King,  C.  E. 
Maroney,  E.  T.  O’Donnell,  W.  M.  Pier- 
son, D.  J.  Preston,  W.  T.  Reardon, 

J.  A.  Shapiro,  O.  N.  Stern,  J.  W. 
Urie. 


MEDICAL  COUNCIL  OF  DELAWARE 

Hon.  Charles  S.  Richards,  President; 
Joseph  S.  McDaniel,  M.  I).,  Secretary; 
Wallace  M.  Johnson. 

BOARD  OF  MEDICAL  EXAMINERS 

J.  S.  McDaniel,  President-Secretary ; 
Wm.  Marshall.  Assistant  Secretary ; W. 

E.  Bird,  J.  E.  Marvil,  L.  J.  Jones. 


KENT  COUNTY  MEDICAL 
SOCIETY 

Meets  First  Wednesday 
Benjamin  P.  Burton,  President,  Do- 
ver. 

S.  M.  D.  Marshall,  Vice-President, 
Milford. 

Stanley  Worden,  Secretary-Treas- 
urer, Dover. 

Delegates:  I.  J.  MacCollum,  Wm. 

Marshall,  Jr. 

Alternate : J.  S.  McDaniel. 

DELAWARE  ACADEMY  OF 
MEDICINE 

Open  10  A.  M.  to  5 P.  M. 
Gerald  A.  Beatty,  President. 

B.  M.  Allen,  First  Vice-President. 
Robert  R.  Wier,  Second  Vice-Presi- 
dent. 

Andrew  JI.  Gehret,  Secretary. 
Irvine  M.  Flinn,  Jr.,  Treasurer. 

DELAWARE  PHARMACEUTICAL 
SOCIETY 

Vernon  Larson,  President,  'Wilming- 
ton. 

Irvin  Waller,  First  Vice-President, 
Bridgeville. 

Harry  C.  Helm,  Second  Vice-Presi- 
dent, Dover. 

Walter  Schuller,  Third  Vice-Presi- 
dent, Wilmington . 

J.  Wallace  Watson,  Secretary,  Wil- 
mington. 

Albert  Dougherty,  Treasurer,  Wil- 
mington. 


SUSSEX  COUNTY’  MEDICAL 
SOCIETY 

Meets  Second  Thursday 
Robert  S.  Long,  President,  Prank- 
ford. 

John  W.  Lynch,  Vice-President,  Sea- 
ford. 

Leslie  JI.  Dobson,  Secretary-Treas- 
urer, Jlilford. 

Delegates:  Bruce  Barnes,  C.  JI. 

Moyer,  J.  B.  Homan,  A.  H.  Williams. 

Alternatess  V.  A.  Hudson,  J.  L.  Fox, 

G.  W.  JI.  VanValkenburgh,  E.  L.  Stam- 
baugh. 

DELAWARE  STATE  DENTAL 
SOCIETY 

james  Krygier,  President,  Dover, 
li.  R.  Wier,  First  F.  P.,  Wilmington. 

C.  W.  Johnson,  Second  V.  P.,  Wil- 
mington. 

G.  A.  Zurkow,  Secretary,  Wilmington. 

H.  H.  McAllister,  Treasurer,  Wil- 
mington. 

Delegate  A.D.A.,  Wilm. 

DELAWARE  STATE  BOARD  OF 
HEALTH 

J.  D.  Niles,  JI.  D.,  President,  Mid- 
dletown ; JIrs.  F.  G.  Tallman,  Vice 
Pres.,  Wilmington ; W.  B.  Atkins, 

D.  D.  S.,  Secretary,  Millsboro;  Bruce 

Barnes,  JI.  D.,  Seaford;  JIrs.  C.  JI. 
Dillon.  Wilmington : J.  B.  Baker,  JI.  I)., 
Jlilford:  JIrs.  Alden  Keane,  Jliddle- 

town : E.  R.  Mayerberg,  M.  D..  Wil- 
mington. Edwin  Cameron,  M.  D., 
Executive  Secretary,  Dover. 
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A Supplement  to  Fine  Surgery 


Application  of  Tincture  ‘Merthiolate’  (Sodium  Ethyl  Mer- 
curi  Thiosalicylate,  Lilly ) to  the  operative  field  assures  rapid 
elimination  of  many  pathogenic  organisms.  Extra  protection 
is  afforded  because  ‘Merthiolate’  continues  to  inhibit  and 


destroy  organisms  as  they  are  released  from  sebaceous  and 
sweat  glands  during  the  surgical  procedure.  ‘Merthiolate’ 
does  not  coagulate  tissue  proteins.  Significant,  too,  is  its 
compatibility  with  soap  and  other  defatting  agents. 

‘Merthiolate,’  the  many-purpose  antiseptic,  is  available  in 
the  following  convenient-to-use  preparations: 


‘Merthiolate’  Tincture  1:1,000 

‘Merthiolate’  Solution  1:1,000 

‘Merthiolate’  Jelly  1:1,000 

‘Merthiolate’  Ophthalmic  Ointment  1:5,000 

‘Merthiolate’  Suppositories  1:1,000 


ELI  LILLY  AND  COMPANY,  INDIANAPOLIS  6,  INDIANA,  U.  S.  A. 


A 15x12  reproduction  of  this  Robert  Riggs  illustration  is  available  upon  request. 


Lilly  in  Denmark 


the  advent  of  Protamine  Zinc  Insulin  in  1936 
added  materially  to  the  well-being  and  comfort 
of  diabetic  patients  in  whom  it  has  since  been 
employed.  The  basic  research  which  made  this 
achievement  possible  was  accomplished  by  Dr. 
H.  C.  Hagedorn  and  his  associates,  of  Copenha- 
gen. Eli  Lilly  and  Company  has  co-operated 
fully  in  its  elaboration  for  over  a decade. 

In  1946,  distribution  of  Lilly  products  to  the 
Danish  medical  and  pharmaceutical  professions 
began.  The  Lilly  Research  Laboratories  offer 


Danish  physicians  their  full  co-operation  in  the 
development  of  new  and  superior  medicinal 
agents.  Physicians  in  the  United  States  will  be 
certain  to  share  in  any  practical  innovations 
which  may  be  forthcoming. 
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THE  CANCER  PROGRAM  OF  THE 
STATE  BOARD  OF  HEALTH 
Report  No.  2 

John  W.  Spies,  M.  D.,* 
Marshallton,  Del. 

In  the  September,  1947,  issue  oi'  the  Dela- 
ware State  Medical  Journal  there  appeared  an 
article  (1)  written  by  the  author  on  the  Can- 
cer Program  of  the  State  Board  of  Health 
which  portrayed  certain  outstanding  events 
up  to  that  time.  In  the  interim,  developments 
have  taken  place  which  should  be  reported  and 
which  furnish  the  basis  of  this  article. 

On  October  (i,  1947,  the  office  for  the  Divi- 
sion of  Cancer  Control  was  opened  in  the 
Julia  Tallman  Building  of  the  Brandywine 
Sanatorium  at  Marshallton,  Delaware,  and 
personnel  for  efficient  handling  of  the  work 
were  procured. 

The  Advisory  Committee  continued  its 
meetings,  and  Form  101,  for  primary  report- 
ing, was  adopted.  This  was  designed  for  physi- 
cians but  was  found  useful  in  the  hospital  rec- 
ord rooms  as  well.  Consequently,  in  November, 
1947,  three  trained  statisticians  from  the  New 
York  office  of  the  American  Cancer  Society 
spent  several  days  with  our  lay  investigator 
in  transferring  data  for  1947  to  these  cards 
from  the  records  of  the  institutions  of  Dela- 
ware which  would  be  expected  to  have  tumor 
cases.  This  material  was  later  subjected  to  a 
strict  analysis,  and  tables  showing  the  malig- 
nant neoplasms  were  prepared.  (Tables  1,  2 
and  3.)  These  figures  speak  for  themselves, 
and  may  be  analyzed  rather  briefly,  but  they 
are,  nevertheless,  quite  important. 

For  1947,  the  total  number  of  neoplasms, 
benign  and  malignant,  for  Delaware  residents 
was  1968,  of  which  764  were  considered  to  be 
malignant.  In  addition,  there  were  274  from 
out  of  state,  144  being  diagnosed  as  malignant 
and  130  as  benign.  It  was  not  possible  at  that 

* Director,  Division  of  Cancer  Control,  Delaware  State 
Board  of  Health. 


time  to  get  the  number  of  Delaware  residents 
who  went  out  of  state  for  treatment,  although 
this  is  being  attempted  by  asking  for  mutual 
reporting  arrangements  with  certain  states. 
However,  it  is  contemplated  that  it  will  take  a 
period  of  some  years  in  order  to  effect  such  a 
reporting  satisfactorily. 

Benign  as  well  as  malignant  neoplasms  were 
asked  for  in  the  reports  in  order  that  as  many 
cancers  as  possible  might  be  recorded ; for,  if 
the  reporting  is  limited  only  to  cancers,  doubt- 
ful cases  (and  others)  will  not  be  reported  as 
a rule.  At  least,  in  our  experience  this  holds 
true.  Then,  too,  the  occurrence  of  so-called 
pieeancerous  conditions  and  benign  tumors  in 
relation  to  the  number  of  cancers  is  an  inter- 
esting study  iu  itself,  and  the  precancerous 
condition  may  be  the  basis  for  preventive  sur- 
gery or  medicine. 

More  than  100  physicians  in  Delaware  have 
already  been  personally  visited  either  by  the 
Director,  our  special  nurse  in  charge  of  follow- 
ups, or  our  lay  investigator  responsible  for  rec- 
ord collecting;  others  have  been  seen  by  the 
general  nursing  staff  of  the  State  Board  of 
Health. 

The  reporting  has  continued  to  improve,  but 
it  is  recognized  that  it  will  take  time  to  become 
entirely  satisfactory.  Although  cancer  was 
made  a reportable  disease  by  the  State  Board 
of  Health,  the  enforcement  of  this  is  not  being 
attempted;  but,  rather  is  the  reporting  sought 
through  cooperation,  encouragement,  and  aid. 

The  chief  objection  that  we  have  met  to  the 
reporting  has  been  that  of  duplication,  but  this 
seems  to  us  a thing  which  cannot  be  avoided, 
if  complete  reporting  is  sought;  and  duplica- 
tion may  well  be  for  good  in  respect  to  the 
fact  that  patients  often  shop  medically  and 
may  delay  having  treatments  or  in  following 
other  recommendations  of  the  physicians.  Thus 
the  duplication;  i.  e.,  reporting  of  the  same 
patient  from  several  sources,  inevitably  gives 
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CANCER  INCIDENCE  OF  T1IE  WHITE  POPULATION  BY  AGE,  SEX.  AND  SITE 

Delaware,  1947 


All 

10- 

20- 

30- 

40- 

50- 

60. 

70- 

80- 

90- 

Age 

SITE  AND  SEX 

Ages 

19 

29 

39 

49 

59 

69 

79 

89 

100 

Unknown 

All  Sites 

Male 

281 

2 

3 

7 

18 

45 

97 

77 

26 

1 

5 

Female 

408 

2 

3 

34 

76 

56 

115 

88 

21 

1 

12 

Buccal  Cavity 

Male 

46 

0 

0 

2 

3 

3 

18 

13 

6 

0 

1 

and  Pharynx 

Female 

11 

0 

0 

0 

0 

2 

7 

0 

1 

0 

1 

Digestive  System 

Male 

71 

0 

0 

0 

2 

15 

31 

17 

4 

0 

2 

and  Peritoneum 

Female 

71 

1 

0 

3 

14 

i 

26 

21 

3 

1 

i 

Respiratory  System 

Male 

32 

0 

1 

1 

4 

8 

17 

0 

1 

0 

0 

Female 

13 

0 

0 

0 

i 

1 

6 

3 

2 

0 

0 

Uterus 

Female 

106 

0 

2 

18 

24 

17 

21 

21 

0 

0 

3 

Other  Female  Genital 

Female 

28 

0 

0 

1 

7 

4 

10 

5 

0 

0 

1 

Breast 

Female 

98 

0 

1 

8 

19 

20 

28 

16 

4 

0 

2 

Male  Genital  Organs 

Male 

31 

0 

0 

1 

2 

2 

8 

13 

5 

0 

0 

Urinary  System 

Male 

13 

0 

0 

0 

0 

3 

4 

5 

1 

0 

0 

Female 

11 

0 

0 

0 

1 

1 

3 

4 

2 

0 

0 

Skin 

Male 

58 

0 

1 

2 

4 

7 

12 

24 

6 

1 

1 

Female 

42 

0 

0 

i 

5 

3 

9 

15 

7 

0 

2 

All  Other  Sites 

Male 

30 

2 

1 

1 

3 

7 

7 

5 

3 

0 

1 

Female 

28 

1 

0 

3 

5 

7 

5 

3 

2 

0 

2 

Source:  Division  of  Cancer  Control,  State  Board  of  Health,  Delaware 


Statistical  Research  Department 

Medical  and  Scientific  Division  American  Cancer  Society 

Table  1 


CANCER  INCIDENCE  BY  SITE.  COLOR,  AND  REGION 
Delaware,  1947 


SITE  AND  SEX 

Delaware 

Sussex 

Kent 

New  Castle 
excluding 
Wilmington 

Wilmington 

r/r  of 

White 

all 

Cases 

White  Col. 

White  Col. 

White  Col. 

White  Col. 

White  Col. 

Del. 

U.  S.s 

All  Sites 

Male 

Female 

281  38 

408  37 

43  5 

40  7 

38  6 

55  2 

48  5 

67  3 

152  22 

246  25 

100.0 

100.0 

100.0 

100.0 

Buccal  Cavity 

Digestive  System 
and  Peritoneum 
Respiratory  System 

Uterus 

Other  Female  Genital 
Breast 

Male  Genital  Organs 
Urinary  System 

Skin 

All  Other  Sites 


Male 

46 

5 

9 

1 

6 

1 

9 

2 

22 

i 

16.4 

10.0 

Female 

11 

0 

1 

0 

0 

0 

1 

0 

9 

0 

2.7 

2.0 

Male 

71 

12 

8 

1 

12 

1 

16 

1 

35 

9 

25.3 

36.4 

Female 

71 

4 

5 

0 

9 

2 

9 

0 

48 

2 

17.4 

22.9 

32 

4 

2 

0 

2 

0 

2 

0 

26 

4 

11.4 

8.0 

Female 

13 

0 

0 

0 

2 

0 

4 

0 

7 

0 

3.2 

1.5 

Female 

106 

20 

14 

6 

10 

0 

22 

3 

60 

11 

26.0 

21.7 

Female 

28 

1 

1 

0 

8 

0 

3 

0 

16 

1 

6.9 

5.7 

Female 

98 

9 

9 

1 

18 

0 

15 

0 

56 

8 

24.0 

23.7 

Male 

31 

14 

10 

2 

4 

4 

5 

1 

12 

7 

11.0 

11.6 

13 

0 

1 

0 

3 

0 

2 

0 

7 

0 

4.6 

7.2 

Female 

11 

1 

3 

0 

1 

0 

2 

0 

5 

1 

2.7 

3.4 

58 

0 

10 

0 

6 

0 

9 

0 

33 

0 

20.6 

17.4 

Female 

42 

0 

5 

0 

3 

0 

9 

0 

25 

0 

10.3 

11.4 

30 

3 

3 

1 

5 

0 

5 

1 

17 

1 

10.7 

9.4 

Female 

28 

2 

2 

0 

4 

0 

2 

0 

20 

2 

6.8 

7.7 

'Based  on  10  urban  areas  of  the  United  States 

Source:  Division  of  Cancer  Control,  State  Board  of  Health,  Delaware: 


H.  F.  Dorn,  U.  S.  Public  Health  Service 


Reprint  No.  2537 
Statistical  Research  Department 

Medical  and  Scientific  Division  American  Cancer  Society 
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CANCER  INCIDENCE  BY  AGE,  SEX, 

Delaware,  1947 


COLOR  AND  REGION 


AGE  AND  SEX 


All  Ages 


10-19 

20-29 

30-39 

40-49 

50-59 

60-69 

70-79 

80-89 

90-100 

Age  Unknown 


Male 

Female 


Male 

Female 

Male 

Female 

Male 

Female 

Male 

Female 

Male 

Female 

Male 

Female 

Male 

Female 

Male 

Female 

Male 

Female 

Male 

Female 


New  Castle 
excluding 
Wilmington 


Source:  Division  of  Cancer  Control, 


Wilmington 


White 

Col. 

White 

Col. 

White 

Col. 

White 

Col. 

White 

Col. 

281 

38 

43 

5 

38 

6 

48 

5 

152 

22 

408 

37 

40 

7 

55 

2 

67 

3 

246 

25 

2 

0 

0 

0 

0 

0 

0 

0 

2 

0 

2 

0 

0 

0 

1 

0 

1 

0 

0 

0 

3 

0 

0 

0 

0 

0 

1 

0 

2 

0 

3 

1 

0 

1 

1 

0 

1 

0 

1 

0 

7 

3 

3 

1 

1 

0 

1 

0 

2 

2 

34 

4 

7 

2 

1 

0 

9 

2 

17 

0 

18 

3 

0 

0 

0 

4 

0 

11 

5 

76 

IS 

8 

3 

5 

0 

16 

0 

47 

15 

45 

8 

0 

12 

1 

6 

2 

22 

5 

56 

4 

6 

1 

11 

0 

7 

1 

32 

2 

97 

8 

14 

1 

10 

3 

15 

0 

58 

4 

115 

4 

7 

0 

20 

0 

16 

0 

72 

4 

77 

10 

11 

2 

11 

1 

16 

2 

39 

5 

88 

3 

8 

0 

10 

2 

11 

0 

59 

1 

26 

2 

7 

0 

4 

1 

5 

1 

10 

0 

21 

3 

3 

0 

4 

0 

6 

0 

8 

3 

1 

0 

0 

0 

0 

0 

0 

0 

i 

0 

1 

0 

1 

0 

0 

0 

0 

0 

0 

0 

- 

2 

0 

1 

0 

0 

0 

0 

5 

1 

12 

0 

0 

0 

2 

0 

0 

0 

10 

0 

Table  3 
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us  a better  picture  of  what  the  patient  is  do- 
ing;  and  this  information,  in  turn,  allows  us 
to  inform  the  physicians  concerned  and  thus 
secure  for  the  patient  more  diligent  and  bene- 
ficial guidance.  If  used  properly,  the  duplica- 
tion is  extremely  valuable,  and  the  extra  cler- 
ical work  involved  is  but  slight  in  comparison 
to  the  knowledge  thus  obtained. 

The  reported  number  of  malignant  neo- 
plasms in  residents  of  Delaware  for  the  first 
half  of  1948  is  422.  This  can  be  contrasted  to 
a total  of  764  for  Delaware  residents  for  the 
entire  year  of  1947  and  is  an  appreciable  in- 
crease (approximately  10%)  for  the  first  six 
months  of  1948  which  may  be  attributed  to  bet- 
ter reporting,  more  efficient  diagnosis,  or  the 
making  available  of  increased  facilities. 

The  follow-ups  have  been  in  charge  of  our 
special  nurse,  aided  by  the  general  nursing- 
force  of  the  State  Board  of  Health,  and  have 
been  conducted  only  under  the  auspices  of  the 
physicians  responsible  for  the  patient.  No 
contact  has  been  made  with  any  patient  except 
through  the  request,  or  by  the  consent  of,  the 
physician  in  charge;  and  the  physician’s  rec- 
ommendations have  been  strictly  adhered  to. 
This  method  of  follow-up  is  usually  the  most 
satisfactory  in  the  long  run  and  is  the  one 
which  we  want  to  continue. 

A well  attended  Nurses  Institute,  sponsored 
in  conjunction  with  the  Director  of  the  Divi- 
sion of  Public  Health  Nursing,  was  held  on 
February  27,  1948,  in  Dover,  at  which  the  fol- 
lowing subjects  were  presented : 

The  Role  of  the  United  States  Public  Health 
Service  in  Cancer  Control,  Public  Health  Nur- 
sing in  a Cancer  Control  Program,  The  Rela- 
tionship of  the  American  Cancer  Society  to 
the  Delaware  Cancer  Society,  Delaware  State 
Board  of  Health  Cancer  Control  Division  Ac- 
tivities, The  Program  of  the  Delaware  Division 
of  the  American  Cancer  Society,  Intra-Oral 
Tumors,  and  a film  showing  modern  installa- 
tions concerned  with  cancer  control. 

On  December  19,  1947  a conference  on  ter- 
minal cases  between  the  Advisory  Committee, 
the  superintendent  of  the  State  Hospital,  the 
superintendent  of  the  State  Welfare  Home, 
and  the  American  Cancer  Society  was  held. 
Effective  nursing  in  addition  to  the  judicious 
use  of  hormones,  peteroyl  triglumatie  acid,  ra- 
diation, and  surgery  in  selected  cases  have  been 


available  for  those  wishing  it.  It  is  thought  that 
suitable  care  for  terminal  cancer  indigents 
can  already  be  had  in  Delaware,  and  other  spe- 
cial arrangements  under  study  may  still  im- 
prove this  situation. 

The  American  Cancer  Society,  Delaware 
Division,  has  opened  Cancer  Detection  Centers 
throughout  the  state;  and  the  State  Board  of 
Health  has  made  available  its  facilities  to  the 
Society.  An  expansion  of  this  activity  in  con- 
junction with  the  Cancer  Control  Division 
should  be  considered. 

On  May  21,  1948  the  Advisory  Committee 
recommended  the  following  which  was  accept- 
ed by  the  State  Board  of  Health  insofar  as 
feasible  and  desirable: 

1.  A minimum  of  Five  Thousand  Dollars 
($5,000.00)  is  to  be  offered  to  the  Milford 
Memorial  Hospital  provided  it  meets  the 
requirements  concerning  the  purchase  of  a 
deep  therapy  machine  suitable  for  cancer 
treatment  and  will,  within  a reasonable 
time,  qualify  the  person  who  is  to  run  it 
or  else  secure  somebody  who  has  a cer- 
tificate of  the  American  Board  of  Radi- 
ology in  Therapeutic  Radiology. 

2.  A contribution  will  possibly  be  made  to- 
wards the  training  of  the  radiologist,  the 
amount  to  depend  on  what  we  can  give 
and  also  on  what  the  needs  are.  It  is  pre- 
sumed to  lie  between  Five  Hundred  and 
One  T h ousa  n d Dollars  ($500.00 
to  $1,000.00). 

$.  To  contribute  possibly  to  the  salary  of  a 
qualified  pathologist  in  the  lower  part  of 
the  state,  v ho  will  presumably  serve  those 
hospitals  and  at  the  same  time  have  free- 
dom to  take  specimens  from  any  part  of 
the  state  should  they  come  from  authorized 
sources,  preferably  through  physicians. 
The  amount  of  this  contribution  would 
probably  be  25%  of  his  salary. 

4.  A survey  of  gastro-intestinal  cancer  by  all 
intensive  means  possible  should  be  au- 
thorized and  the  details  left  for  working 
out  in  the  future.  This  would  possibly  in- 
volve grants  of  money  to  various  institu- 
tions or  laboratories  with  an  emphasis  on 
radiology  where  warranted. 

As  a result  of  the  above,  $7,000.00  has  been 
ottered  to.  and  accepted  by,  the  Milford  Me- 
morial Hospital  for  the  purchase  of  an  x-ray 
machine  suitable  for  the  treatment  of  cancer. 
No  action  has  been  taken  on  the  other  recom- 
mendations, but  they  are  being  actively  stud- 
ied as  te  feasibility  and  desirability. 

The  need  for  the  organization  of  special 
diagnostic  clinics  (chest,  gastro-intestinal, 
and  so  forth)  are  being  studied  and  may  lie 
effected  subject  to  the  approval  and  coopera- 
tion of  the  hospitals  and  physicians  concerned. 
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More  radium  may  be  procured  if  desirable. 
Thus,  it  can  be  readily  ascertained  that  the 
two  lower  counties  will  soon  be  in  a position 
to  care  for  the  bulk  of  their  cancer  cases. 

A more  nearly  complete  list  of  physicians 
and  dentists  than  has  heretofore  been  avail- 
able has  been  compiled  by  the  office  of  the  Di- 
vision of  Cancer  Control,  and  the  statistical 
material  of  1947  (Tables  1,2  and  3)  together 
with  follow-up  forms  for  reporting  their  cases 
will  be  mailed  to  them  in  the  near  future. 
Other  material  will  be  sent  later. 

By  permission,  a record  form  used  by  the 
State  Department  of  Health  in  Connecticut 
for  many  years  has  been  tried  (Form  No.  102) 
but  a modification  (Form  103)  may  prove 
more  suitable  for  our  needs.  A visit  was 
made  here  by  the  Research  Statistician  from 
Connecticut,  and  our  special  nurse  went  there 
for  observation,  while  the  Director  of  the  Can- 
cer Control  Division  has  long  been  acquainted 
with  the  Connecticut  form  and  many  of  the 
people  using  it. 

Forms  102  and  103f  now  being  used  in  rec- 
ord rooms  by  personnel  from  our  office,  are 
much  more  extensive  than  Form  No.  101:  and 
the  information  for  each  case  appearing  on  the 
records  for  1946,  1947  and  1948  of  the  Dela- 
ware institutions  has  been  largely  completed 
as  to  the  typing  thereof.  Recordings  may  be 
extended  back  to  cover  5,  10  and  15  year  cases ; 
i.  e.,  through  1944,  1939  and  1934 — or  even 
farther  if  the  data  should  be  sufficiently  in- 
teresting and  profitable.  An  analysis  of  same 
will  be  made,  and  useful  information  thus 
gained  will  serve  for  follow-ups  and  other 
efforts. 

Both  proposed  and  present  research  have 
been  discussed  at  the  University  of  Delaware 
by  the  Director  of  the  Division  of  Cancer  Con- 
trol, and  that  in  progress  there  has  already  re- 
ceived financial  support  from  the  American 
Cancer  Society,  both  locally  and  nationally. 

A survey  has  been  made  of  hospitals  of  the 
number  of  beds  and  other  facilities,  such  as 
those  for  treatment  and  diagnosis  (including 
operating  rooms,  x-ray  and  radium).  There 
are  no  beds  in  Delaware  reserved  for  cancer 
patients,  but,  on  the  other  hand,  apparently 
no  institution  refuses  to  admit  them,  and,  so 

t These  forms  may  be  had  upon  request  from  this  of- 
fice. 


far  as  we  know,  they  are  able  to  enter  with- 
out any  more  delay  than  is  common  to  all 
patients  in  these  days  of  hospital  overcrowd- 
ing. Thus,  it  is  presumed  that  a cancer 
patient  in  Delaware  can  have  hospitalization 
with  reasonable  promptness  although  it  might 
well  be  that  a few  beds  should  be  allotted  to 
them,  at  least  in  the  larger  general  hospitals. 

The  facilities  of  nursing  homes  are  being 
evaluated. 

Alleged  quackery  has  been  investigated  as 
to  activities  in  the  cancer  field. 

The  pathologic  facilities  in  Delaware  seem 
to  be  ample  for  general  purposes,  and  in  one 
hospital  the  Papanicolaou  vaginal  smear  is  ex- 
amined after  being  properly  prepared.  The 
pathologists  known  to  us  are  very  competent. 

There  is  a known  total  of  460  milligrams  of 
radium  in  Delaware.  It  is  probable  that  the 
use  of  same  could  be  enhanced  either  by  pla- 
cing the  radium  in  a central  radon  emanation 
plant  or  else  by  more  modern  applicators  be- 
ing employed  in  some  instances.  However, 
this  is  a matter  which  must  be  left  for  future 
study  and  decision. 

There  are  3 x-ray  machines  of  the  so-called 
deep  therapy  type  in  Delaware  (all  in  Wil- 
mington) and  one  of  these  is  in  the  office  of  a 
private  radiologist.  There  are  several  other 
machines  using  intermediate  and  low  voltages 
which  can  be  used  for  superficial  or  surface 
applications. 

There  are  quite  a few  highly  qualified  sur- 
geons in  the  state,  and  3 physicians  are  cer- 
tified by  the  American  Board  of  Radiology  in 
therapy. 

The  State  Board  of  Health  is  now  in  a key 
position  to  advance  the  cancer  work  in  the 
state,  and  it  wishes  to  do  so  through  coopera- 
tive measures  with  others.  The  Board  is  com- 
posed of  eight  public  spirited  members,  five  of 
whom  are  practicing  physicians  and  dentists. 
This  composition  means  definitely  that  the 
State  Board  of  Health  could  not,  and  would 
not,  do  anything  but  promote  the  best  interests 
of  the  people,  hand-in-hand  with  the  medical 
profession  of  Delaware. 

REFERENCE 

1.  Spies,  John  W. : The  Cancer  Program  of  the  State 
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STATE  CHEST  CLINICS 

Lawrence  D.  Phillips,  M.  I).,* 
Marshallton,  Del. 

It  was  thought  it  might  be  of  interest  to 
tabulate  the  statistics  of  the  State  Board  of 
Health  chest  clinics  following  the  reorganiza- 
tion of  the  Board  which  absorbed  the  Tuber- 
culosis Commission  due  to  an  act  of  the  1923 
Legislature.  Previously,  these  agencies  had 
their  own  boards  and  appropriations. 

The  Tuberculosis  Commission  held  scheduled 
chest  clinics  in  Wilmington,  Newark,  Dover, 
Milford,  Georgetown  and  Laurel.  Each  of 
these  clinics  was  conducted  by  a local  physi- 
cian in  that  community.  On  October  1,  1924, 
the  Board  of  Health  engaged  a full  time  tuber- 
culosis director  to  conduct  these  clinics;  and  it 
is  from  that  date  that  any  statistical  data  is 
available.  The  first  three  years  are  not  suit- 
able for  comparison  with  the  following  years 
because  the  first  visit  of  a patient  to  this  new 
setup  was  classified  only  as  New  even  though 
the  patient  may  have  been  regularly  attending 
the  clinic  under  the  old  tuberculosis  Commis- 
sion control,  and  also,  no  distinction  was  made 
between  the  white  or  colored  cases. 

We  have  clinic  data  since  1928,  and  we  can 
ascertain : 


1.  Any  increase  or  decrease  in  clinic  visits. 

2.  The  total  number  of  examinations  of 
new  cases  necessary  to  find  a case  of  ac- 
tive tuberculosis. 

3.  The  total  number  of  examinations  of 
new  cases  necessary  to  find  an  arrested 
case  of  tuberculosis. 

4.  The  percent  of  contacts  examined  in  re- 
lation to  the  total  number  of  examina- 
tions. 

In  listing  a clinic  case,  there  is  only  one  tab- 
ulation for  each  case  and  in  the  order  of  con- 
sideration we  tabulate  a case  as  active,  inac- 
tive, or  contact.  These  cases  are  referred  to 
the  clinic  by  physicians  for  an  opinion  as  to 
any  chest  condition,  by  the  State  Board  of 
Health  nurses  in  their  follow-up  program  of 
all  contact  cases,  and  cases  who  attend  the 
clinic  on  their  own  initiative. 

One  will  note  from  the  above  tabulation  that 
approximately  half  of  the  examinations  in 
these  clinics  were  on  a tuberculosis  basis,  that 
is.  active,  inactive  or  contact.  The  high  rate 
of  the  new  inactive  cases  the  first  few  years  is 
attributed  to  the  fact,  as  stated  previously, 
that  all  cases  were  tabulated  as  new  on  their 
first  visit  to  the  new  setup  even  though  they 
were  old  Commission  control  cases. 


* Superintendent,  Brandywine 

Sanatorium. 

The 

Bra  ndy 

wine 

Sanatorium 

installe 

d an 

Color 

No.  Exam. 
New  Old 

T.  B. 
New 

Active 

Old 

T.  B. 
New 

Inactive 

Old 

Contacts 
New  Old 

Active 

<r  of  New  Cases 
Inactive  Contact 

Total 

1925-26  

621 

818 

120 

108 

196 

8.4 

7.5 

13.6 

29.5 

1926-27  

762 

666 

157 

145 

172 

52 

160 

187 

20.6 

22.4 

21.0 

64.0 

1927-28  

636 

635 

101 

115 

178 

34 

136 

105 

16.0 

27.0 

21.2 

64.2 

1928-29  

W 

420 

391 

75 

55 

26 

128 

86 

40 

16.4 

6.2 

20.5 

43.1 

c 

154 

232 

21 

47 

2 

34 

35 

49 

13.6 

1.3 

19.5 

34.4 

1929-30  

w 

434 

430 

78 

65 

21 

111 

94 

85 

18.0 

5.0 

21.7 

44.7 

c 

284 

335 

35 

38 

5 

29 

61 

53 

12.0 

1.8 

21.5 

35.3 

1930-31  

w 

482 

507 

66 

76 

32 

154 

112 

112 

13.7 

6.6 

23.0 

43.3 

c 

308 

387 

32 

46 

9 

24 

55 

91 

10.4 

3.0 

14.6 

28.0 

1931-32  

w 

648 

821 

85 

114 

26 

199 

203 

312 

13.1 

4.0 

31.3 

48.4 

c 

409 

417 

32 

21 

8 

27 

91 

109 

7.N 

2.0 

22.2 

32.0 

1932-33  

w 

694 

N89 

54 

78 

4 

155 

251 

445 

7.8 

.57 

36.2 

44.57 

c 

587 

511 

18 

10 

3 

38 

134 

236 

3.1 

.5 

22.8 

26.4 

1933-34  

w 

576 

658 

60 

57 

5 

137 

176 

340 

10.4 

.9 

30.6 

41.9 

c 

426 

553 

24 

7 

1 

40 

126 

199 

5.6 

.2 

29.3 

35.1 

1934-35  

w 

629 

686 

54 

63 

3 

127 

219 

363 

8.6 

.5 

34.8 

43.9 

c 

334 

605 

23 

69 

3 

48 

173 

365 

6.9 

.9 

51.8 

59.6 

1935-36  

w 

485 

847 

56 

85 

0 

183 

118 

466 

11.5 

.0 

24.3 

35.8 

c 

185 

672 

22 

87 

2 

128 

92 

335 

11.9 

1.1 

49.7 

62.7 

1936-37  

w 

442 

735 

35 

77 

7 

172 

152 

394 

7.9 

1.5 

34.4 

43.8 

c 

208 

176 

17 

39 

3 

19 

106 

108 

8.1 

1.4 

51.0 

60.5 

1937-38  

w 

450 

772 

30 

40 

1 

194 

206 

428 

6.7 

.2 

48.0 

54.9 

c 

209 

185 

16 

44 

3 

28 

96 

121 

7.7 

1.4 

45.9 

55.0 

1938-39  

w 

494 

783 

33 

48 

9 

216 

190 

414 

6.7 

.2 

38.5 

45.4 

c 

350 

175 

26 

19 

2 

32 

173 

121 

7.4 

.6 

49.4 

57.4 

1939-40  

w 

565 

745 

32 

32 

3 

216 

204 

396 

5.7 

.5 

36.1 

42.3 

c 

238 

146 

23 

27 

0 

27 

108 

90 

9.7 

.0 

45.4 

55.1 

1940-41  

w 

6s2 

779 

43 

56 

4 

220 

251 

429 

6.3 

.6 

36.8 

43.7 

c 

264 

231 

20 

27 

6 

42 

124 

114 

7.6 

2.3 

47.4 

57.3 

1941-42  

w 

695 

676 

48 

62 

8 

212 

232 

363 

6.9 

1.2 

33.4 

41.5 

c 

290 

281 

14 

28 

5 

36 

88 

115 

4.8 

1.8 

30.4 

37.0 

1942-43  

w 

698 

700 

65 

44 

29 

259 

224 

297 

9.3 

6.3 

32.1 

47.7 

c 

439 

179 

12 

ii 

23 

37 

192 

94 

2.7 

5.2 

43.7 

51.4 

1943-44  

w 

863 

846 

55 

103 

62 

263 

294 

305 

6.4 

7.2 

32.9 

46.5 

c 

459 

337 

22 

53 

17 

68 

200 

162 

4.8 

3.5 

43.3 

51.6 

1944-45  

w 

808 

882 

40 

72 

41 

279 

299 

408 

4.9 

5.0 

36.0 

45.9 

c 

388 

413 

13 

65 

25 

82 

180 

189 

3.4 

6.4 

46.4 

56.2 

1945-46  

w 

835 

889 

19 

57 

29 

308 

278 

372 

2.3 

3.5 

33.3 

39.1 

c 

438 

339 

14 

39 

30 

89 

231 

126 

3.2 

6.8 

52.7 

62.7 

1946-47  

w 

999 

872 

28 

50 

29 

310 

407 

359 

2.8 

2.9 

40.7 

46.4 

c 

283 

466 

11 

21 

21 

96 

182 

164 

3.9 

7.4 

64.3 

75.6 

1947-48  

w 

1198 

1211 

31 

73 

32 

330 

523 

535 

2.6 

2.7 

43.7 

48.0 

c 

516 

632 

16 

44 

26 

156 

275 

270 

3.1 

5.0 

53.3 

61.4 

TABLE  1 
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x-ray  machine  in  1932,  and  the  State  Board  of 
Health  and  the  Delaware  Anti-tuberculosis 
Society  installed  fluoroscopic  units  in  1940, 
1941  and  1942  in  the  Wilmington,  Dover,  Mil- 
ford, Georgetown  and  Laurel  clinics.  The  in- 
stallation of  these  fluoroscopes  probably  ac- 
counts for  the  increase  in  the  percentage  of  the 
inactive  cases  because,  prior  to  this,  all  clinic 
work  was  done  solely  by  history  and  stetho- 
scope. 

< hie  will  further  note  a decrease  in  the  num- 
ber of  the  active  tuberculous  cases  found  in 
comparison  to  the  total  number  of  examina- 
tions of  new  cases.  This  is  better  shown  by 
the  following  tabulation  which  divides  the 
work  into  five-year  groups. 

TABLE  NO.  2 


5 YEARS  1928-1933 


No.  Exam. 

No. 

Active 

New 

t.  : 

B.  New 

w. 

C. 

W. 

C. 

1928-29  

420 

154 

75 

21 

1929-30  

434 

284 

78 

35 

1930-31  

482 

308 

66 

32 

1931-32  

648 

409 

85 

32 

1932-33  

694 

587 

54 

18 

TOTAL  

2678 

1742 

358 

138 

4720  496 

Percent — White  13.4 

Colored  7.9 


5 YEARS  1933-1938 


No. 

Exam. 

No.  Active 

New 

T.  B.  New 

W. 

C. 

W. 

C. 

1933-34  

576 

426 

60 

24 

1934-35  

629 

334 

54 

23 

1935-36  

485 

185 

56 

22 

1936-37  

442 

208 

35 

17 

1937-38  

450 

209 

30 

16 

TOTAL  

2582 

1362 

235 

102 

3944 

337 

Percent- 

-White  

9.1 

Colored  ... 

7.5 

5 YEARS  1938-1943 


No.  Exam. 

No. 

Active 

New 

T. 

B.  New 

W. 

C. 

W. 

C. 

1938-39  

494 

350 

33 

26 

1939-40  

565 

238 

32 

23 

1940-41  

682 

264 

43 

20 

1941-42  

695 

290 

48 

14 

1942-43  

698 

439 

65 

12 

TOTAL  

3134 

1581 

221 

95 

4715  316 


Percent — White  7.1 

Colored  6 + 


5 YEARS  1943-1948 


No.  Exam. 
New 

W.  C. 

No. 

T. 

W. 

Active 
B.  New 
C. 

1943-44  

863 

459 

55 

22 

1944-45  

808 

388 

40 

13 

1945-46  

835 

438 

19 

14 

1946-47  

999 

283 

28 

11 

1947-48  

1198 

516 

31 

16 

TOTAL  

4703 

2084 

6787 

173 

76 

249 

Percent- 

-White  

Colored  ... 

3.7 

3.6 

The  above  figures  show  that  from  1928  1o 
1933  approximately  every  seventh  new  case 
which  attended  the  clinic  had  active  pulmon- 
ary tuberculosis,  while  in  the  five-year  group 
from  1943  to  1948,  only  one  in  every  twenty- 
seven  new  cases  had  active  pulmonary  tuber- 
culosis, so  that  now  one  has  to  examine  four 
times  as  many  new  cases  to  find  an  active  pul- 
monary tuberculosis  case. 

The  sharp  increase  over  30%  of  the  total 
clinic  visits  during  the  past  few  years  is  un- 
doubtedly due  to  the  installation  of  the  fluoro- 
scopic units.  Just  why  the  percentage  of  col- 
ored active  cases  is  less  than  the  white  active 
cases  is  not  explainable. 


TUBERCULOSIS  IN  MILFORD 

An  Analysis  of  the  Milford  School  and 
Community  X-Ray  Surreys. 

Charles  R.  Dayman,  M.  D.,  M.P.ll.,* 
Dover,  Del. 

On  October  28,  1947  the  mobile  unit  of  the 
State  Board  of  Health  took  250  photo-fluoro- 
scopic* films  at  the  Milford  High  School.  From 
April  19  through  April  23,  1948,  the  same  unit 
took  1800  films  in  a community  survey. 

There  were  1487  Milford  residents  included 
in  the  two  surveys.  Among  them  we  found  13 
cases  of  tuberculosis  not  previously  known  to 
the  Kent  County  Health  Unit.  One  case  was 
active,  1 quiescent,  3 of  undetermined  status, 
and  8 wTere  arrested. 

The  School  Survey.  This  was  done  on  stu- 
dents over  14  years  of  age,  and  on  teachers 
and  employees,  as  part  of  the  regular  program 
of  the  State  Board  of  Health.  Each  school  is 
surveyed  in  alternate  years. 

Planning-  the  Community  Survey.  The 
City  Board  of  Health  and  the  Delaware  Anti- 
tuberculosis Society  sponsored  the  project. 
Work  began  on  March  9th,  at  which  time  the 
local  chairman  was  appointed.  During  the 
next  six  weeks  information  on  the  transmission 
of  the  disease  and  on  the  purpose  and  need  of 
x-ray  examinations  was  given  in  newspaper  ar- 
ticles, radio  talks,  and  speeches  to  local  organ- 
izations. On  three  Saturday  nights  the  local 
theatre  included  the  showing  of  a film  on  tu- 
berculosis. The  committee  succeeded  in  ob- 
taining wide-spread  publicity  as  to  the  time 

* Deputy  State  Health  Officer,  Delaware  State  Board  of 
Health. 
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and  place  of  the  survey  through  announce- 
ments at  churches  and  at  meetings,  through 
store  posters  and  displays,  and  through  a no- 
tice delivered  to  each  home  by  the  Boy  Scouts. 

Educational  Value.  The  educational  value 
of  tlie  campaign  could  not  be  directly  meas- 
ured. I estimate  that  two-thirds  of  the  com- 
munity was  given  some  information  about  the 
contagiousness  and  manner  of  spreading  of 
tuberculosis,  and  about  the  value  of  periodic- 
x-ray  examinations.  There  was  also  an  indi- 
rect effect  of  some  value,  in  making  citizens 
aware  of  health  matters  as  a community 
problem. 

Technique.  The  local  committee  arranged 
for  transportation  for  persons  from  the  outly- 
ing districts.  Local  volunteers  tilled  out  the 
information  card  for  each  person.  The  unit 
was  set  up  at  five  factories  for  the  industrial 
groups,  and  in  a circus  tent  in  the  center  of 
town  for  the  general  public.  Emphasis  was 
placed  on  surveying  those  over  14  years  of 
age;  only  about  50  younger  persons  were  in- 
cluded. 

Sample  of  Population  Obtained,  (over  14 
years  of  age.)  The  Milford  residents  surveyed 
were  compared  with  the  population  of  Mil- 
ford, as  given  in  the  1940  census.  44%  of  the 
census  population  was  surveyed.  Comparison 
by  age,  sex  and  color,  showed  that  a better 
than  representative  sample  was  obtained,  in 
that  those  groups  likely  to  have  more  cases  of 
active  tuberculosis  were  over-represented  in 
the  survey,  and  those  groups  likely  to  have 
fewer  cases  of  active  tuberculosis  were  under- 
represented . (Table  1) 

TABLE  1 

AGE,  SEX,  AND  COLOR  OF  MILFORD  RESIDENTS 

Distribution  found  in  community  and  school  surveys, 
compared  to  number  expected  from  1!»4<)  Census. 

Persons  15  years  and  older  surveyed  (1487)  divided 
by  population  15  years  and  older,  1940  census  (3392)= 
Ratio  0.44 


WHITE  COLORED  TOTAL 

Age  Male  Female  Male  Female 

Group 

15-24  124  181  54  56  415 

113  135  30  25  303 

25-44  205  262  92  96  655 

225  246  50  52  573 

45-64  100  150  46  40  336 

153  178  33  33  397 

65  34  29  10  8 81 

83  107  11  13  214 

TOTAL  463  622  202  200  1487 

574  (>««  124  123  1487 


KEY — 50 — Number  surveyed  (top  number) 

40 — Number  expected  from  census 
(bottom  number,  in  bold) 


The  segments  of  the  population  likely  to 
have  more  tuberculosis  are  those  between  15 
and  44  years,  and  especially  the  colored.  In 
these  groups,  more  persons  were  x-rayed  than 
would  be  expected  from  the  census  distribu- 
tion. Segments  likely  to  have  less  tuberculosis 
are  those  45  years  of  age  and  over,  and  espe- 
cially the  white.  Fewer  such  persons  were 
x-rayed  than  would  be  expected  from  the  cen- 
sus distribution. 

Occupation.  A similar  comparison  as  to 
occupation,  showed  that  many  more  working 
people  were  x-rayed,  than  would  be  expected 
from  the  census  distribution,  and  many  fewer 
non-working  people  (housewives,  students, 
etc.)  than  expected.  (Table  2) 

TABLE  2 

OCCUPATION  OF  MILFORD  RESIDENTS 


Distribution  found  in  Community  and  School  Surveys, 
compared  to  number  expected  from  J040  Census. 

Persons  15  years  and  older  surveyed  (1487)  divided 


by  population  14  years  and  old 
Ratio  0.43 

er,  1940 

census  (3457)  = 
Distribution 

A.  Not  in  labor  force 

l Housewives,  students,  re- 

Milford 

Surveys 

Expected 
from  Census 

tired,  etc.)  

. 441 

676 

B.  Labor  force  

1.  Professional  & semi-profes- 
sional, managers,  proprie- 
tors, clerks,  foremen,  la- 

. 1046 

811 

bor,  etc 

. 774 

564 

2.  Farmers  and  farm  labor  

. 23 

34 

3.  Domestic  service  

4.  Service  workers — barbers, 
beauticians,  waitresses, 

44 

58 

cooks,  attendants,  etc 

5.  Occupation  not  reported  or 

90 

50 

seeking  work  

. 115 

105 

This  may  be  accounted  for,  in  part,  by  the 
fact  that  the  mobile  unit  was  set  up  at  five 
factories.  The  industries  covered  were:  den- 
tal supplies,  fruit  and  vegetable  canning  (2), 
chicken  processing,  and  spoon  manufacture. 
These  industries  employed  all  types  of  per- 
sons: executives  and  migrant  laborers,  male 
and  female,  white  and  colored,  well  paid  and 
marginal  subsistence  workers. 

It.  should  be  noted  that  the  service  workers 
were  well  represented.  These  people  (bar- 
bers, beauticians,  waitresses,  cooks,  hospital 
attendants)  are  best  suited  for  spreading  the 
disease  to  the  general  public. 

Case  Finding  Procedure.  Every  film  was 
read  twice,  by  Dr.  Phillips  and  by  Dr.  Diet- 
rich,  of  the  State  Sanatorium.  The  results 
were  sent  to  the  County  Health  Unit.  All 
those  with  negative  reports  were  then  noti  fied 
by  letter.  At  the  same  time,  we  wrote  to  all 
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persons  with  suspicious  findings,  advising 
them  to  report  to  their  own  doctor  or  to  us  for 
check-up  . A copy  of  the  findings  was  sent  to 
the  family  physician.  The  county  nurses 
then  made  from  1 to  3 visits  to  each  person, 
to  assure  their  reporting  to  their  own  doctor 
or  to  one  of  the  3 special  fluoroscopic  clinics. 

There  were  56  Milford  residents  with  suspi- 
cious findings,  not  previously  known  to  the 
health  unit.  46  of  these  were  fluoroscoped  at 
the  clinic,  and  4 were  x-rayed  by  their  own 
physician.  2 persons  could  not  be  found,  and 
4 have  not  reported. 

Cases  Found  and  Dispositions.  13  pre- 
viously unknown  cases  of  tuberculosis  were 
found.  1 was  active  (moderately  advanced), 
1 quiescent  (minimal),  3 were  undetermined 
(minimal  and  moderately  advanced)  and  8 
arrested  (minimal  and  moderately  advanced). 
1 patient  has  entered  the  sanatorium,  another 
is  making  arrangements  to  enter.  2 persons 
are  seen  at  the  clinic  monthly,  2 are  to  return 
after  6 months,  and  5 have  been  discharged  as 
cured.  (Table  3) 


TABLE  3 

SURVEY  RESULTS 

Persons  surveyed,  photo-fluoroscopy  1487 

Possible  cases,  previously  unknown  56 

Persons  not  found  (moved  out  of  state)  2 

Did  not  report  to  own  MD  or  clinic  4 

X-ray,  own  MD,  negative  4 

Fluoroscopy,  clinic,  negative  32 

Fluoroscopy,  clinic,  diagnosis  undetermined  1 

Fluoroscopy,  clinic,  positive  cases  13 


Stage  Status 

Active  Mod.  adv. 


Quiescent 

Undetermined 


Arrested 


Minimal 

Minimal 

Minimal 

Mod.  adv 

Minimal 

Minimal 

Mod.  adv 


Disposition 

arranging  to  enter 

sanitorium  

clinic,  1 month  

in  sanitorium  

clinic,  6 months  ... 

clinic,  1 month  

discharged  

clinic,  6 months  ... 
clinic,  6 months  ... 


1 

1 

1 

1 

1 

5 

2 

1 


Cases  Known  Prior  to  Survey.  The 

County  Health  Unit  had  20  Milford  cases  on 
its  register  at  the  time  of  the  survey.  Of  these, 
11  were  active  or  quiescent,  and  9 arrested.  3 
were  in  the  sanatorium.  12  were  fluoroscoped 
or  x-rayed,  within  3 months  before  or  after  the 
survey.  Of  the  5 remaining,  4 were  checked 
in  the  survey. 

Deaths  From  Tuberculosis.  In  the  12 

months  prior  to  the  survey,  there  were  3 
deaths  from  tuberculosis  in  Milford  residents; 
2 of  these  were  known  to  the  Health  Unit  be- 
fore death. 


Prevalence  of  Tuberculosis  in  Milford. 

Since  13  perviously  unknown  cases  were  found 
in  a 44%  sample  of  the  population  (over  14 
years  of  age),  it  is  estimated  that  30  such  cases 
would  be  found  in  a 100%  sample.  If  the  20 
known  cases  are  added,  we  have  a total  of  50 
cases.  This  gives  a prevalence  rate  of  15  per 
1000.  If  we  estimate  the  prevalence  at  20 
times  the  number  of  deaths,  we  have  60  cases, 
and  a rate  of  18  per  thousand.  The  prevalence 
of  active  and  quiescent  cases  (infectious  and 
potentially  infectious)  is  about  half  of  this — 
25  to  30  cases  or  a rate  of  8 to  9 per  1000. 

Summary 

1.  1487  residents  of  Milford  were  plioto- 
fluoroseoped  in  school  and  community 
surveys. 

2.  The  preliminary  campaign  was  of  value 
in  informing  the  public  about  the  spread 
of  tuberculosis,  and  the  need  for  peri- 
odic x-ray  examinations. 

3.  44%  of  the  census  population,  over  14 
years  of  age,  was  surveyed. 

4.  13  cases,  not  previously  known  to  the 
health  department,  were  found.  5 of 
these  were  potentially  infectious. 

5.  The  prevalence  of  tuberculosis  in  (Mil- 
ford is  estimated  to  be  from  15  to  18  per 
1000 ; infectious  and  potentially  infec- 
tious cases  from  8 to  9 per  1000. 


THE  CHANGING  VENEREAL 
DISEASE  PROGRAM 

Winder  L.  Porter,  M.  D.,  M.P.H.,* 
Dover,  Del. 

The  recent  war  has  given  impetus  to  new  at- 
tack in  our  management  of  the  venereal  dis- 
eases. Fortunately  new  drugs  were  concur- 
rently developed  and  from  them  have  emerged 
several  which  have  so  contributed  to  our  ar- 
mamentarium that  revolutionizing  of  the 
whole  program  is  in  process. 

The  patient  with  gonorrhea  used  to  be  an 
unwelcome  visitor  because  our  ineffective 
treatment  often  required  weeks  or  months. 
Much  hope  was  added  with  the  advent  of  the 
sulfonamide  era,  but  these  drugs  faded  from 
favor  as  organisms  developed  resistance  and 
fewer  successful  responses  were  obtained.  De- 
velopment of  penicillin  in  its  several  forms  en- 

* Clinician-Consultant,  Delaware  State  Board  of  Health. 
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tered  the  picture,  until  now  a single  injection 
is  sufficient  to  treat  the  majority  of  cases, 
while  cure  ot'  the  remainder  can  be  accom- 
plished by  a series  of  injections  in  several 
days.  No  truly  authenticated  case  of  peni- 
cillin lesistant  gonorrhea  has  existed  to  date, 
although  non-specific  urethritis  does  assume 
greater  importance  and  often  requires  a re- 
gime that  cannot  be  provided  by  the  ordinary 
venereal  disease  clinic.  Gonorrhea  has  become 
less  of  a problem,  also,  because  the  complica- 
tions of  epididymitis,  arthritis,  etc.,  are  en- 
countered much  less  frequently,  although  sal- 
pingitis and  other  pelvic  inflammations  in  the 
female  continue  to  be  common.  The  simple 
innocuous  and  yet  effective  treatment  makes  it 
good  practice  to  treat  upon  suspicion  without 
waiting  for  laboratory  confirmation.  Indeed, 
one  must  remember  that  laboratory  confirma- 
tion cannot  always  be  secured  in  a female 
known  to  be  infected  and  one  must  act  upon 
clinical  and  epidemiological  grounds. 

Gymphopathia  venereum  and  chancroid 
have  become  less  troublesome  too,  because  of 
their  response  to  sulfonamide  therapy.  Granu- 
loma inguinale  is  seldom  encountered  in  this 
vicinity,  but  has  been  a source  of  much  distress 
and  disability  for  its  victims.  The  outlook  in 
this  disease  has  been  significantly  brightened 
by  the  exhibition  of  streptomycin. 

Syphilis,  the  major  venereal  disease,  so  re- 
sponds to  penicillin  therapy  that  the  physician 
can  complete  a course  within  a few  days  and 
be  confident  of  satisfactory  clinical  and  sero- 
logical response  in  a large  proportion  of  cases. 
Refinements  and  improvements  in  form  of  ex- 
hibition of  the  drug  develop  so  rapidly  that 
one  is  hesitant  to  print  treatment  schedules, 
for  they  may  become  outdated  even  before  the 
ink  has  dried.  Originally,  hospitalization  with 
attendant  high  costs  was  essential,  but  prog- 
ress has  enabled  the  Delaware  State  Board  of 
Health  to  depend  in  large  measure  upon  am- 
bulatory treatment.  Necessarily  our  advice  in 
a given  situation  will  change  as  our  knowl- 
edge advances  so  that  it  would  be  rash  even  to 
speculate  what  our  ultimate  schedule  will  be, 
but  that  does  not  preclude  use  of  schedules 
known  to  be  effective.  Procaine  penicillin 
with  aluminum  monostearate  is  a relatively  re- 
cent development  which  promises  to  supersede 


other  products,  but  it  too  will  probably  be  only 
a phase  in  the  evolution  of  the  program. 

It  becomes  convenient  to  attempt  to  crystal- 
lize what  may  be  expected  with  use  of  peni- 
cillin in  a recommended  manner.  It  is  a po- 
tent spirocheticide,  effective  in  all  stages  of 
syphilis.  Clinical  and  serologic  response'  do 
not  necessarily  parallel  but  depend  much 
upon  the  individual  and  the  duration  of  his 
disease.  In  general,  the  more  recent  infec- 
tions are  less  resistant  serologically  and  may 
be  expected  to  respond  with  complete  reversal 
to  negativity  in  a large  percentage  of  eases. 
Fixed  positives  will,  however,  occur  in  some 
early  cases,  though  this  finding  will  be  much 
more  common  after  treatment  of  older  in  lec- 
tions. Serological  response  in  late  cases  is 
quite  unpredictable  and  may  be  negligible, 
though  effectiveness  in  treatment  of  these 
cases  is  quite  certain  as  witnessed  by  healing 
of  lesions,  abatement  of  symptoms,  and  im- 
provement of  abnormal  spinal  fluids.  It  is  not 
time  to  say  these  benefits  will  be  permanent, 
but  cumulative  experience  points  in  this 
direction.  The  keynote  is  that  all  patients 
must  be  followed  after  treatment  with  both 
clinical  and  serologic  examination  and  tin*  ex- 
aminer must  bear  in  mind  what  to  expect. 
The  early  cases  should  be  followed  with 
monthly  quantitative  serologic  tests  even 
though  reversal  in  the  average  case  does  not 
occur  for  several  months  and  may  require  up- 
wards of  fifteen  months.  In  absence  of  le- 
sions, retreatment  is  not  indicated  so  long  as 
the  titer  follows  an  orderly  course,  tending  to 
decline  and  remain  low.  The  decline  may  be 
steady  from  the  onset  or  there  may  be  a delay 
of  several  months  followed  by  a more  precau- 
tions reduction  in  titer.  Relapse  is  apt  to  be 
heralded  by  an  increasing  titer.  The  late  case 
must  be  followed  by  periodic  examination  just 
like  that  given  a patient  who  completed  a 
course  of  standard  treatment  with  arsenicals 
and  heavy  metals. 

Failures  may  be  expected  in  some  cases  in 
all  stages.  These  may  respond  to  retreatment 
or  may  require  supplemental  therapy.  Inter- 
stitial keratitis  is  notably  resistant  to  treat- 
ment, perhaps  because  it  is  an  allergic  mani- 
festation. 

Treatment  of  the  expectant  mother  is  par- 
ticularly satisfactory  because  the  drug  is  able 
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to  penetrate  the  placenta  and  provide  cura- 
tive treatment  of  the  infected  fetus  also.  This 
cure  of  the  fetus  may  be  achieved  even  though 
treatment  has  not  been  adequate  for  cure  of 
the  mother  and  even  though  not  given  until 
shortly  before  delivery.  The  infant  with  con- 
genital syphilis  requires  special  treatment  best 
given  in  a hospital.  Usually  he  is  genuinely 
incapacitated  and  very  prone  to  streptococcal 
and  other  infections,  so  that  good  pediatric 
care  is  important.  Penicillin  must  be  exhibit- 
ed boldly,  but  there  is  not  the  rush  to  complete 
the  schedule  in  a minimum  time.  A certain 
definite  mortality  must  be  expected  because  of 
the  debility  and  susceptibility  to  other  infec- 
tions. One  must  be  careful  not  to  pronounce 
a child  syphilitic  on  the  basis  of  positive  cord 
or  venous  blood  serologic  test  without  other 
evidence  of  the  disease.  Nevertheless,  in  some 
situations  where  treatment  of  the  mother  was 
known  not  to  be  adequate  it  is  good  practice  to 
treat  such  an  infant  without  waiting  for  defi- 
nite proof  of  infection. 

Increasing  use  of  penicillin  has  necessitated 
a number  of  changes  in  the  Board  of  Health 
program.  Clinic  schedules  have  had  to  be  re- 
arranged to  enable  daily  treatments.  Regular 
weekly  clinics  have  gradually  come  to  serve 
more  as  diagnostic  and  feeding  centers.  Pa- 
tients in  late  stages  are  given  a course  of  heavy 
metal  as  preparation  for  rapid  treatment, 
while  use  of  arsenicals  is  limited  chiefly  to 
early  cases  where  it  is  desired  to  limit  infec- 
tiousness until  arrangements  for  penicillin  can 
be  completed ; it  is  not  expected  that  the  effec- 
tiveness of  therapy  is  in  any  wise  enhanced  by 
this  procedure.  Clinic  loads  have  been  vastly 
reduced  and  yet  many  more  patients  receive 
an  adequate  course  of  treatment  because  vir- 
tually 100%  of  those  who  receive  penicillin 
complete  the  course.  Cooperation  is  easily  se- 
cured because  of  the  freedom  from  severe  re- 
actions and  because  of  the  reduction  of  per- 
sonal inconvenience.  The  problem  of  return- 
ing delinquent  patients  to  treatment  has  be- 
come minimized  so  that  much  of  the  follow-up 
effort  has  shifted  to  earlier  tracing  of  contacts 
and  to  observations  of  the  treated  patients. 
Speed  in  contact  tracing  has  become  vital  to 
prevent  reinfection  of  the  original  partner  as 
well  as  to  prevent  further  spread  of  the  dis- 
ease. Cost  of  complete  treatment  per  individ- 


ual patient  has  been  significantly  reduced,  but 
shrinking  clinic  rolls  make  it  desirable  to 
abandon  some  clinics  and  place  more  of  the 
work  in  the  hands  of  the  general  practitioner. 
An  increasing  load  is  placed  upon  the  labora- 
tory, for  the  modern  laboratory  must  prepare 
to  furnish  quantitative  reports  upon  every 
positive  blood  specimen. 

Summary 

1.  Penicillin  and  other  recently  developed 
drugs  have  enabled  cheap,  safe,  rapid 
and  efficacious  managemnt  of  venereal 
infections. 

2.  Clinics,  laboratory  and  personnel  have 
all  required  adaptations  to  meet  re- 
quirements of  the  new  program,  which 
continues  in  a state  of  evolution. 

3.  The  organization  must  be  constantly 
alert  to  institute  new  practices  as  rapid- 
ly as  they  develop  and  are  found  feas- 
ible. 


LABORATORY  COMMENTS 
Premarital  Tests 

R.  1).  Herdman,  B.  S.,* 

Dover,  Del. 

Since  July  1,  1947,  when  the  premarital  law 
first  went  into  effect  in  the  state  of  Delaware, 
there  has  been  a widespread  increase  in  the 
number  of  serological  tests  made  in  the  Dela- 
ware State  Board  of  Health  laboratory.  This 
increase  is  partly  due  to  this  law. 

During  the  first  fiscal  year  a total  of  5,967 
blood  tests  were  made  in  the  various  certified 
laboratories.  Of  the  total  specimens  3.5% 
were  positive.  The  laboratory  made  4,230  of 
these  tests,  and  140  of  this  number  were  posi- 
tive. 

Not  only  has  this  laboratory  been  doing 
fhese  tests,  but  several  hospitals  in  Wilming- 
ton have  also  been  certified  to  make  these  tests. 
The  number  of  examinations  made  by  these 
hospitals  are  as  follows:  The  Delaware  Hos- 
pital made  1,154  tests,  of  which  47  were  posi- 
tive. The  Memorial  Hospital  made  204  tests, 
of  which  5 were  positive.  The  St.  Francis  Hos- 
pital made  154  tests,  of  which  3 were  positive. 
The  Wilmington  General  Hospital  made  165 
tests,  of  which  1 was  positive. 

Aside  from  all  the  serological  tests  perform- 

* Director  of  the  Laboratory,  Delaware  State  Board  of 
Health. 
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ed  by  certified  laboratories  of  the  state  of  Dela- 
ware, several  other  State  Department  of 
Health  Laboratories  have  made  tests  for  people 
who  were  married  in  Delaware.  Pennsylvania 
State  Department  of  Health  Laboratory  made 
47  examinations,  of  which  3 were  positive. 
Massachusetts  made  4 tests,  all  of  which  were 
negative.  Maryland  made  2 tests;  Alabama 
and  California  each  made  1 test,  and  the 
United  States  Navy  Hospital  performed  2 
tests. 


DELAWARE  CRIPPLED  CHILDREN'S 
SERVICES 

Floyd  I.  Hudson,  M.  I).,  M.  P.  II.,* 
Dover,  Del. 

The  State  Legislature  in  1937  passed  legis- 
lation making  the  State  Board  of  Health  re- 
sponsible for  establishing  service  for  crippled 
children.  They  did  not  define  ‘‘crippling,’' 
nor  were  any  funds  appropriated  for  such  a 
service.  The  State  Board  of  Health  accepting 
the  challenge,  allotted  a part  of  its  funds  or- 
dinarily utilized  for  general  administration 
for  beginning  a program  for  services  to  crip- 
pied  children.  These  funds  were  matched  by 
equal  funds  available  under  the  Federal  So- 
cial Security  Act,  and  the  Division  of  Mater- 
nal and  Child  Health  was  selected  to  admin- 
ister the  program. 

The  State  Board  of  Health  in  setting  up  the 
program  defined  a “crippled  child”  as  fol- 
lows: “A  crippled  child  is  a person  under  21 
years  of  age  who  for  reason  of  a physical  de- 
fect or  infirmity,  whether  congenital  (cata- 
ract., hare  lip,  chest  palate,  etc.),  or  acquired 
by  accident,  injury,  or  disease  (burn  contrac- 
tures, etc.),  is  or  may  be  expected  to  become 
totally  or  partially  incapacitated  for  education 
or  for  remunerative  occupation,  excluding, 
however,  such  persons  whose  chief  disability 
is  irremediable  blindness  or  deafness,  and  ex- 
cluding mentally  defective  cases,  speech  de- 
fects, and  epilepsy.  For  the  present,  cases  of 
chronic  bronchitis,  atelectasis,  lung  abscess, 
pyelitis,  nephritis,  hernia,  burns  in  the  acute 
stage,  fractures  treated  without  resulting  de- 
formity, and  chronic  otitis  media  without  dem- 
onstrable hearing  defect  will  be  excluded.” 

The  original  program  consisted  of  (1)  case 

" Director,  Maternal  and  Child  Health  and  Crippled 
Children’s  Services.  Delaware  State  Board  of  Health. 


finding,  (2)  clinic  service.  The  case-finding 
program  was  carried  out  by  the  county  and 
Wilmington  Health  1 nits  in  cooperation  with 
physicians,  hospitals  and  schools  throughout 
the  state.  303  cases  were  found  in  the  first 
year  of  our  activities.  These  cases  were  diag- 
nosed by  Crippled  Children's  Service  and 
those  cases  not  needing  surgical  procedures  or 
hospitalization  weie  treated  in  clinics  with  the 
approval  of  the  family  physician,  unless  the 
case  was  determined  to  be  unable  to  pay  in 
whole  or  in  part.  Hospitalization  was  carried 
out  in  approved  hospitals,  with  the  Levy  Court 
in  the  county  involved  shouldering  its  share  of 
the  hospital  costs. 

The  service  expanded  at  a rapid  rate  and  in 
four  years  there  were  over  900  on  our  crippled 
children’s  register.  These  cases  were  mostly 
orthopedic  ones  and  did  not  include  any  other 
handicapping  conditions.  In  the  beginning 
the  entire  program  was  upon  the  shoulders  of 
one  Director,  one  orthopedic  surgeon,  and  the 
public  health  nurses  in  the  health  units.  One 
nurse  was  trained  especially  in  orthopedic 
nursing,  including  physical  therapy,  and  her 
full  time  was  devoted  to  the  program. 

When  the  Alfred  I.  duPont  Institute  of  the 
Nemours  Foundation  opened  its  doors,  it  was 
able  to  absorb  the  large  orthopedic  case  load 
that  had  accumulated.  There  was  a coordina- 
ted program  developed  in  cooperation  with 
the  Institute  in  which  the  State  Crippled 
Children's  Service  provided  investigation  of 
cases  prior  to  admission,  and  follow-up  service. 
This  service  was  of  both  field  nursing  and 
clinical  types. 

In  the  interim  since  the  beginning  of  the 
service  it  was  brought  forcibly  to  our  attention 
that  care  other  than  that  foi  orthopedic  cases 
was  necessary.  Many  cases  of  cerebral  palsy 
were  seen  in  our  clinics  and  no  facilities  for 
treatment  of  such  cases  were  available.  In 
order  to  provide  some  service  for  these  so- 
called  “spastics,"  special  clinics  were  ar- 
ranged on  an  annual  basis  with  the  assistance 
of  Dr.  Winthrop  Phelps  of  Baltimore.  Dr. 
Phelps  conducted  these  special  clinics  for  us, 
and  his  recommendations  for  care  of  cerebral 
palsy  cases  were  carried  out  and  followed  up 
in  the  regular  crippled  children's  clinics. 

The  necessity  for  full-time  medical  social 
workers,  physical  therapists,  and  speech  thera- 
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pists  was  recognized  early  in  the  program. 
Numerous  families  of  crippled  children  need 
advice  from  a social  worker.  Many  children 
seen  in  our  clinics  needed  some  form  of  physi- 
cal therapy  following  clinic  or  hospital  treat- 
ment. Children  with  cerebral  palsy  presented 
us  with  speech  defect  problems  which  only  a 
speech  therapist  could  handle.  A medical  so- 
cial consultant  was  employed  in  1943.  One 
physical  therapist  and  one  speech  therapist 
were  added  to  the  staff  in  1946  to  attempt  to 
handle  the  large  number  of  cases  needing  ser- 
vice. This  service  has  been  a boon  in  rehabili- 
tating many  children  who  would  otherwise 
have  become  public  charges. 

Our  entrance  into  the  war  in  1941  handi- 
capped the  service  tremendously.  The  direc- 
tor and  the  orthopedic  surgeon  were  called  into 
service.  However,  with  cooperation,  especially 
from  the  Alfred  I.  duPont  Institute,  personnel 
was  provided  for  continuing  the  work  uninter- 
ruptedly. 

Up  to  June  30.  1948  the  number  of  children 
on  our  register  amounted  to  a total  of  1983.  Of 
these  cases  68  were  dropped  from  service  be- 
cause of  complete  rehabilitation  or  for  becom- 
ing 21  years  of  age  before  completion  of  treat- 
ment. Non-completed  cases  were  referred  to 
proper  agencies  for  the  continuance  of  treat- 
ment and  further  rehabilitation. 

In  1946  the  State  Board  of  Health  revised 
its  definition  of  a crippled  child  as  follows: 
“Under  the  Delaware  Crippled  Children's 
Service  a crippled  or  physically  handicapped 
child  is  a person  under  21  years  of  age,  who 
for  reason  of  a physical  defect  or  infirmity, 
whether  congenital  or  acquired  by  accident, 
injury  or  disease,  is  or  may  be  expected  to  be 
totally  or  partially  incapacitated  for  educa- 
tion or  for  remunerative  occupation." 

This  change  was  made  because  of  our  ex- 
perience and  knowledge  that  there  were  many 
children  who  needed  care  which  our  services 
did  not  cover.  For  example,  (1)  services  for 
cerebral  palsy  cases  were  inadequate,  (2)  no 
service  was  available  for  children  afflicted 
with  rheumatic  fever,  remedial  deafness,  epi- 
lepsy, and  other  conditions.  The  diagnosis, 
treatment,  and  rehabilitation  of  hundreds  of 
children  who  suffer  from  the  above  conditions 
is  a good  investment.  It  prevents  the  future 


outlay  of  almost  inestimable  public  funds  for 
the  care  of  such  persons  as  public  charges. 

It  was  generally  thought  that  the  opening 
of  the  Alfred  I.  duPont  Institute  of  the  Ne- 
mours Foundation  would  solve  all  our  prob- 
lems so  far  as  crippled  children  are  concerned. 
This  has  been  proven  to  be  far  from  correct. 
The  Institute  handles  only  orthopedic  cases 
and  a few  selected  pediatric  cases  of  special 
interest  for  research.  The  large  problem  of 
cerebral  palsy,  rheumatic  fever,  hard  of  hear- 
ing, epilepsy,  etc.,  remain  with  us.  It  seems 
logical  that  these  cases  should  receive  the  same 
excellent  care  as  the  orthopedic  cases.  The  state 
will  benefit  three  ways  in  having  a large  per- 
centage of  these  handicapped  children  become 
remunerative  workers : 

1.  They  will  provide  taxes  which  will  re- 
turn more  than  enough  to  repay  for  the  care 
given  them. 

2.  They  will  not  become  continuous  public 
charges  at  a price  that  is  tremendous  in  com- 
parison to  the  cost  of  medical,  educational  and 
social  rehabilitation. 

3.  They  will  become  valuable  citizens  and 
workers  who  are  interested  in  the  progress  and 
welfare  of  their  communities,  state  and  nation. 

Would  it  not  be  wise  to  invest  in  our  crip- 
pled children  now  and  reap  the  rewards  that 
will  eventually  be  forthcoming? 


GOOD  POSTURE  FOR  OUR  CHILDREN 

Mary  L.  McCarthy,* 

Dover,  Del. 

Approximately  one-third  of  the  patients 
registered  in  the  physical  therapy  files  in  the 
Crippled  Children's  Service  of  the  Delaware 
State  Board  of  Health  are  receiving  treatment 
for  poor  posture.  These  patients  range  in  age 
from  nine  to  sixteen  years.  One  might  term 
them  as  “selective"  patients,  because  they  are 
fortunate  in  having  parents  who  realize  the 
disturbances  which  may  result  from  poor  body 
alignment  and  consult  the  orthopedist  in  clinic, 
where  a complete  postural  examination  is 
given  and  follow-up  care  prescribed. 

As  a rule,  deep  breathing  and  pelvic  roll  are 
demonstrated  to  each  patient  for  whom  gen- 
eral postural  exercises  have  been  recommend- 
ed. Added  to  these  are  those  exercises  which 
develop  coordination  in  the  groups  of  muscles 

* Physical  Therapist,  Delaware  State  Board  of  Health. 
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which  maintain  the  erect  posture,  stretching 
shortened  muscles  and  strengthening  weak- 
ened muscles  according  to  the  individual’s 
needs.  Corrective  exercises  should  be  simple, 
should  not  take  too  long  to  perform,  and  a no- 
ticeable* improvement  should  occur  in  a rela- 
tively short  time.  With  the  assistance  of  the 
nutritionist  and  the  staff  nurses,  the  general 
health,  the  nutritional  status  and  sleeping 
habits  of  the  child  are  investigated  and  the 
necessary  suggestions  are  offered.  It  is  ex- 
plained to  each  patient  that  good  posture  is 
more  than  merely  standing  up  straight;  it  is 
the  proper  use  of  the  body  in  all  daily  activi- 
ties. Because  there  is  a close  relationship  be- 
tween posture  and  the  child's  physical  and 
mental  health,  medical  supervision  occurs 
periodically. 

Unless  the  child  is  keenly  interested  in  hav- 
ing good  posture  and  develops  a perception  of 
habitual  good  carriage,  then  efforts  to  improve 
his  posture  cannot  be  too  successful.  There- 
fore, one  of  our  most  challenging  problems  is 
motivation.  Posture  films,  posters,  pictures 
of  movie  stars,  athletes  and  other  ‘ ' heroes  are 
sources  which  serve  to  arouse  interest.  The 
aesthetic  effect  of  an  attractive  appearance 
accompanied  by  an  increase  in  poise  and  grace 
appeals  to  adolescent  girls.  The  admiration  of 
physical  strength  usually  expressed  by  teen- 
age boys  is  a medium  of  arousing  interest  in 
good  body  mechanics. 

Thus  far  we  have  mentioned  only  the  chil- 
dren who  are  receiving  attention  from  a team 
of  professional  workers  endeavoring  to  im- 
prove postural  habits.  It  is  appalling  when 
one  considers  the  number  of  school  children  to 
whom  no  organized  program  in  correct  body 
mechanics  is  being  offered.  Especially  in  our 
rural  areas  where  there  is  no  physical  educa- 
tion instructor  or  school  nurse  employed,  the 
instructions  in  good  posture  are  dependent  en- 
tirely upon  the  discretion  of  the  teacher.  If 
this  he  the  case,  then  excellent  results  can  be 
attained  when  this  subject  is  integrated  with 
all  health  teaching  rather  than  emphasized  or 
set  apart  as  a separate  unit.  The  teacher  has 
an  opportunity  to  detect  deviations  from  flic 
normal  in  her  day  to  day  contact  with  students 
through  observation  of  significant  changes  in 
appearance  and  behavior.  She  should  be  alert 
to  some  of  the  factors  influencing  posture  such 


as:  sitting,  standing  and  walking  habits,  mal- 
nutrition, fatigue,  vision  and  hearing  defects, 
mental  attitude,  and  poorly  fitted  clothing. 
To  see  that  school  equipment  is  adjusted  to  tit 
the  size  of  the  child  is  an  immediate  responsi- 
bility of  the  teacher. 

In  schools  where  a physical  education  in- 
structor and  school  nurse  are  included  on  the 
faculty,  these  persons  together  with  the  home 
room  teacher  have  an  opportunity  to  develop 
an  excellent  program  on  postural  attitudes. 
The  physical  education  teacher  is  qualified  to 
supervise  instructions  in  the  criteria  of  good 
posture  as  well  as  demonstrating  posture  ex- 
ercises. The  nurse,  through  her  visits  to  the 
home,  has  an  opportunity  to  observe  in  what 
way  the  home  environment  is  affecting  the 
postural  habits  of  the*  school  child.  We  have 
already  discussed  flu*  responsibility  of  the 
teacher  in  this  program. 

A good  correlation  of  all  these  services  is 
realized  when  the  parent,  through  the  advice 
of  the  school  nurse  or  family  doctor  accom- 
panies, the  child  with  poor  posture  to  the 
Crippled  Children's  Clinic  for  a diagnosis  by 
the  orthopedist. 

To  further  acquaint  our  staff  with  the  basic 
principles  involved  in  the  correction  of  pos- 
tural habits  a portion  of  a staff  institute  to  be 
presented  in  the  fall  has  been  planned  with 
the  idea  of  familiarizing  each  individual  with 
the  key  to  her  own  good  body  mechanics.  In 
this  way  we  shall  be  more  competent  to  offer 
instructions  in  good  posture  to  our  children. 


YOU  WOULDN'T  BELIEVE  IT, 

MR.  RIPLEY! 

Richard  C.  Beckett,  B.  8.,* 

Dover,  Del. 

It  was  Ralph  Waldo  Emerson,  who,  after 
spending  many  fruitful  years  endeavoring  to 
interpret  the  spirit  of  the  American  people 
and  mankind  in  general,  finally  came  to  the 
conclusion  that  war  is  a shield  which  has  two 
sides,  one  the  dark,  rough  side,  and  the  other 
the  bright,  shiny  side.  By  the  rough  side  he 
meant  the  hatred,  the  bitterness,  the  misery, 
and  the  slaughter  that  war  causes  throughout 
the  world.  On  the  shiny  side  he  found  that 
wars  were  beneficial  upsurges  of  mankind  in 

* State  Sanitary  Engineer,  Delaware  State  Board  of 
Health. 
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his  long  struggle  to  get  higher  and  higher  up 
the  ladder  of  civilization. 

One  other  product,  however,  on  which  lie  did 
not  dwell,  but  which  war  brings  to  its  greatest 
fruition,  was  the  community  of  interest  of  all 
peoples,  in  such  times,  toward  their  individual 
nation  or  a group  of  nations.  Certainly  during 
this  past  war  this  solidarity  of  feeling  gave 
rise  to  the  creation  of  the  greatest  accumula- 
tion of  capital  mankind  had  ever  experienced. 
It  also  demonstrated  further  that  the  taxpay- 
ers, out  of  their  earnings  and  the  government 
through  many  financial  devices,  together  gave 
science  the  opportunity  to  make  leaps  forward 
into  the  unknown  that  heretofore  were  un- 
dreamed of.  The  most  visible  and  most  grace- 
ful of  these  products  was,  of  course,  the  de- 
velopment of  the  airplane.  The  most  devastat- 
ing, but  which  in  the  future  could  be  the  most 
beneficial,  was  the  atomic  bomb. 

Such  a community  of  interest  is  also  created 
by  crises  in  the  post-war  periods  and  also  dur- 
ing gi'eat  economic  depressions.  Just  within 
the  last  fifteen  years  we  have  seen  the  Federal 
government  step  into  the  role  of  helper  to  the 
states  and  counties  in  an  economic  crisis,  and 
just  recently  the  United  States  stepped  into 
the  role  of  helper  to  nearly  all  the  other  coun- 
tries of  the  world. 

It  is  difficult  for  Mr.  Ripley  or  us  to  visual- 
ize the  magnitude  of  the  aid  that  has  been 
granted  to  European  countries  and  others 
since  the  end  of  the  war.  Those  of  us  who  have 
been  struggling  to  do  something  in  our  chosen 
career  know  that  the  natural  thing  is  to  take  as 
examples  those  categories  which  we  have  al- 
ways felt  would  thereby  raise  the  standard  of 
living  of  all  people.  Two  of  these  great  cate- 
gories are  the  provision  of  satisfactory  water 
supplies  and  the  satisfactory  disposal  of  hu- 
man wastes  through  adequate  sewage  treat- 
ment plants.  The  one  category  to  supply  good, 
safe  drinking  water  which  all  people  need,  and 
the  second,  the  greatly  unfinished  job,  to  point 
the  need  to  treat  such  waters  after  they  have 
been  soiled,  either  by  human  beings  or  by  in- 
dustry, and  to  return  such  waters  in  fairly 
good  condition  back  to  Mother  Nature  and  hei- 
st reams. 

If  we  translate  the  relative  population  of 
Delaware  into  the  population  of  the  United 
States  and  then  divide  this  quotient  into  the 


total  sum  of  money  granted  to  Europe  and 
other  countries  since  World  War  II,  the  share 
which  would  accrue  to  Delaware,  applied  to 
this  one  single  item  of  sewage  treatment  alone, 
would  provide  every  unsewered  home  with 
these  facilities  and  every  municipality  or 
other  groups  of  people  with  modern  sewage 
treatment  plants  not  only  once,  but  eight  times 
over. 

Extent  of  State  Aid 

The  extent  of  the  aid  extended  by  the  Fed- 
eral government  during  the  nineteen  thirties 
is  dwarfed  by  the  aid  given  to  the  foreign 
countries  since  the  war.  However,  many  people 
will  be  surprised  to  know  the  magnitude  of  the 
aid  given  by  the  states,  in  the  year  1947,  to 
their  own  local  subdivisions  irrespective  of  any 
federal  participation.  In  a recent  study  made 
by  the  Council  of  State  Governments  it  is  re- 
ported that  the  states  are  helping  local  gov- 
ernments at  the  rate  of  more  than  $200,000,000 
a month.  That  amounts  to  more  than  one- 
third  of  the  $8,100,000,000  spent  by  the  states 
during  the  entire  year.  State  aid  to  local  gov- 
ernments rose  to  24.5%  in  1947  while  state 
revenues  climbed  to  17.8%.  Aid  to  states  in 
this  study  includes  both  the  local  share  of 
state-collected  taxes  and  grants  by  the  states 
to  localities  for  specific  purposes. 

It  is  interesting  to  see  how  widespread  is 
this  policy  and  how  it  has  occurred  in  such  a 
diversity  of  states.  Wisconsin  used  54.2%  of 
its  total  expenditures  aiding  localities.  Colo- 
rado is  second  with  52%  ; Ohio  is  third  with 
43.8%  ; New  York  fourth  with  42.8%  ; Cali- 
fornia fifth  with  41.9%;  and  Indiana  sixth 
with  40%.  In  terms  of  dollars  New  York  state 
spent  the  most  on  local  aid.  The  total  New 
York  state  expenditures  amounted  to  $907,- 
000,000,  and  of  this  total  New  York  spent 
$388,000,000  on  local  governments.  California 
was  second  in  dollar  value,  with  $290,000  000; 
Michigan  third,  with  $167,000,000;  Ohio 
fourth,  with  $163,000,000;  Massachusetts 
fifth,  with  $118,000,000;  and  Pennsylvania 
sixth,  with  $105,000,000.  The  largest  share 
of  local  aid  was  $1,131,000,000  to  help  support 
schools.  Local  public  welfare  services  receiv- 
ed $497,000,000.  highways  $437,000,000  and 
other  functions  $539,000,000. 

Many  of  the  states  are  recognizing,  particu- 
larly with  reference  to  the  abatement  of  stream 
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pollution,  the  community  of  interest  existing 
between  the  municipalities,  which  are  the  crea- 
tures of  the  legislatures  themselves  and  the 
states.  Many  states  have  advanced  loans  for 
the  planning  of  such  municipal  improvements, 
others  have  provided  low  interest  rate  money, 
while  some  have  made  direct  grants  as  high  as 
50%.  Other  states  have  assisted  in  the  con- 
struction costs  of  the  sewage  plant  alone 
and/or  interceptor  sewers. 

Federal  Stream  Pollution  Bill  Follows 
Federal  State  Pattern 

This  aid  to  states  was  recognized  by  the  Fed- 
eral government  in  the  original  Public  Works 
Program  and  it  is  further  emphasized  by  the 
Federal  government  in  the  bill  recently  passed 
by  both  houses  of  Congress,  and  signed  by  the 
President.  Under  the  terms  of  this  bill  the 
Stream  Pollution  Control  Program  is  lodged 
jointly  with  the  U.  S.  Public  Health  Service 
and  the  Federal  Works  Agency.  This  bill  fol- 
lows the  pattern,  only  recently  emphasized, 
that  the  Federal  Agency  must  work  through 
the  corresponding  agencies  in  the  state  gov- 
ernment, whether  it  be  the  State  Board  of 
Health,  a Stream  Pollution  Commission,  or  a 
combination  of  both.  This  type  of  procedure 
follows  the  Federal  and  state  highway  pattern, 
the  Federal  and  state  aviation  pattern,  and 
various  others. 

The  states,  on  their  level,  have  shown  their 
community  of  interest  for  generations  by  the 
installation  of  state  institutions  for  the  insane, 
the  mentally  deficient,  as  well  as  the  better 
known  state  penal  institutions.  The  counties 
have  done  likewise  in  establishing  facilities  for 
old  age  homes  and  county  jails.  You  might 
be  interested  to  know  that  the  first  two  actions 
of  those  who  landed  at  Jamestown,  in  1608, 
were  to  establish  a jail  and  a poorhouse ! 

New  Castle  County  Has  Unique  Set-Up 

In  this  state  we  have  a unique  set-up  where- 
by the  New  Castle  County  Levy  Court  has  as- 
sisted the  unincorporated  areas  in  the  con- 
struction and  financing  of  sewers  and  sewage 
disposal  plants.  This  program  has  been  con- 
tinuing for  a good  many  years  and  has  now 
been  broadened  by  the  creation  of  sanitary 
districts.  Under  the  original  set-up  and  for  a 
number  of  years  this  work  was  financed  in 
part  by  general  tax  rates  of  the  county,  which 
meant,  of  course,  that  the  rural  areas,  the 
farmers,  and  the  taxpayers  of  the  city  of  Wil- 


mington, helped  to  carry  this  load  for  the  in- 
dividual property  owner.  The  sanitary  dis- 
trict law  is  an  attempt  to  have  the  district 
itself  carry  this  load  but  spread  over  a period 
of  years  as  is  done  by  towns  and  cities. 

Static  Aid  to  Towns  and  Cities 

These  many  forays  into  the  realm  of  assist- 
ance from  one  level  of  government  to  another, 
over  these  many  years,  suggested  the  idea  that 
possibly  we  are  ready  in  this  state  to  assist  in 
helping  the  towns  bear  the  burden  of  cleaning 
up  the  wastes  which  are  now  defiling  the 
streams  and  ponds  throughout  the  state.  All 
of  these  wastes  do  not  stay  within  the  limits 
of  an  incorporated  area,  but  are  found  flow- 
ing on  their  way  from  community  to  commu- 
nity until  they  empty  into  the  Delaware  River 
or  go  westward  toward  the  Chesapeake.  As 
the  Federal  government  gave  aid  to  Dover, 
Middletown,  Harrington,  Georgetown,  and 
also  to  New  Castle  County  for  sewer  construc- 
tion work,  might  it  not  be  a good  idea  to  con- 
sider that  the  state  of  Delaware  will  assist  to 
the  extent  say,  of  one-lialf  the  cost  of  prepara- 
tion of  plans,  a partial  grant,  perhaps  the 
state  use  of  low  interest  bonds,  to  its  towns  or 
cities  for  the  construction  of  the  sewage 
plants  ? 

Towns  and  cities,  such  as  Lewes,  Selbyville,' 
Xeaford  and  Laurel,  have  already  prepared 
their  plans.  The  city  of  Wilmington  is  now  in 
the  process  of  preparing  complete  plans  for 
that  metropolitan  area. 

Aid  to  Wilmington  and  Other  Cities 

Under  such  a plan,  for  instance,  Wilming- 
ton, which  is  now  preparing  plans  for  taking 
its  sewage  and  industrial  wastes  out  of  the 
Brandywine  Creek  and  the  Christiana  River; 
would  be  assisted  as  she  has  in  turn  over  the 
past  fifteen  years  assisted  through  her  county 
tax  rates,  the  minor  subdivisions  in  New  Castle 
County,  which  have  benefited  by  the  program 
of  sewerage  works  construction  initiated  by 
the  New  Castle  County  Levy  Court. 

Further,  in  some  of  the  smaller  towns 
throughout  the  state,  where  the  burden  of  in- 
stalling sewers  would  be  quite  heavy,  such 
public  programs  would  be  considerably  helped 
with  this  assistance  by  the  state,  through  shoul- 
dering part  of  the  cost  of  the  treatment  plants 
through  low  cost  money  or  partial  grants.  The 
towns  now  greatly  in  need  of  certain  treat- 
ment plants  are  confined  to  our  medium  sized 
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and  small  towns.  These  costs  would  vary,  of 
course,  with  population  and  according  to  the 
degree  of  treatment  needed.  The  towns  or 
cities  situated  on  small  streams  necessarily 
should  have  more  complete  treatment  of  their 
wastes  and  would  accordingly  need  more  assist- 
ance. The  assistance  might  be  put  on  a per- 
centage basis  of  the  cost  of  construction  as  a 
fair  way  of  adjusting  such  grants. 

Towns  and  cities  which  would  benefit  by 
this  program  are  those  which  have  no  treat- 
ment facilities  at  all,  as  well  as  those  which 
need  additions  to  their  present  treatment 
plants. 

Those  towns  and  cities  of  such  populations 
as  would  warrant  such  public  improvements 
and  which  have  no  sewage  treatment  plants 
are:  Wilmington,  Millsboro,  Bridgeville,  Clay- 
mont,  Delaware  City,  Laurel,  Lewes,  Marshall- 
ton,  Newport,  Selbyville,  Arden  and  Arden 
Town.  Communities  which  have  partial  or 
complete  treatment,  but  which  need  additions 
for  further  treatment  are : Dover,  George- 
town, Harrington,  Milford,  Richardson  Park, 
Clayton  and  Stanton. 

What  the  Cost  Might  Be 

If  the  state  aid  pogram  were  limited  solely 
to  50 '/<  of  the  cost  of  the  sewage  treatment 
plant  the  total  amount  needed  to  be  appro- 
priated would  be  $1,974,000  of  which  total, 
Wilmington  would  receive  approximately 
$1,400,000. 

Under  the  bill  recently  passed  by  Congress, 
there  is  the  possibility  that  further  aid  could 
be  given  to  the  towns  and  cities  in  the  several 
states  through  the  designated  state  agency, 
presumably  the  State  Board  of  Health,  and 
thence  to  the  municipalities  on  the  following 
bases:  In  the  case  of  the  preparation  of  plans 
one-third  the  cost  of  $20,000,  whichever  is  the 
smaller;  and  loans  to  the  municipality  of  low 
interest  money  up  to  one-third  the  cost  of  con- 
struction, or  $250,000,  whichever  is  the  smaller. 

This  combination  of  state  and  federal  assist- 
ance would  help  immeasurably  to  carry  the 
burden  which  would  have  to  be  assumed  by  the 
towns  and  cities  if  such  sewage  facilities  as 
modern  sewage  treatment  plants  are  to  be  had. 
Aid  has  been  given  in  many  other  categories 
and  it  would  seem  advisable  to  do  so  in  this 
new  field,  not  only  because  all  the  residents  of 
this  state  have  an  interest  in  their  own  native 
streams  and  other  bodies  of  water,  but  in  addi- 
tion many  thousands  of  visitors  coming  to  the 


state  each  year  also  have  an  interest  in  the  use 
of  clean  streams  and  clean  bodies  of  water  for 
fishing,  boating  and  bathing.  Certainly  these 
improvements  would  impose  no  additional 
barriers  against  the  use  of  our  natural  facili- 
ties in  this  state ! 

The  Sewer  Rental  Tax  System 

How  would  the  towns  carry  their  share  of 
the  bonded  indebtedness ? The  old  established 
practice  was  to  put  everything  on  the  general 
property  tax.  It  is  becoming  clear  now  that 
the  fair  way  to  do  this  is  to  assume  that  sewage 
and  industrial  wastes  were  once  the  clean  and 
clear  waters  pumped  from  the  town  well  but 
which  were  soiled  by  usage  on  the  part  of  in- 
dividuals, industrial  concerns,  or  commercial 
establishments.  Is  it  not  fair  to  recognize  this 
and  have  each  person  pay  for  the  cost  of  re- 
claiming this  soiled  water?  A portion  of  the 
tax  could  be  a general  property  tax,  because 
all  land  increases  in  value  when  any  steps  are 
taken  to  raise  the  standard  of  living  of  the 
community.  The  greater  share  could  be  as- 
sumed by  the  Sewer-Rental  Method.  In  many 
cases  this  is  an  arbitrary  figure  fixed  according 
to  the  amount  of  water  used  by  the  family, 
commercial,  or  industrial  establishment,  or  it 
may  be  a percentage  of  the  water  bill  as  billed 
by  the  municipality  when  the  water  supply 
system  is  owned  by  the  town  itself.  Under 
this  system  the  more  water  you  use  and  soil, 
the  more  you  have  to  pay.  Furthermore,  such 
rentals  would  be  used  to  operate  and  main- 
tain such  sewage  facilities  rather  than  to 
charge  such  costs  against  the  general  tax  rate. 

A piogram  of  assistance  as  described  would 
of  necessity  be  spaced  over  a period  of  years. 
Many  towns,  such  as  Wilmington,  New  Castle, 
Lewes,  Seaford  and  Laurel,  would  probably 
consider  going  ahead  in  the  near  future,  since 
these  towns,  while  they  do  have  sewers  avail- 
able throughout  the  incorporated  area,  do  not 
have  treatment  plants.  Towns  such  as  Selby- 
ville, Frankford  and  Milton  are  about  ready 
for  the  installation  of  a complete  sewerage 
system.  Milford  and  Dover  are  ready  for  en- 
largements to  their  existing  plants. 

An  aid  program  on  the  part  of  this  state, 
as  has  been  done  in  other  states,  would  cer- 
tainly give  the  necessary  added  impetus  to  the 
long  dormant  efforts  of  these  communities  for 
such  public  improvements.  It  is  worth  dis- 
cussing. 
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THE  CHANGING  FAMILY 

Cecil  A.  Marshall,  B.  S.,# 

Dover,  Del. 

The  primary  group  of  our  society  is  the 
family  whose  structure  and  function  is  re- 
lated and  reciprocal  to  the  larger  social  orders. 
Each  is  inevitably  and  vitally  affected  by  the 
stability  and  organization  of  the  other  group, 
as  the  present  day  family  has  been  moded  by 
community  urbanization.  The  nature  of 
family  organization  is  also  affected  by  the  cul- 
ture of  the  era  of  which  it  is  a part. 

The  initial  family  group  was  the  trustee 
type  where  interdependence  of  its  members 
was  of  paramount  importance  and  whose  occu- 
pation was  chiefly  agricultural.  This  type 
family  may  still  be  found  in  agricultural 
areas,  but  in  numbers  it  has  vanished  into  the 
small  minority.  Families  of  this  type  were 
common  in  the  old  world  and  they  served  as  a 
strong  backbone  of  the  early  development  of 
the  United  States  until  the  industrial  develop- 
ment began  to  siphon  its  members  away  to  the 
cities.  A family  of  this  type  raised  their  own 
food  and  clothed  themselves  with  homespun 
material.  It  was  common  for  their  land  to  stay 
in  their  own  blood-line  of  inheritance  for  a 
century  or  more.  During  the  early  periods 
there  were  many  unhappy  hut  “good  and 
loyal”  women  who  did  not  seek  even  a justifi- 
able divorce  though  they  knew  their  husbands 
were  philanderers.  There  were  usually  chil- 
dren to  consider.  A divorced  woman  had  no 
status.  Moreover  most  women  had  no  visible 
means  of  support  outside  of  the  family  groups. 

Today  this  is  changed  and  such  change  can 
serve  as  a weighty  consideration  in  the  evalua- 
tion of  our  present  social  order.  Today  women 
demand  a partnership  relationship.  A mar- 
riage in  which  there  is  no  love  and  respect  is 
usually  broken  apart  unless  there  are  other  im- 
portant considerations  which  prevent  such  dis- 
solution. The  early  family  was  a closely  knit, 
cohesive  unit — the  necessity  of  earning  a live- 
lihood made  it  that  way.  There  was  a close 
unity  of  interest  since  their  lives  so  largely 
circumscribed  the  same  narrow  channels.  In 
matters  of  religious  practices,  education,  rec- 
reation and  economic  activities  the  various 
members  of  the  family  participated  as  a unit. 
Such  an  identification  of  the  family  group  is 

4 Statistician,  Delaware  State  Board  of  Health. 


no  longer  possible  in  the  modern  urban  life  of 
the  city  where  members  of  the  family  develop 
different  interests  by  virtue  of  their  roles  in 
the  various  secondary  groups.  Such  a variety 
of  interests,  religious,  social  and  economic,  de- 
veloped in  working  together  a spirit  of  unity 
that  made  the  early  family  a highly  organized 
group  in  contrast  to  the  disorganized  family 
which  is  so  evident  today. 

In  America  we  have  the  domestic  family 
which  is  subject  to  infinite  gradations  in  the 
criteria  of  family  unity.  There  are  well  organ- 
ized families,  families  subject  to  internal  dis- 
sention  and  tensions  which  just  muddle  along 
hut  keep  together,  and  families  which  are  dis- 
organized and  have  had  to  break  up  due  to 
cultural  dissimilarities  of  the  members  or  to 
fundamental  problems  found  indissoluble.  In 
such  cases  it  is  better  that  individuals  discon- 
tinue their  relationships  rather  than  try  to 
live  in  conflict  and  tension. 

The  change  from  the  home  and  village 
economy  of  the  middle  ages  to  the  industrial 
systems  of  today  has  wrought  the  change 
wherein  families  are  finding  themselves  in 
more  trouble.  The  loss  of  the  traditional 
family,  viewed  with  consternation  by  some, 
must  be  accepted  along  with  the  changing  eco- 
nomic, political  and  social  systems.  Had  it 
not  been  for  the  religious  controls  and  tradi- 
tional moral  dictums  of  earlier  centuries  we 
would  have  had  then  more  instability  in  family 
organization  than  was  in  evidence  during  those 
times.  One  cannot  pass  over  lightly  the  re- 
straint of  religious  influence  in  preserving  the 
family  structure.  If  one  is  a Roman  Catholic, 
he  expects  his  marriage  to  be  permanent;  if 
he  is  an  agnostic,  he  has  no  compunctions  as 
to  the  mystically  sacramental  character  of  the 
monagamic  union.  Thus  we  find  new  stand- 
ards of  life  and  new  attitudes  have  supplanted 
the  older  views.  The  old  contacts  have  van- 
ished and  since  we  have  to  go  on  living  while 
at  the  same  time  solving  our  problems  there 
will  be  elements  of  trial  and  error  in  the  mean- 
time before  an  adjustment  will  be  made.  We 
do  not  know  what  will  be  the  future  family 
type.  The  present  domestic  type  family  may 
be  a closely  knit  one  in  which  there  is  com- 
plete unity  and  organization  with  individual 
activities  being  outside  of  the  home.  The  har- 
mony of  this  group  is  enlivened  with  each 
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member  who  contributes  his  share  to  its  suc- 
cess or  sacrifices  in  obligation  to  the  interest, 
need  or  privilege  of  another  member.  Such  an 
ideal  type  exists  in  numbers  of  instances. 

Since  the  interest  of  the  domestic  family  is 
outside  of  the  home,  the  home  serves  mostly  as 
a place  to  repose  during  intermission  from  ac- 
tivities of  its  members.  The  employment, 
schools,  clubs,  automobiles,  resorts  and  thea- 
tres all  draw  the  individual  away  from  home. 
The  telephone  is  the  instrument  that  serves 
in  the  home  as  a clearing-house  for  all  of  these 
activities. 

Thus  there  has  passed  the  economic  function 
of  the  home  and  its  use  as  a cultural  center. 
The  increase  in  the  standard  of  living  concom- 
itant to  industrial  expansion  has  increased 
family'' wealth  and  made  luxuries  of  former 
years  necessities  of  today.  The  multiplica- 
tion of  wants  too  often  exceeds  the  income  and 
at  this  point  trouble  can  start  brewing.  Fric- 
tion over  trivial  items  can  end  in  the  divorce 
court.  Our  industrial  system  and  consequent 
urbanization  not  only  gave  women  employ- 
ment and  economic  freedom,  but  it  also  con- 
tributed to  the  “troubled  family.”  Unques- 
tionably, the  present  high  standard  of  living 
which  we  enjoy  is  due  to  the  employment  op- 
portunities offered  by  our  industrial  system. 
This  system  which  has  so  benevolently  given 
freedom  to  women  and  most  employable  mem- 
bers of  the  family,  has  also  taken  women  from 
domestic  duties  in  the  home  with  which  our 
forebearers  were  “burdened."  Our  standard 
of  life  is  now  making  participation  in  em- 
ployment by  women  mandatory  since  not  too 
often  is  one  breadwinner  able  to  support  a 
family  to  the  high  standards  sought  this 
present  day. 

The  precept  of  life  that  “business  is  the  es- 
sence of  happiness"  is  still  applicable  in  a 
considerable  role  since  women's  work  is  a con- 
tribution to  their  own  physical  and  mental 
health  today,  as  in  centuries  gone  by.  However, 
present  employment  is  a poor  duplication  of 
natural  inclinations  and  upon  which  our  fore- 
fathers would  frown  in  considerable  disagree- 
ment. 

The  decline  in  the  religious  theory  of  mar- 


riage and  acceptance  of  marriage  on  a eon- 
Iractural  basis  with  skeptic  interpretation  of 
its  vows  has  lessened  the  religious  and  home 
restraint  on  an  individual  who  wishes  to  pur- 
sue his  impulses  on  an  immoral  plane. 

From  such  changes  we  find  the  domestic 
family  has  modified  itself  to  be  no  longer  a 
cohesive  unit  but  to  a loosely  drawn  up  group 
wherein  the  individual  upon  becoming  a very 
young  adult  may  become  a self  sufficient  in- 
dividual, and  all  too  often  when  friction  de- 
velops in  the  home  the  son  leaves  and  the 
daughter  will  leave  to  work  or  marry  with 
little  consideration  of  the  results  thereof.  Dis- 
illusionment often  ensues. 

The  tremendous  problem  of  delinquency  of 
parents  and  children  in  America  today  comes 
from  such  homes  where  inner  conflict  is  con- 
stant, Scant  effort  is  made  to  correct  reme- 
dial differences,  since  divorce  seems  easier 
even  though  reasons  for  such  are  very  feeble. 
The  record  of  450,000  divorces  granted  in  the 
United  States  last  year  will  release  a host  of 
children  from  broken  homes  upon  society. 
Some  of  these  children  will  be  given  custody 
of  one  parent  or  the  other,  some  will  be  torn 
between  both,  some  will  find  their  way  into 
orphanages,  and  some  will  find  their  way  into 
criminal  channels. 

The  urbanization  of  society  has  given  the 
individual  freedom,  freedom  for  practically 
everything,  creating  less  stability  of  the  indi- 
vidual. Thus  natural  impulses  may  run  ram- 
pant with  the  least  censure  of  any  era. 

Since  it  is  quite  evident  that  family  organ- 
ization has  lost  its  integration  it  may  be  that 
the  individual  needs  be  taught  the  greater  re- 
wards of  moral  restraint  and  the  more  compen- 
sating  value  of  responsible  conduct.  This  may 
best  be  approached  and  accomplished  through 
our  school  systems  which  are  becoming  more 
consolidated  in  their  attempt  to  offer  more 
diffuse  opportunities  and  which  may,  largely 
through  parental  indifference,  be  required  to 
supplant  the  home  in  child  training. 

It  is  important  for  our  schools  to  consider 
the  responsibility  of  teaching  human  conduct 
and  human  relationship  courses  if  the  family 
status  is  to  change  as  indicated. 
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THE  LICENSING  OF  NURSING 
HOMES  IN  DELAWARE 

Carlisle  P.  Knight,  M.  I).,* 

Dover,  Del. 

It  is  quite  apparent  that  nursing  homes  for 
the  aged  in  Delaware  are  on  the  increase,  and 
over  the  last  two  years  quite  a few  applications 
for  conducting  new  homes  have  been  received 
by  the  State  Board  of  Health.  Inasmuch  as 
life  expectancy  has  greatly  increased,  we  are 
in  an  era  when  more  and  more  people  are  go- 
ing to  live  longer  and  thus  will  arise  the  prob- 
lem of  adequate  care  of  the  aged.  The  ideal 
nursing  home  should  be  a place  that  will  bring 
comfort,  dignity  and  a sense  of  well-being  to 
the  occupant.  There  should  be  no  sudden 
change  from  their  home  life  to  a cold  institu- 
tional life  which  would  be  upsetting  to  their 
mental  equilibrium. 

On  April  24,  1945  Governor  Walter  W. 
Bacon  signed  an  Act  of  the  Delaware  Legisla- 
ture namely,  Chapter  87,  Volume  45,  Laws  of 
Delaware,  conferring  upon  the  State  Board  of 
Health  the  power  to  regulate  and  inspect  sana- 
toria, rest  homes,  nursing  homes,  boarding 
homes  and  related  institutions.  Under  date  of 
April  4,  1946,  and  by  authority  of  this  Act,  the 
State  Board  of  Health  promulgated  regula- 
tions governing  the  operation  of  these  institu- 
tions for  care  of  aged,  infirm,  chronically  ill 
or  convalescent  persons.  The  administration 
of  the  program  for  licensing  nursing  homes 
and  related  institutions  was  placed  under  the 
Division  of  Maternal  and  Child  Health  in  the 
State  Board  of  Health.  The  assistant  director 
of  Maternal  and  Child  Health  and  the  director 
of  the  Division  of  Public  Health  Nursing  un- 
dertook the  inspection  of  these  homes  in  the 
Spring  of  1946. 

I p to  July  1,  1946,  19  nursing  homes  and  re- 
lated institutions  were  located  and  inspected, 
seventeen  of  which  were  recommended  for 
license  and  two  withheld  pending  action  on 
needed  improvements.  The  combined  bed 
capacity  of  these  nineteen  homes  was  for  220 
people.  It  was  found  that  some  of  the  homes 
were  operated  by  graduated  nurses  of  long  ex- 
perience and  others  were  run  by  practical 
nurses.  A few  were  maintained  by  lay  people 

“ Assistant  Director.  Maternal  and  Child  Health  and 
Crippled  Children's  Services,  Delaware  State  Board  of 
Health. 
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who  employed  either  graduate  or  practical 
nurses. 

The  regulations  promulgated  by  the  State 
Board  of  Health  were  designed  to  protect 
health  and  give  comfort  to  the  aged,  infirm, 
chronically  ill  and  convalescent  persons  who 
occupy  these  homes.  This  was  a step  forward 
in  public  health  in  Delaware  inasmuch  as  the 
first  inspections  showed  need  for  improve- 
ments in  many  of  these  homes,  and  in  order  to 
secure  license  it  was  necessary  for  the  opera - 
ators  to  comply  with  the  standards  hereafter 
quoted,  as  follows: 

“Regulations  Governing  the  Operation  of 

Sanatoria,  Ilcst  Homes,  X arsing  Homes, 
Hoarding  Homes,  For  the  Care  of 
Aged,  Infirm,  Chronical!  g III  Or 
Con  valescent  Persons 

1.  All  buildings  housing  aged,  infirm, 
chronically  ill  or  convalescent  persons  shall  be 
maintained  in  good  repair  and  be  suitably  lo- 
cated for  the  health,  safety  and  welfare  of  the 
said  persons. 

2.  Sufficient  measures  for  fire  protection 
must  be  provided  as  required  by  the  local  Fire 
( -liief  or  State  Fire  Marshal. 

3.  One  stretcher  shall  be  available  for 
each  bedridden  patient  for  evacuation  pur- 
poses in  the  event  of  fire. 

4.  The  water  supply,  plumbing  and 
drainage,  or  other  arrangements  for  the  dis- 
posal of  excreta  and  household  wastes  shall  be 
in  accordance  with  the  standards  set  up  by  the 
State  Board  of  Health. 

5.  All  sleeping  and  day  rooms  shall  have 
window  space  ample  for  light  and  ventilation. 

6.  All  doors  and  windows  shall  be  screen- 
ed from  May  to  November. 

7.  One  or  more  rooms  shall  be  available 
for  isolation  of  patients  with  a communicable 
disease  or  who  are  critically  ill  or  dying. 

8.  No  basement  rooms  may  be  used  for 
sleeping  quarters. 

9.  No  bed  shall  be  placed  in  any  corridor, 
hallway  or  landing. 

10.  Only  rooms  designated  as  sleeping 
rooms  for  patients  may  be  used  as  such. 

11.  Sleeping  rooms  shall  have  a minimum 
of  50  sq.  ft.  of  floor  space  per  bed. 

12.  Heads  of  beds  shall  be  at  least  4 ft. 
apart. 

13.  Floors,  walls,  furniture  and  equipment 
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must  be  in  good  condition  and  of  such  con- 
struction as  to  permit  easy  cleaning. 

14.  All  parts  of  the  premises  shall  be  kept 
clean,  neat  and  free  from  all  accumulation  of 
dirt  and  rubbish. 

15.  Toilets  and  lavatory  shall  be  conveni- 
ently accessible  to  all  persons  at  all  times.  A 
toilet  or  hopper  shall  be  available  on  each 
patient  floor.  Adequate  tub  or  shower  facili- 
ties must  be  available. 

16.  There  shall  be  an  ample  supply  of  hot 
and  cold  water  available  at  all  times. 

17.  Heating  facilities  must  be  capable  of 
maintaining  a comfortable  temperature  of  at 
least  72  degrees  F.  in  extreme  weather. 

FOOD 

18.  There  must  be  adequate  sanitary  facili- 
ties for  the  preparation,  cooking  and  serving 
of  food  and  for  the  storing  of  perishable  and 
staple  supplies. 

19.  Dishwashing  facilities  and  practices 
shall  be  such  that  dishes  are  adequately  wash- 
ed and  sterilized. 

20.  Food  served  must  be  wholesome,  ample, 
of  sufficient  variety,  and  suited  to  the  needs  of 
the  population,  with  special  diets  as  needed. 

21.  If  laundry  is  done  in  the  home,  there 
must  be  adequate  facilities  for  washing,  rin- 
sing, wringing  and  drying. 

RECORDS 

22.  A chronological  register  of  admission 
shall  be  kept. 

23.  Personal  records  of  each  person  shall 
be  kept  which  shall  include  the  name,  age,  ad- 
dress, name  and  address  of  next  of  kin,  date 
admitted,  diagnosis  and  family  physician  ; and 
such  records  shall  be  kept  completely  filled 
out  and  shall  include  records  of  additional  or 
intercurrent  illnesses  and  shall  be  available  to 
all  legally  authorized  persons.” 

During  inspection,  homes  which  could  not 
meet  the  minimum  requirements  as  establish- 
ed by  the  State  Board  of  Health  were  shown 
the  means  by  which  such  places  could  meet 
minimum  requirements  with  very  little  outlay 
of  funds.  A few  of  the  least  desirable  homes 
were  permitted  to  continue  operation  by  the 
State  Board  of  Health  while  improvements 
were  being  made.  To  close  these  homes  would 
have  worked  a considerable  hardship  on  the 
aged  who  had  no  other  abode  where  they  could 
be  domiciled.  In  order  to  gain  the  coopera- 


tion of  the  operators  of  nursing  homes,  the 
State  Board  of  Health  has  striven  to  improve 
the  condition  of  many  of  these  homes  through 
advice  and  counsel  rather  than  the  use  of 
punitive  measures.  The  license  is  given  with- 
out fee  and  can  be  revoked  for  non-compliance 
with  the  regulations.  Re-inspections  are  being 
instituted  at  this  time  so  that  the  status  of 
these  homes  will  be  kept  up  to  par.  The  State 
Board  of  Health  feels  that  the  nursing  homes 
and  related  institutions  in  Delaware,  as  in 
most  other  states,  are  far  from  ideal.  How- 
ever, some  progress  has  been  made  under  the 
law  and  there  is  hope  for  a gradual  improve- 
ment in  the  standards  of  these  various  homes 
throughout  the  state.  In  this  connection,  the 
State  Board  of  Health  solicits  the  cooperation 
of  the  private  practitioners  in  the  state  in  re- 
porting any  irregularities  they  may  observe 
while  attending  patients  in  these  homes,  in  or- 
der that  standards  of  care  for  the  aged  may  be 
maintained  at  a high  level. 

The  State  Board  of  Health  realizes  that  a 
well-balanced  diet  is  a factor  in  maintaining 
life  on  a healthy  level.  This  is  particularly 
true  in  the  aged  and  infirm.  Satisfaction  and 
comfort  are  essential  to  this  group,  and  meals 
pleasing  to  both  sight  and  taste  are  psycholog- 
ical assets.  As  the  aged  gradually  degenerate 
physiologically,  the  digestion  becomes  less  effi- 
cient and  when  this  process  is  taking  place 
foods  should  be  prepared  that  are  easily  digest- 
ed and  assimilated.  The  sedentary  life  of 
elderly  persons  is  also  a factor  in  meal-plan- 
ning. With  these  fundamentals  in  mind  the 
state  nutritionist  has  developed  her  program 
so  that  all  nursing  homes  can  he  visited  to  as- 
sist the  operators.  It  is  very  important  that 
these  operators  be  familiar  with  the  essentials 
of  planning  well-balanced  meals. 

The  Division  of  Sanitary  Engineering  has 
given  valuable  assistance  in  their  special  field 
to  the  operators  of  these  institutions.  The 
State  Board  of  Health  is  giving  consideration 
to  planning  an  institute  for  the  operators  of 
these  homes  stressing  such  things  as  proper 
home  nursing  care,  adequate  diet  for  the  aged, 
and  fire  protection  requirements. 

At  the  present  time  eleven  homes  have  been 
licensed  in  the  city  of  Wilmington,  three  in 
New  Castle  County  exclusive  of  Wilmington, 
eight  in  Kent  County  and  two  in  Sussex 
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County,  making'  a total  of  twenty-four  licensed 
homes  in  Delaware,  with  bed  accommodations 
for  270  persons.  In  addition,  two  homes  have 
been  inspected  on  which  licenses  are  being- 
withheld  pending  improvements,  and  three 
new  homes  are  awaiting  inspection  in  order  to 
receive  a license. 

It  is  expected  that  the  problem  of  earing  for 
the  aged  will  increase  as  the  number  of  elderly 
persons  in  our  population  becomes  greater. 
There  are  now  more  than  20,000  persons  over 
Go  years  of  age  in  this  state.  The  Delaware 
legislators  are  to  be  congratulated  on  passing 
the  bill  requiring  the  licensing  of  nursing- 
homes  and  every  citizen  of  our  state  should  be 
interested  in  what  has  been  done,  what  is  be- 
ing done,  and  what  must  be  done  if  our  aged 
people,  whether  indigent  or  self-supporting, 
are  given  the  proper  attention  in  their  late 
years. 


THE  PUBLIC  HEALTH  NURSE  IN  A 
MATERNAL  CHILD  HEALTH  PROGRAM 

Mary  M.  Klaes,  R.  N.,  B.  S.,® 

Dover,  Del. 

Authorities  agree  that  the  public  health 
nurse  of  today  functions  primarily  as  a 
teacher  and  family  health  advisor.  A public 
health  nursing  service  which  includes  mater- 
nal and  child  health  nursing  supervision  of- 
fers many  opportunities  for  health  teaching. 
The  public  health  nurse,  working  in  her  dis- 
trict has  a golden  opportunity  to  contribute 
to  the  promotion  of  the  health  of  mothers  and 
children  and  to  the  further  reduction  of  the 
maternal  and  infant  death  rate. 

No  one  lives  in  a world  to  himself,  and  no 
one  has  ever  begun  and  completed  a job  of 
work  entirely  by  his  own  efforts  because  there 
are  many  factors  in  every  situation.  This  is 
especially  true  in  a Maternal  Child  Health  pro- 
gram. Medical  care,  employment,  housing  and 
educational  facilities,  as  well  as  sanitation  and 
communicable  disease  control  are  only  a few  of 
the  services  which  affect  the  health  of  mothers 
and  children. 

Public  Health  Nursing  services  also  play  a 
role  in  promoting  maternal  and  child  health. 
It  must  be  made  clear  here  that  the  public 
health  nurse  never  competes  with  the  physi- 

* Director,  Public  Health  Nursing,  Delaware  State  Board 
of  Health. 


c-ian  in  charge.  The  very  first  objective  of  a 
public  health  nursing  service  is  to  assist  in  the 
procuring  of  medical  supervision  of  all  moth- 
ers and  children.  Many  times  the  public 
health  nurse  learns  incidently  of  a pregnancy 
while  making  a visit  to  another  member  of  the 
family.  Immediately  the  nurse  teaches  the 
reasons  for  the  importance  of  securing  medical 
care  as  early  in  pregnancy  as  possible  and 
strongly  advises  the  expectant  mother  to  go  to 
her  family  physician. 

The  public  health  nurse  works  with  the 
physician  by  helping  the  patient  to  understand 
and  carry  out  the  physician's  orders.  Many 
times  when  patients  or  parents  are  in  a physi- 
cian's office  they  are  excited  or  distressed, 
and  they  fail  to  get  the  meaning  of  the  physi- 
cian's directions,  or  they  forget  or  are  reluc- 
tant to  ask  the  questions  which  would  help  the 
physician  to  know  that  the  patient  needed 
more  instructions.  In  her  visits  to  the  homes 
of  the  patients  the  public  health  nurse  ex- 
plains and  interprets  the  physician's  direc- 
tions. She  assists  the  patient  or  the  family  to 
carry  out  the  physician's  orders;  frequently 
she  demonstrates  to  the  patient  or  family  how 
the  physician's  directions  can  be  carried  out 
by  using  or  improvising  equipment  which  is 
already  in  the  house. 

The  work  of  the  public  health  nurse  brings 
her  into  contact  with  the  group  in  which  the 
infant  mortality  rate  is  the  highest.  She  can 
make  a very  definite  contribution  in  the  ef- 
forts to  reduce  infant  deaths  due  to  the  four 
major  causes:  natal  and  prenatal  causes,  re- 
spiratory diseases,  gastro  intestinal  diseases, 
and  epidemic  and  communicable  diseases. 

1.  Natal  and  prenatal  causes  : This  requires 
special  effort  as  to  the  greatest  infant  mortal- 
ity rate  is  caused  by  premature  deliveries. 

a.  By  stressing  the  importance  of  medical 
care  early  in  pregnancy.  This  teaching  is  es- 
pecially necessary  with  the  mothers  in  the  low 
wage  group  or  with  unmarried  mothers. 

2.  Respiratory  Diseases: 

a.  By  stressing  the  importance  of  regular 
medical  supervision  of  infants. 

b.  By  teaching  the  mothers  to  be  observant 
of  symptoms  of  cold  and  fever,  and  getting- 
early  medical  attention. 

c.  By  demonstrating  good  nursing  care 
and  the  importance  of  bed  rest. 
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d.  By  instructions  in  personal  and  general 
hygiene. 

3.  Gastro-intestinal  Diseases : 

a.  By  stressing  the  importance  of  regular 
medical  examination  and  health  supervision  of 
infant. 

b.  Education  as  to  the  advisability  and  im- 
portance of  breast  feedings,  this  instruction 
can  be  started  during  antepartum  period  at  di- 
rection of  the  physician. 

c.  Instruction  in  hygiene,  personal  and 
general,  food  including  dangers  of  overfeed- 
ing, flies,  overheating,  etc. 

4.  Epidemic  and  Communicable  Diseases : 

a.  By  teaching  the  importance  of  early 
diagnosis  and  medical  treatment. 

b.  By  teaching  the  importance  of  vaccina- 
tion and  immunization. 

c.  By  teaching  mothers,  teachers  and  the 
general  public  the  symptoms  of  communicable 
disease. 

d.  By  demonstrating  to  the  mothers  nur- 
sing care  of  the  sick  child,  with  emphasis  on 
importance  of  bed  rest  and  isolation. 

e.  By  teaching  hygiene  and  good  nutrition. 

f.  By  participating  in  the  epidemiological 
investigation. 

In  addition  to  these  functions,  which  are 
directly  related  to  her  public  health  nursing 
duties,  the  public  health  nurse  must  have  an 
awareness  of  the  other  factors  which  affect 
family  health,  i.  e.,  the  social  and  economic 
status  of  the  family,  as  well  as  the  mental 
hygiene.  She  must  have  a knowledge  of  the 
community  resources  for  meeting  these  needs, 
and  she  must  be  able  to  help  the  families  under 
her  care  to  make  use  of  the  sendees  which  are 
offered  by  the  social  agencies  and  the  mental 
hygiene  clinics. 

The  writer  is  often  reminded  of  an  incident 
which  occurred  early  in  her  public  health  nur- 
sing days.  She  was  trying  to  find  an  interested 
citizen  who  would  volunteer  to  give  transpor- 
tation to  an  indigent  crippled  boy  living  in  a 
rural  area  to  a clinic.  “Yes,  indeed,  nurse, 
I’ll  carry  the  little  boy  and  his  mom  to  the 
clinic.”  “You  know,”  she  said,  looking  over 
the  top  of  her  eyeglasses,  “It’s  a big  job  to 
take  care  of  children  so  they’ll  be  healthy. 
The  parents  can't  do  it  alone,  the  doctor  can't 
do  it  alone,  you  can't  do  it  alone,  and  I can't 


do  it  alone,  but  if  we  all  work  together  we  can 
get  things  done.  ” 

It  was  a simple  little  sermon  given  by  a 
woman  who  had  few  educational  advantages 
and  wrho  had  very  little  of  this  world’s  goods, 
but  her  comment  contained  a great  truth — we 
can  get  things  done  if  we  work  together. 


LOW  SODIUM  DIETS  IN  HYPERTENSION 

Mary  T.  Davenport,* 

Dover,  Del. 

Low  sodium  diets  in  the  treatment  of  hy- 
pertension have  proven  effective  in  selected 
cases.  The  “rice,  fruit  and  peanut”  diet  has 
given  such  success  that  any  expansion  of  it, 
which  may  add  to  the  satisfaction  of  the 
patient,  is  worthy  of  investigation. 

Bice  protein  is  preferred  as  it  produces 
nitrogen  equilibrium  on  less  quantity  than 
wheat,  in  addition  to  its  being  lower  in  sodium. 

The  average  hypertension  patient  can  toler- 
ate 200  mg.  of  sodium  daily.  There  is  always 
the  loss  of  sodium  from  the  skin  and  in  the 
feces.  Even  in  the  absence  of  perspiration  this 
amounts  to  200  mg.  daily.  Then  with  a diet 
containing  200  mg.  sodium  and  with  the  urine 
entirely  free  of  sodium  due  to  complete  reab- 
sorption of  it,  no  increase  in  body  sodium 
could  occur.* 1 

Potassium  value  is  recognized  because  so- 
dium and  potassium  are  not  interchangeable 
and  a preponderance  of  one  or  the  other  will 
cause  pronounced  changes  in  the  water  balance 
and  in  the  base  concentration  of  the  body 
fluids.2 3 

Keeognizing  the  interest  of  the  physician  in 
this  field,  the  Nutrition  Service  has  prepared 
tables  of  the  sodium  and  potassium  values  of 
foods  in  commonly  used  portions.  These 
tables  are  available  upon  request  to  the  Nutri- 
I ion  Service  of  the  State  Board  of  Health. 

The  I )iet  Plan  from  the  University  of  Michi- 
gan Hospital  Diet  Manual  has  been  mimeo- 
graphed and  is  available  in  quantity  upon  re- 
quest. This  is  a time-saving  plan  for  the  selec- 
tion of  daily  diets  containing  approximately 
200  mg.  of  sodium.2 

- Nutritionist,  Delaware  State  Board  of  Health. 

1.  Newburgh,  L.  N.,  and  Reimer,  A.:  The  Rational  and 
Administration  of  Low  Sodium  Diets,  Page  1047,  J.  A. 
D.  A..  Dec.,  1947. 

2.  McLester,  J.  S.:  Nutrition  and  Diet  in  Health  and  Dis- 
ease. 4 ed..  pg.  125. 

3.  Arbor,  Ann:  University  Hospital  Diet  Manual,  Michi- 
gan, Rev.  ed.,  1947. 
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DENTAL  PROGRAM  INITIATED  IN 
COLORED  SCHOOLS 

Margaret  II.  Jeffreys,® 

Dover,  Del. 

In  October,  1947,  the  Stele  Board  of  Health 
obtained  the  services  of  a Negro  dentist,  re- 
cently graduated  from  the  Melmrry  School  of 
Dentistry  in  Tennessee,  to  serve  an  interne- 
ship  in  the  colored  schools  of  this  state.  The 
interneship  was  made  possible  by  a law  enact- 
ed by  the  Oeneral  Assembly  in  1939.  to  become 
effective  in  1943.  This  law  provides  that  a 
dentist  desiring  to  practice  in  Delaware  must 
serve  one  year's  interneship,  unless  he  has 
practiced  for  a period  of  five  years  in  another 
state.  The  public  schools  and  clinics  were 
named  as  institutions  where  this  interneship 
may  be  served. 

Efforts  to  obtain  a dental  interne  prior  to 
1947  were  unsuccessful,  and  only  one  applica- 
tion was  received  during  Ibis  year.  This 
came  almost  simultaneously  with  a special 
grant-in-aid  from  the  United  States  Children's 
Bureau,  to  be  used  for  the  purpose  of  conduct- 
ing a dental  program  for  school  children. 
The  amount  allotted  was  sufficient  to  provide 
corrective  care  for  a limited  number  of  chil- 
dren in  both  white  and  colored  schools;  but. 
under  the  circumstances,  could  not  be  used  in 
its  entirety.  We  were  forced  to  limit  the  pro- 
gram, not  to  the  number  of  children,  but  to 
the  number  of  dentists  available  to  do  the 
work. 

The  selection  of  the  area  in  which  the  in- 
terneship would  lie  served  was  not  difficult. 
It  was  known  that  Wilmington  had  four  Negro 
dentists  in  private  practice,  one  of  whom  was 
employed  part-time  by  the  Board  of  Educa- 
tion. While  that  number  could  not  provide 
adequate  dental  care  for  the  17.000  Negroes 
living  there,  the  situation  was  infinitely  bet- 
ter than  outside  of  Wilmington  where  there 
was  but  one  dentist  for  22,000  people.  Obvi- 
ously, Kent  and  Sussex  counties  were  greatly 
in  need  of  assistance. 

The  development  of  a program  best  suited 
to  meet  the  needs  of  2,000  school  children 
whose  teeth  had  been  sorely  neglected  over  a 
period  of  years  was  somewhat  more  of  a prob- 
lem. Several  factors,  including  location  of 
clinics,  transportation  of  patients,  and  ade- 

~ Director,  Division  of  Oral  Hygiene. 
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(plate  records  must  be  considered  ; but  of  prime 
importance  at  the  moment  was  tin1  necessity 
for  a type  of  constructive  service  that  would 
serve  the  greatest  number  of  persons  in  the 
shortest  period  of  time. 

On  the  basis  of  our  own  experience  and  that 
of  other  groups  throughout  the  country,  it  was 
decided  that  complete  corrective  service,  in- 
cluding examination,  prophylaxes,  extractions 
and  fillings  be  made  available  to  children  in 
the  first  grade,  and  topical  application  of 
fluorine  to  those  in  the  first  five  grades.  Emer- 
gency work  would  be  done  for  these  children 
who  were  suffering  from  toothache,  but  not 
beyond  the  tooth  or  teeth  affected  at  the  time. 

With  this  program  in  mind,  the  actual 
work  was  started  in  Sea  ford  in  November,  but 
because  of  overcrowded  conditions  in  the 
school,  the  clinic  was  set  up  in  the  State  Board 
of  Health  center,  located  some  two  or  three 
blocks  from  the  school. 

The  clinic  was  well  equipped  with  portable 
equipment  for  the  dentist,  loaned  by  the 
United  States  Public  Health  Service,  and  our 
own  State  Board  of  Health  equipment  to  be 
used  by  the  dental  hygienist.  True,  it  lacked 
many  of  the  conveniences  of  the  private  den- 
tal office  or  clinics  in  some  of  the  hospitals, 
but  it  served  its  purpose  quite  well,  and  was 
adequate  for  most  of  their  needs. 

Demands  for  dental  services  were  great  dur- 
ing those  weeks  spent  in  Sea  ford,  not  alone 
from  the  Sea  ford  school,  but  those  in  outlying 
districts.  Many  of  the  children  had  never 
been  to  a dentist,  and  there  was  a tremendous 
amount  of  work  to  be  done.  It  was  to  be  ex- 
pected  that  time  would  be  forgotten  in  the 
presence  of  needy  care  that  should  be  given. 

Shortly  before  the  Christmas  holidays  the 
dental  clinic  was  moved  to  Laurel  and  once 
again  it  was  set  up  in  the  State  Board  of 
Health  clinic.  By  this  time  it  was  decided 
that  the  advantages  of  a centralized  clinic 
were  many.  It  alleviated  the  overcrowded 
conditions  to  be  found  in  most  of  the  schools; 
it  was  possible  to  take  care  of  the  children  in 
one  and  two-room  schools  where  not  only  space 
but  the  necessary  electricity  would  be  lacking. 
It  was  available  for  referred  pre-natal  and 
post-natal  cases,  and  pre-school  children  dur- 
ing those  days  and  weeks  when  schools  were 
not  in  session. 


210 


Delaware  State  Medical  Journal 


September,  1948 


At  first  it  was  believed  that  the  necessity  for 
transporting  the  children  from  school  to  the 
clinic  may  prove  a severe  handicap  to  the  pro- 
gram, especially  if  one  and  two-room  schools 
several  miles  from  the  center  were  to  be  in- 
cluded. Strange  to  say,  that  presented  no 
problem,  and  all  because  the  principals  and 
teachers  were  so  vitally  interested  in  the  den- 
tal welfare  of  their  pupils  as  to  make  time  and 
expense  no  obstacle.  Their  willingness  to 
cooperate  is  best  illustrated  in  an  incident 
cited  by  the  dentist. 

A teacher  of  a small  school  located  fifteen 
or  more  miles  from  the  Laurel  clinic  requested 
appointments  for  some  ten  or  more  children 
whom  she  said  she  would  bring  to  the  clinic 
during  the  school  Christmas  holidays.  Through 
some  misunderstanding  regarding  time  she 
arrived  about  3 o'clock  in  the  afternoon,  just 
as  the  dentist  and  dental  hygienist  were  pre- 
paring to  return  to  Dover.  Her  disappoint- 
ment was  so  great  when  she  realized  the  mis- 
take about  time  that  the  dentist  said  they 
would  stay  if  she  were  sure  the  children's  par- 
ents would  not  object.  They  stayed  and  fin- 
ished the  work  at  eleven-thirty  that  night. 

That  was  an  unusual  situation,  but  it  is  not 
unusual  for  teachers  to  wait  for  children  after 
school  hours,  nor  for  the  dentist  and  dental 
hygienist  to  work  until  late.  Because  of  the 
need  for  dental  health  education,  among  their 
people,  and  because  they  were  available,  night 
after  night  was  devoted  to  attending  meetings 
throughout  the  state. 

Throughout  the  year  the  program  has  gained 
recognition,  because  of  the  splendid  results  it 
has  achieved.  In  approximately  seven  months 
of  operation  506  pupils  in  14  schools  in  Kent 
and  Sussex  Counties  have  received  service  in 
the  dental  clinics.  This  has  included  prophy- 
laxes and  fluorine  treatment  for  501.  Restora- 
tions were  made  in  363  permanent  and  203 
temporary  teeth,  and  93  permanent  and  41 
deciduous  teeth  were  extracted. 

Plans  for  the  second  year  of  this  program 
are  now  under  way.  The  present  dental  in- 
terne will  continue  to  work  in  the  schools  of 
Sussex  County  until  the  completion  of  his  in- 
terneship  in  October.  Another  one,  graduated 
this  past  year  from  Howard  University  in 
Washington,  has  been  assigned  to  New  Castle 
County,  and  will  continue  there  until  his 
schedule  is  completed,  when,  if  time  permits, 
he  will  move  to  Kent  County. 


Botli  dentists  are  thoroughly  enthusiastic 
about  the  work,  and  feel  that  school  work  of- 
fers a valuable  experience  not  available  in 
other  clinics  or  in  private  offices.  They  are 
developing  a better  knowledge  of  the  psychol- 
ogy of  working  with  children ; they  have  an 
opportunity  to  work  with  types  of  cases  rarely 
seen  in  the  average  dental  office. 

All  who  have  had  contact  with  this  phase  of 
the  public  health  program  are  hopeful  that  it 
may  be  expanded  to  include  not  only  more 
colored  internes,  but  white  ones  too.  Un- 
questionably, there  is  need  for  such  a program. 
Records  of  examinations  of  school  children 
made  during  the  past  several  years  prove  con- 
clusively that  dental  defects  constitute  a major 
health  problem,  and  one  for  which  no  solution 
has  been  found  up  to  this  time. 


Vaccination  with  BCG  does  not  provide 
complete  protection  against  tuberculosis  and, 
until  further  controlled  studies  are  conducted, 
cannot  be  recommended  for  the  general  popu- 
lation. However,  since  it  appears  to  provide 
some  degree  of  protection,  its  use  is  recommen- 
ded for  members  of  groups  constantly  ex- 
posed to  tuberculosis  if  they  have  a negative 
reaction  to  the  tuberculin  test,  ATS  Chemo- 
therapy Comm.,  NTA,  Nat.  Tuberc,  A.  Bull., 
March,  1948. 


Persis  F.  Elfeld-Bieringer,  M.  D. 

( Concluded  from  Page  212) 
promoted  to  senior  assistant  physician  in  1929 
and  was  made  assistant  superintendent  in 
1931.  She  resigned  this  position  in  1945,  but 
accepted  an  appointment  as  a part-time  assist- 
ant physician.  She  severed  her  connection 
with  the  hospital  on  June  9,  1946,  and  with  her 
husband,  Dr.  Gerhard  Bieringer,  she  then  con- 
ducted a sanitarium,  “Home  on  the  Green” 
at  their  residence  in  Wilmington. 

Her  marriage  to  Dr.  Bieringer,  a former 
resident  of  Germany,  took  place  on  July  28, 
1941.  For  a time  he  also  was  associated  with 
the  Delaware  State  Hospital. 

Surviving  are  her  husband,  her  parents,  and 
a brother,  Edward  Elfeld,  who  is  an  attorney 
in  Chicago. 

The  funeral  was  held  at  the  Hermann  Fu- 
neral Home,  St,  Louis,  with  burial  in  the  El- 
feld family  plot  in  St.  John's  Cemetery  there. 
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Income  of  Physicians 

There  seems  to  be  ;i  wail  rising  pretty  gen- 
erally all  over  these  United  States  about  the 
high  fees  being  currently  charged  by  medical 
specialists.  We  fear  there  is  some  justifica- 
tion for  tli is  wailing.  The  average  M.  I).,  how- 
ever, grosses  per  year  a sum  that  is  not  out  of 
line — the  figure  quoted  below  is  made  higher 
than  the  actual  average  by  the  large  incomes 
of  some  specialists.  That  the  thoughtful  lay- 
man does  not  think  that  the  average  M.  I).  is 
over-rewarded  is  evidenced  by  the  following 
editorial  from  the  IluUimvrc  Sun  of  Septem- 
ber 3.  1948: 

The  Doctor  Is  Just  Keeping  Up  With  The  Parade 

According  to  the  survey  of  a medical  economics 
magazine,  the  average  net  income  of  private 
physicians  in  the  United  States  in  1!>47  was  $9,884 
before  income  taxes,  more  than  two  and  one  half 
times  the  depression  low  of  $3,792  in  1935.  13ut 


it  would  be  inadvisable  on  the  strength  of  the  sur- 
vey’s findings  to  congratulate  your  family  physi- 
cian on  li is  exceptionally  good  fortune. 

Like  the  mystic  per  capita  wealth  that  each  of 
us  is  supposed  to  enjoy,  the  cash  is  not  neces- 
sarily found  in  everybody's  pockets.  A few  phy- 
sicians with  very  lucrative  practices  could  mate- 
rially raise  the  average  for  the  whole  group.  In- 
cidentally. the  survey  shows  that  the  median  fig- 
ure, which  is  to  say  the  one  midway  between  the 
highest  and  the  lowest  income  in  the  group,  is 
only  $8,771,  more  than  $1,000  less  than  the  aver- 
age. 

However,  even  assuming  that  since  1935  t lie 
average  net  income  of  the  nation's  private  physi- 
cians lias  more  than  doubled,  the  medical  profes- 
sion is  not  an  unusually  preferred  class.  Com- 
parative figures  arc  hard  to  find,  but  a study  of 
personal  incomes  recently  made  In  the  Depart- 
ment of  Commerce  serves  to  throw  some  light  on 
the  subject.  Allowances  must  be  made  for  the 
fact  that  the  study  does  not  go  hack  to  t lie  low  of 
the  depression,  as  ihe  medical  survey  does,  but 
to  the  prewar  year  of  1939.  And  comparison  is 
made,  not  with  1947,  but  with  estimated  income 
for  1948. 

The  study  reveals  that,  since  1939,  for  the 
population  as  a w hole,  income  has  nearly  tripled, 
different  groups  sharing  it  in  varying  degrees. 
For  example,  personal  income  of  business  and 
professional  men,  as  a group,  in  which  t lie  doc- 
tors arc  included,  is  estimated  to  have  increased 
270  per  cent.  In  contrast,  t lie  same  study  shows 
that  tile  group  income  of  wage  and  salary  earners 
lias  increased  184  per  cent,  while  that  of  invest- 
ors iias  lagged  behind  with  a gain  of  only  85  per 
cent.  On  the  other  hand,  the  study  finds  the  farm 
group  on  tlie  top  of  the  heap  with  an  increase  in 
personal  income  of  335  per  cent. 

Statistics  arc  always  tricky  and  in  this  case  the 
estimated  totals  for  1948  are  subject  to  change. 
Again,  in  calculations  like  this,  based  on  group 
aggregates,  the  differential  effect  of  steeply  pro- 
gressive income  taxes  on  individual  incomes  is 
not  reflected.  But  if  one  steers  clear  of  over-lit- 
eral interpretations,  the  comparison  does  serve  to 
indicate  that  the  doctors  are  not  getting  away  with 
all  the  money.  Rather  they  are  merely  sharing 
an  increase  in  income  that  is  fairly  general 
throughout  the  population. 


S.  B.  II.  No. 

For  the  19th  year  we  publish  the  State 
Board  of  Health  Number  of  The  Journal. 
This  practice  began  in  1930,  when  the  New 
Series  was  in  its  second  summer.  These  is- 
sues are  always  of  outstanding  interest  and 
merit,  and  the  present  issue  is  fully  in  line 
with  its  predecessors.  Our  thanks  to  Dr.  Dam- 
cron  and  his  staff  for  their  continued  coopera- 
1 ion. 
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OBITUARY 

Joseph  Mitchell  Barsky,  M.  D. 

Dr.  Joseph  M.  Barsky,  noted  in  Wilmington 
for  his  activity  in  the  Delaware  National 
Guard  and  for  his  service  in  two  World  Wars, 
was  stricken  fatally  with  a series  of  heart  at- 
tacks which  began  while  he  was  playing  golf 
at  Brandywine  Country  Club  on  July  31,  1948. 

He  was  56  and  a native  of  Wilmington. 

A graduate  of  Jefferson  Medical  College, 
Philadelphia,  in  1914,  Dr.  Barsky  entered  the 
medical  corps  as  a lieutenant  in  1917. 

lie  served  overseas  in  the  American  Expe- 
ditionary Force,  achieving  the  rank  of  captain 
in  1918,  and  returning  to  this  country  in  1919. 

lie  was  commissioned  a major  in  the  Dela- 
ware National  Guard  and  made  a regimental 
surgeon  at  the  recommendation  of  Dr.  Wash- 
burn in  1921. 

Dr.  Barsky  served  continuously  in  the  Na- 
tional Guard  until  early  in  1941,  when  he  was 
commissioned  a lieutenant  colonel,  with  the 
Delaware  Guard,  lie  went  overseas  with  the 
Guard  in  World  War  IT,  and  served  in  the 
South  Pacific. 

Later,  he  was  given  command  of  a hospital 
in  the  European  Theater  of  Operations,  and 
was  promoted  to  full  colonel. 

Separated  from  service  in  1946,  Dr.  Bar- 
sky was  retired  a brigadier  general  of  the  Dela- 
ware National  Guard,  after  25  years  service. 

Dr.  Barsky  was  awarded  the  Legion  of  Merit 
in  1944  for  outstanding  service  as  a sanitary 
inspector  at  an  island  base  in  the  Pacific  from 
February,  1942,  to  February,  1943.  During 
World  War  11  he  saw  live  and  one-half  years 
of  active  Army  duty. 

Dr.  Barsky  was  recently  named  head  of  the 
medical  department  of  the  Wilmington  Gen- 
eral Hospital.  He  had  done  considerable  work 
in  connection  with  the  infantile  paralysis  out- 
break here  this  summer,  lie  was  formerly 
president  of  the  New  Castle  County  Medical 
Society  and  a member  of  the  Delaware  State 
Medical  Society.  In  addition,  he  was  a mem- 
ber of  Delaware  Post  No.  1.  American  Legion, 
and  was  a charter  member  of  J.  F.  Speer  Post, 
Veterans  of  Foreign  Wars. 

Outside  his  medical  and  military  achieve- 


ments, Dr.  Barsky  was  first  president  of  the 
Jewish  Federation  of  Delaware,  organized  in 
1939,  and  held  that  office  for  seven  years.  He 
was  the  first  president  of  the  Brandywine 
Country  Club.  His  activity  in  fraternal  or- 
ganizations included:  Washington  Lodge,  No. 
1,  A.  F.  and  A.  M. ; Delaware  Consistory, 
Lulu  Temple  of  the  Shrine.  He  was  a charter 
member  of  Temple  Beth  Emeth. 

Dr.  Barsky  is  survived  by  his  widow,  the 
former  Miss  Frieda  Haul  of  this  city,  whom 
he  married  shortly  before  going  to  the  Pacific. 
Dr.  Barsky 's  first  wife,  the  former  Miss  Helene 
Snellenburg  of  Wilmington,  died  shortly  after 
the  birth  of  their  second  child.  Ilis  son,  Dr. 
Joseph  M.  Barsky,  Jr.,  was  recently  associated 
in  practice  with  his  father.  Dr.  Barsky  is  also 
survived  by  a daughter,  Mrs.  Beryl  Oser,  and 
a grandson,  Beryl  Oser,  Jr.,  of  Charlottesville, 
Va. 

Full  military  service  was  conducted  by  Maj. 
Henry  Tavel  of  the  U.  S.  Army  Chaplain 
Corps;  Rabbi  Herbert  Drooz,  Temple  Beth 
Emeth,  and  the  Rev.  Park  W.  Huntington, 
who  was  captain  in  the  Delaware  National 
Guard,  when  Colonel  Barsky  was  the  medical 
officer  of  the  regiment,  on  August  3,  1948. 

Interment  was  in  Beth  Emeth  Memorial 
Park  Cemetery,  Wilmington. 


Persis  F.  Elfeld-Bieringer,  M.  D. 

Dr.  Persis  F.  Elmeld-Beiringer,  who  served 
as  assistant  superintendent  of  the  Delaware 
State  Hospital  from  1931  to  1945,  died  sud- 
denly of  a heart  attack  on  August  26,  1948, 
aged  50. 

Dr.  Elfeld-Bieringer,  who  was  widely  known 
in  the  field  of  mental  diseases,  was  the  daugh- 
ter of  Dr.  and  Mrs.  E.  A.  Elfeld  of  Arlington. 
Heights,  111.  She  was  graduated  with  the  de- 
gree of  doctor  of  medicine  from  the  University 
of  Illinois  in  1923.  She  interned  at  the  Uni- 
versity Hospital  in  Chicago. 

Before  coming  to  Delaware  in  1926  she  had 
been  employed  by  the  Institute  for  Juvenile 
Research  in  Chicago ; was  resident  physician  at 
the  State  Teachers  College  in  Minot,  N.  D., 
and  had  been  associated  with  the  U.  S.  Public 
Health  Child  Welfare  Department. 

She  was  appointed  an  assistant  physician  at 
the  Delaware  State  Hospital  in  1926  and  was 
( Concluded  on  Page  210) 
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MILESTONES  IN  CARDIORESPIRATORY  HISTORY 


(1578-1657) 

Discovered  and 
demonstrated  the  circulation 
of  the  blood 
and  the 

heart's  Junction. 


A most  important  milestone  in  cardiotherapy 
was  t lie  introduction  of  Aminophyllin. 

Its  action  in  stimulating  the  myocardium 
to  increased  vigor  of  contraction 
results  in  augmented  cardiac  output 
and  increased  work.  ; 


SEARLE 

RESEARCH 
IN  THE  SERVICE 
OF  MEDICINE 


SEARLE  AMINOPHYLLIN* 

— has  exhibited  its  efficacy  also 
in  relieving  bronchial  asthma, 
paroxysmal  dyspnea  and  restoring 
Cheyne-Stokes  respiration  to  a 
more  normal  rhythm. 


G.  D.  SEARLE  & CO.,  CHICAGO  80,  ILLINOIS 

*Searle  Aminopliyllin  contains  at  least  80% 
of  anhydrous  theophylline. 
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For  surface  infections . . . 


S&McwpA  -rfmwet/  rftMuei  Au/i/cfy  -cm  mec/ctcm  /cw  -rfac/wm/ 

infection  may  be  minimized  by  the  prompt,  topical  application  of  an  efficient  antibacterial  agent.  For  this 
purpose,  fine-mesh  gauze  strips  impregnated  with  Furacin  Soluble  Dressing  may  be  used.  The  effectiveness 
of  Furacin  in  combatting  mixed  infections  of  burns  without  delay  of  healing  has  been  well  demonstrated.* 
Furacin  N.N.R.,  brand  of  nitrofurazone,  is  available  as  Furacin  Soluble  Dressing  and  as  Furacin  Solution,  both 
containing  0.2  per  cent  Furacin.®  These  preparations  are  indicated  for  topical  application  in  the  prophylaxis 
and  treatment  of  infections  of  wounds,  second  and  third  degree  bums,  cutaneous  ulcers,  pyodermas  and  skin 
grafts.  Literature  on  request.  EATON  LABORATORIES,  INC..  NORWICH,  N.Y. 


♦Snyder,  M.  L.,  Kiehn,  C.  L.  and  Christopherson,  J.  W. : Mil.  Surgeon,  97:  380,  1945.  • Shipley,  E.  R.  and  Dodd,  M.  C.: 
Surg.,  Gynec.  & Obst.,  8i : 336,  1947  • Mays,  J.  L. : J.  Med.  Assoc.  Georgia,  36:  263,  1947.  • Curtis,  L. : Surg.  Clin.  N. 
America,  1466  (Dec.)  1947. 
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SIMULTANEOUS 

PROTECTION 


FEWER 

INJECTIONS 


SMALLER 

DOSAGE 


HIGHLY 

PURIFIED 


REDUCED 
ALUM  CONTENT 


Only  three  0.5  cc.  injections  are  necessary  at  intervals  of  4 to  6 weeks. 

Single  immunization  package,  containing  three  0.5  cc.  single  dose  vials. 

Five  immunizations  package,  containing  three  2.5  cc.  (Multiple  dose  vials) 


NATIONAL  DRUG  COMPANY,  PHILADELPHIA  44,  PA. 


MANUFACTURERS  OF  PHARMACEUTICAL,  BIOLOGICAL  AND  BIOCHEMICAL  PRODUCTS  FOR  THE  MEDICAL  PROFESSION. 


WHO  IS  THE 
SMILING  MAN  ? 


CLUES 

1. 

His  children’s  education  is  as  good 
as  paid  for. 

2. 

He’s  moving  into  his  dream  house 
in  1958. 

3. 

He’s  going  to  get  $4  back  for  every 
$3  he  invests  today,  after  10  years. 

4. 

He’s  helping  his  country  and  him- 
self, at  one  and  the  same  time. 


ANSWER,:  The  Smiling  Man  is  the  man  who  in- 
vests regularly  in  U.  S.  Savings  Bonds.  What  he  has 
done — actually — is  to  guarantee  his  own  future,  to  in- 
sure the  security  and  happiness  of  his  family. 

Every  Savings  Bond  you  buy  will  stretch  your  smile 
a little  further.  They’re  the  wisest  investment  you  can 
make,  today — they  pay  you  back  $4  for  $3  after  ten 
years,  and  that’s  a promise  by  Uncle  Sam! 

What’s  more,  every  dollar  you  invest  in  Savings 
Bonds  is  helping  to  fight  inflation  over  here,  helping 


to  maintain  democracy  over  there. 

If  you  draw  a salary,  enroll  in  the  easy,  painless, 
automatic  Payroll  Savings  Plan. 

Or,  if  you  aren’t  on  a payroll  but  have  a checking 
account,  use  the  equally  convenient  Bond-A-Month 
Plan. 

Inquire  today  about  these  sure,  profitable  savings 
plans.  And  watch  your  smile  grow  along  with  your  sav- 
ings! 


AUTOMATIC  SAVING  IS  SURE  SAVING  — U.S.  SAVINGS  BONDS 


Contributed  by  this  magazine  in  co-operation  with  the  Magazine  Publishers  of  America  as  a public  servict 
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M attack  Building 


the  Marshall  Square  sanitarium 

WEST  CHESTER,  PENNA. 


FOR  CHRONIC 
DISEASES 
AND 

PSYCHIATRIC 

PATIENTS 


A recognized  hospital  of  120  bed,s 

j/  HE  housing  facilities  provide  for  group- 
ing of  different  types  of  patients.  12  build- 
ings and  6 acres  ground  in  West  Chester, 
farms  of  400  acres  with  appropriate  build- 
ings three  miles  from  West  Chester. 

Physiotherapy,  occupational  and  recrea- 
tional therapy,  shock  therapy  when  indi- 
cated, medical  and  nursing  supervision  are 
included  in  the  weekly  rates. 

Resident  psychiatrist.  Medical  Director. 
Adequate  medical  staff.  Clinical  laboratory. 


Everett  Sperry  Barr,  M.D. 

Director 

I.  M.  Waggoner,  M.D. 
Medical  Director 


.1 
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MILK  that  is 

EASIER  TO  ASSIMILATE 


The  important  food  elements  in  Sealtest 
Homogenized  Vitamin  D Milk  are  readily 
assimilated  by  the  system  . . . because  the 
food  particles  have  been  broken  up  and 
distributed  through  the  bottle  . . . and  be- 
cause 400  U.S.P.  units  of  vitamin  D have 
been  added  to  aid  in  the  assimilation  of 
calcium  and  phosphorus.  What’s  more,  it’s 
rich  and  smoother  tasting,  with  cream  in 
every  drop.  It  stays  fresh  longer  because 
it  has  been  pasteurized  at  higher  tempera- 
tures. You  can  recommend  with  confidence. 


^CLOVER  DAIRY  ' 


VS5 


ACCIDENT  • HOSPITAL  • SICKNESS 

INSURANCE 


For  Physicians,  Surgeons,  Dentists  Exclusively 


$5,000.00  accidental  death  $8.00 

$25.00  weekly  indemnity,  accident  and  sickness  Quarterly 

$10,000.00  accidental  death  $16.00 

’$50  00  weekly  indemnity,  accident  and  sickness  Quarterly 

$15,000.00  accidental  death  $24.00 

575.00  weekly  indemnity,  accident  and  sickness  Quarterly 

$20,000.00  accidental  death  $32.00 

$100.00  weekly  indemnity,  accident  and  sick-  Quarterly 
ness 

ALSO  HOSPITAL  EXPENSE  FOR  MEMBERS, 
WIVES  AND  CHILDREN 


85c  out  of  each  $1.00  gross  income  used  for 
members'  benefits 


$3,000,000.00  $15,000,000.00 

INVESTED  ASSETS  PAID  FOR  CLAIMS 

$200,000.00  deposited  with  State  of  Nebraska  for  protection 
of  our  members. 

Disability  need  not  be  incurred  in  line  of  duty — benefits 
from  the  beginning  day  of  disability 

PHYSICIANS  CASUALTY  ASSOCIATION 
PHYSICIANS  HEALTH  ASSOCIATION 

46  years  under  the  same  management 

400  First  National  Bank  Building  # Omaha  2,  Nebraska 


CARE  . . . 

in  Compounding 

The  moment  a patient  places  your  prescription 
in  the  hands  of  a pharmacist,  that  pharmacist 
becomes  the  guardian  of  your  professional  repu- 
tation. Thus  it  is  imperative  to  you,  Doctor, 
to  know  that  your  prescriptions  are  compounded 
with  skill  and  care. 

Because  many  of  your  colleagues  know  that  our 
prescription  departments  employ  only  conscien- 
tious, skilled,  registered  pharmacists  — stock 
the  more  dependable  drugs,  chemicals  and 
pharmaceutical  specialties  — use  the  latest  and 
most  exquisitely  accurate  equipment  — and 
dispense  precisely  compounded,  double-checked 
prescriptions,  they  often  direct  their  patients 
to  us.  You're  invited  to  join  this  group. 

We  welcome  all  recommendations  and  assure 
the  medical  profession  that  their  patients  are 
served  promptly,  courteously,  at  fair  prices  and 
with  professionally  precise  prescriptions. 

ECKERD'S 

DRUG  STORES 

723  Market  Street  — 513  Market  Street 
900  Orange  Street 
Wilmington,  Delaware 
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NEWSPAPER 

Wl\i i 

and 

w 

PERIODICAL 

We  maintain 

PRINTING 

prompt  city-wide 

delivery  service 

An  important  branch 
of  our  business  is  the 
printing  of  all  kinds 
of  weekly  and  monthly 

for  prescriptions. 

■si 

«■ 

papers  and  magazines 

CAPPEAU’S 

Drug  Stores  of  Service 

The  Sunday  Star 

DELAWARE  AVE.  at  DUPONT  ST. 
Dial  8537 

Printing  Department 

30TH  & MARKET  STREETS 

Established  1881 

Dial  2-0952 

YAliBNTIHR'0 

FRAIM'S  DAIRIES 

\/ALSPAR 

V HOUSE  PAINT 

WHOLESALE  DISTRIBUTORS 

VALSPAR  PRODUCTS 

Distributors  of  rich  Grade  "A"  pas- 
teurized Guernsey  and  Jersey  milk 
testing  about  4.80  butter  fat,  and 
rich  Grade  "A"  Raw  Guernsey  milk 
testing  about  4.80.  This  milk  comes 
from  cows  which  are  tuberculin  and 
blood  tested. 

ALSO  EVERYTHING  THE  HOSPITAL 
MAY  NEED  IN: 

HARDWARE 

testing  about  4 per  cent,  Cream 
Buttermilk,  and  other  high  grade 
dairy  products. 

VANDEVER  AVE.  & LAMOTTE  ST. 

Wilmington,  Delaware 

JANITOR  SUPPLIES 
CHINA  WARE 
ENAMEL  WARE,  ETC. 

Flowers  . . . 

Delaware  Hardware 

Geo.  Carson  Boyd 

Company 

at  216  West  10th  Street 

HARDWARE  SINCE  1822 

2nd  Cr  Shipley  Sts.  Wilmington,  Del. 

Phone:  4388 

September,  1948 


Delaware  State  Medical  Journal 


XXlll 


Enjoy  instant , plentiful  hot  water 


For  downright  conven- 
ience, comfort  and  health 
of  your  family  — you 
should  have  an  ample, 
reliable  supply  of  hot 
water  ! With  an  Auto 
matic  Gas  Water  Heat 
er  in  your  Home,  you're 
sure  of  all  the  hot  water 
you  want,  when  you  want 
it.  For  lightening  nouse- 

hold  tasks,  bathing, 

cleaning,  dishwashing,  laundering  and  many 
other  uses.  Besides,  you  save  time  and  worry, 
for  you're  sure  of  constant  water  tempera- 
tures at  low  cost.  Arrange  for  the  installation 
of  an  Automatic  Gas  Water  Heater  in  your 
home  now.  Ask  your  Plumber,  or  stop  in  to 
see  us. 


DELAWARE  POWER  SLIGHT  CO. 


With  an  Automatic  Gas 

WATER  HEATER 


"~]td  KC40&S 


rT3ord&iid 

a cc  u s pat.  orf 

ICE  CREAM 


2^*5  ITS  GOT 


Garrett,  Miller  & 
Company 

Electrical  Supplies 
Heating  and  Cooking  Appliances 
G.  E.  Motors 

N.  E.  Cor.  4th  and  Orange  Sts. 
Wilmington  - - - - Delaware 


A Store  for  . . . 

Quality  Minded  Folk 
Who  are  Thrift  Conscious 

LEIBOWITZ'S 

224-226  MARKET  STREET 
Wilmington,  Delaware 
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// tt  T/te  £Fleafonert/‘  cf 

The  Lumbosacral  and  Lower  Lumbar  Regions 

o 


SUPPORTS  offer  advantages 

...Give  firm  support  to  the  low  back;  the  support  is  easily 
intensified  by  re-inforcement  with  pliable  steels  or  the  Camp 
Spinal  Brace. 

. . . Afford  a more  stable  pelvis  to  receive  the  superincum- 
bent load. 

. . . Allow  freedom  for  contraction  of  abdominal  muscles 
under  the  support  in  instances  of  increased  lumbar  curve 

(fig-  !)• 

• . . Are  removed  easily  for  prescribed  exercises  and  other 
physical  procedures  prescribed  by  physiatrist  or  physician. 


r 


j FIGURE  1— Patient 

— thin  type  of  build 
with  beginning  faul- 
ty body  mechanics. 
The  Camp  adjust- 
ment provides  a 
< more  stable  pelvis, 

[ allowing  patient  to 

■ "draw  in"  the  ab- 

dominal muscles 
thus  gradually  ac- 
quiring a gentle 
lumbar  curve. 


FIGURE  2 — Pollen!  \ 
— intermediate  type 
of  build.  Strain  of 
lumbosacral  joint 
predisposes  to  other 
strains.  For  protec- 
tion of  the  joints  in 
the  lumbar  region 
from  recurrent  strain 
and  also  as  an  aid 
in  relieving  the  pain 
of  acute  conditions. 
Camp  lumbosacral 
supports  Have 
proved  effective. 


S.  H.  CAMP  AND  COMPANY  • JACKSON,  MICHIGAN 

World's  Largest  Manufacturers  of  Scientific  Supports 
Offices  in  New  York  • Chicago  • Windsor,  Ontario  • London,  England 
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Scwice 

Preparations  by  Luzier  are  selected  to  suit  the  individual's  cosmetic 
requirements  and  preferences  as  determined  by  the  answrs  to  a 
Selection  Questionnaire.  They  are  made  available  to  the  public 
by  Cosmetic  Consultants  who  assist  with  the  selection  of  suitable 
types,  shades,  and  variations  of  Luzier  preparations  and  suggest 
the  manner  of  application  to  obtain  the  best  results,  the  most  desirable 
cosmetic  effect 

Formulas  may  be  had  on  written  request  and  in  specific  cases,  when  there 
is  a history  or  suspicion  of  allergy,  materials  are  available  for  testing. 
Luzier's  Fine  Cosmetics  and  Perfumes  are  distributed  in  Delaware  by: 

META  MITCHELL 
701  West  10th  Street 
Wilmington  16,  Delaware 

Phone:  2-2502 


HANGER 

provides  service  and  repairs 

COAST  to  COAST 


Wherever  the  Hanger  Wearer  may  live 
or  travel,  he  can  feel  assured  that  his 
Hanger  Artificial  Limb  will  be  properly  serviced 
at  the  nearest  Hanger  office. 

One  or  more  offices  in  every  section — North, 
East,  South,  and  West — render  hanger  Wearers 
the  same  high  quality  service.  Conveniently 
located  in  many  key  cities,  each  offers  complete 
repair  facilities  and  carries  a full  line  of  Hanger 
Standard  parts  and  supplies. 

Thus  the  Hanger  Wearer  is  caused  a minimum  of 
inconvenience  and  discomfort.  Long  waits  for 
shipments  from  distant  factories  are  eliminated. 
Traveling  representatives  cover  many  areas  sur- 
rounding the  offices.  In  such  areas,  Hanger 
Service  is  brought  literally  to  Hanger  Wearers. 


HANGERQ1 


334-336  N.  13th  Street 
Philcdelphia  7,  Penn. 


ARTIFICIAL 
LIMBS 


DANFORTH 
DRUG  STORE,  Inc. 

124  MARKET  STREET 
WILMINGTON,  DEL. 

Prescription  Specialists 

Agents  for  all 

PRINCIPAL  BIOLOGICAL, 
PHARMACEUTICAL  AND 
GENERAL  HOSPITAL 
SUPPLIES 

Complete  and  Fresh  Stock 
Always  on  Hand 

We  Feature  CAMP  Belts 

EXPERT  FITTERS  OF  TRUSSES 

Phones:  5-6271  - 5-6272 
We  Deliver 
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PARKE 

Freihofer's 

Institutional  Supplier 
Of  Fine  Foods 

Enriched 
Perfect  Bread 

COFFEE  TEAS 

Vitamins 

SPICES  CANNED  FOODS 

FLAVORING  EXTRACTS 
• 

Iron 

Minerals 

• 

L.  H.  Parke  Company 

Fresh  from  the  oven 

Philadelphia  - Pittsburgh 

made  in  Wilmington 

Baynard  Optical 
Company 

Prescription  Opticians 

We  Specialize  in  Making 
Spectacles  and  Lenses 
According  to  Eye  Physicians' 
Prescriptions 

(man 1 

5th  and  Market  Sts. 
Wilmington,  Delaware 

A Wilson  Home  Freezer 

for  healthful,  luxurious  living 

• • e 

Models  from  6 cu.  ft.  to  60  cu.  ft. 
on  display  at 

Diamond  Ice  & Coal  Co. 
827  Market  Street 

Blankets  — Sheets  — Spreads  — 
Linens  — Cotton  Goods 

Rhoads  & Company 

Hospital  Textile  Specialists  Since  1891 
Manufacturers  — Converters 
Direct  Mill  Agents 
Imports  — Distributors 
MAIN  OFFICE 

401  North  Broad  Street,  Philadelphia,  Pa. 
FACTORY 

Philadelphia,  Penna. 
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about  the  LARYNX/ 

the  PHARYNX... 
and  CIGARETTES 


Here  is  the  simple  reason  why  many  lead- 
ing nose  and  throat  specialists  suggest 
"Change  to  Philip  Morris.' 


//* 


The  sensitive  tissues  of  the  upper  respiratory  tract  are 
often  affected  adversely  by  the  irritants  in  the  smoke  of 
ordinary  cigarettes. 

Philip  Morris,  on  the  other  hand,  are  specifically  processed 
to  minimize  such  irritants  . . . the  only  one  of  all  leading 
cigarettes  to  offer  this  advantage. 

Why  not  give  your  patients  the  benefit  of  this  proved** 
superiority  . . . why  not  suggest  Philip  Morris.  Many  leading 
doctors  make  it  a point  to  say  to  their  patients  who  smoke  . . . 
" Change  to  Philip  Morris  Cigarettes ." 


PHILIP 


MORRIS 


Philip  Morris  & Co.,  Ltd.,  Inc. 
119  Fifth  Avenue,  New  York 


ARE  YOU  A PIPE  SMOKER?  . . . We  suggest  an  unusually  fine 
new  blend— Country  Doctor  Pipe  Mixture.  Made  by  the  same 
process  as  used  in  the  manufacture  of  Philip  Morris  Cigarettes. 


* Completely  documented  evidence  on  file. 

**Reprints  on  request: 

Laryngoscope,  Feb.  1935,  Vo  I.  XLV,  No.  2,  149-154;  Laryngoscope,  Jon.  1937,  Vo  I.  XLVII,  No.  I,  58-60; 
*\roc.  Soc.  Exp.  Biol,  and  Med.,  1934,  32-241;  N.  Y.  Stole  Journ.  Med.,  Vo I.  35,  6-1-25,  No.  II,  590-592. 


Not  very  much:  (l)When  the  baby  is  bun- 
dled to  protect  against  weather  or  (2)  when 
shaded  to  protect  against  glare  or  (3)  when 
the  sun  does  not  shine  for  days  at  a time. 
Mead’s  Oleum  Percomorphum  is  a pro- 
phylactic against  rickets  available  365j 
days  in  the  year,  in  measurable  potency  and 
in  controllable  dosage.  Use  the  sun,  too. 


This  baby’s  mother  learned 
about  Mead’s  Oleum  Percomor' 
phum  from  her  physician,  not  from 
public  advertising  or  displays. 
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Three  Decades  of  Clinical  Experience 

THE  use  of  cow’s  milk,  water  and  carbohydrate  mix- 
tures represents  the  one  system  of  infant  feeding  that 
consistently,  for  over  three  decades,  has  received  universal 
pediatric  recognition.  No  carbohydrate  employed  in  this 
system  of  infant  feeding  enjoys  so  rich  and  enduring  a 
background  of  authoritative  clinical  experience  as  Dextri- 
Maltose. 

DEXTRI-MALTOSE  No.  1 (with  2%  sodium  chloride),  for  normal  babies. 

DEXTRI-MALTOSE  No.  2 (plain,  salt  free),  permits  salt  modifications  by  the  physician. 
DEXTRI-MALTOSE  No.  3 (with  3%  potassium  bicarbonate),  for  constipated  babies. 

These  products  are  hypo-allergenic. 

DEXTRI-MALTOSE 


Please  enclose  professional  card  when  requesting  samples  of  Mead  Johnson  products  to  cooperate  in  preventing  their 

reaching  unauthorized  persons 

Mead  Johnson  & Company,  Evansville,  Ind„  U.  S.  A. 
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The  prevalence  of  “hidden  rickets”  in  older  children,  confirmed  by  roentgenologic 
studies,  demands  that  the  old  practice  of  discontinuing  vitamin  D 
administration  after  two  or  three  years  of  age  be  reevaluated.  Even 
though  the  effect  of  subclinical  rickets  on  the  health  and  development 
of  the  older  well  child  may  not  be  apparent,  it  is  not  unlikely  that  the 
sick  child  will  be  hampered  by  a deficit  of  vitamin  D.  “Our  studies  as 
a whole  afford  reason  to  prolong  administration  of  vitamin  D . . . 
and  especially  indicate  the  necessity  to  suspect  and  to  take  the 
necessary  measures  to  guard  against  rickets  in  sick  children.”1 


VITAMINS 

djflatAe  -Javi.i 


Parke-Davis  first  made  a preparation  of  vitamin  D available 
in  1929.  In  the  many  years  since  then  it  has  continued  to 
pioneer  in  the  discovery,  standardization  and  development  of 
quality  vitamins  for  professional  use.  Today,  twenty 
years  later  Parke-Davis  has  available  many  prescription 
forms  of  the  antirachitic  vitamin  either  alone  or 

combined  with  other  vitamins  to  meet  the  need 
of  infants,  children  and  adolescents. 


(1)  Follis,  R.  H.;  Jackson,  D. ; Eliot,  M.  M.,  and  Park,  E.  A.:  Am.  J.  Dis.  Child.  61:1  (July)  1943. 


PARKE,  DAVIS  & COMPANY  • DETROIT  32,  MICHIGAN 
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Urinary  Stimulation 

Stimulation  of  urinary  secretion  with 
Salyrgan-Theophylline  appears  to  be 
due  chiefly  to  its  renal  action 
consisting  of  depression  of  tubular 
reabsorption.  In  addition,  there  is  a 
direct  influence  on  edematous  tissue, 
mobilizing  sodium  chloride  and  water. 

Salyrgan-Theophylline  is  indicated 
primarily  in  congestive  heart  failure 
when  edema  and  dyspnea  persist 
after  rest  and  adequate  digitalization. 
Gratifying  diuresis  usually  sets  in 
promptly  and  often  totals  from  3000 
to  4000  cc.  in  twenty-four  hours. 

Injections  at  about  weekly  intervals 
help  to  insure  circulatory  balance  for 
long  periods  of  time. 

Good  results  may  also  be  obtained  in 
chronic  nephritis  and  nephrosis. 


SI  1 


SALYRGAN 

THEOPHYLLINE 

Brand  of  Mersalyl  and  Theophylline 


WELL  TOLERATED  POTENT  MERCURIAL  DIURETIC 


Ampuls  of  1 cc.  and  2 cc.  for 
intramuscular  and  intravenous  injection. 
Enteric  coated  tablets  for  oral  use. 


INC. 


New  York  13,  N.  Y.  Windsor,  Ont. 


SALYRGAN,  trademark  Reg.  U.  S.  Pat.  Off.  & Canada 
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ANATOMICAL  SUPPORTS 
for 

NEPHROPTOSIS 

Together  with  treatment  for  any  existing 
infection  of  the  urinary  tract,  Camp  Sup- 
ports have  proven  valuable  adjuncts  in 
the  relief  of  symptoms  in  many  cases. 

Camp-trained  fitters  have  been  instructed 
to  consult  the  physician  as  to  the  position 
required  for  the  fitting,  if  reclining  or 
partial  Trendelenburg.  In  the  event  that 
the  physician  desires  the  use  of  a pad, 
the  fitter  has  been  instructed  to  obtain 
information  as  to  the  type  of  pad  to  be 
used  and  to  ask  the  doctor  to  mark  on 
the  garment  or  blue  pencil  upon  the  pa- 
tient the  exact  location  of  the  pad. 


Advantages  of  Camp  Supports  in  Conditions  of  Nephroptosis: 

1.  The  “lifting”  power  of  Camp  Supports  is  from  below  upward  and  backward. 

2.  Camp  Supports  are  an  aid  in  improving  the  faulty  posture  that  sometimes  accompanies  renal  mobility. 

3.  Camp  Supports  are  easily  and  quickly  adjusted. 

4.  Camp  Supports  stay  down  on  the  body  by  reason  of  the  foundation  laid  about  the  pelvis. 

5.  Camp  Supports  are  comfortable. 

6.  Camp  Supports  are  economically  priced. 

C amp  fitters  ask  patients  to  return  to  their  physicians  for  approval  of  the  fitting. 


S.  H.  CAMP  AND  COMPANY  • JACKSON,  MICHIGAN 

World’s  Largest  Manufacturers  of  Scientific  Supports 
Offices  in  New  York  • Chicago  • Windsor,  Ontario  • London,  England 
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safe  . . . rational . . . effective 


in  the  treatment  of 


Harris,  Ivy  and  Searle  conclusively  proved  that  'Benzedrine’  Sulfate,  alone,  safely  depresses  the  over- 
weight patient’s  appetite — and  when  caloric  intake  is  sufficiently  lowered,  weight  reduction  is  facilitated. 

After  a comprehensive  series  of  functional  tests,  these  same  investigators  conclude:  "No  evidence  of 
deleterious  effects  of  the  drug  (amphetamine  sulfate)  were  observed.”  (J. A. M. A. 134:1468  [Aug.23]  1947.) 

Smith , Kline  & French  Laboratories , Philadelphia 


(i racemic  amphetamine  sulfate,  S.K.F.) 

One  of  the  fundamental  drugs  in  medicine 


'BENZEDRINE'  T.M.  REG.  U.S.  PAT.  OFF. 
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Carlos  Finlay  (1333-1915) 

proved  it  in  publie  health 

Carlos  Finlay,  of  Cuba,  a bacteriologist, 
believed  that  yellow  fever  was  transmitted 
by  the  stegomyia  mosquito.  His  original 
experiments  did  not  provide  definite  proof 
of  his  theory.  However,  he  continued  his 
search  in  co-operation  with  Walter  Reed 
and  the  Yellow  Fever  Commission.  The 
work  of  the  Commission  finally  proved  that 
infected  mosquitoes  could  transmit  the 


fever.  The  public  health  preventive  meas- 
ures derived  from  these  experiments  were 
so  successful  that  the  fever  in  Cuba  was 
under  control  within  a year. 


R.  J.  Reynolds  Tobacco  Company,  Winston-Salem.  N.  C. 


Experienee  is  the  best  teaeher 

in  cigarettes,  too! 

Millions  of  smokers  who  have  tried  and  com- 
pared many  different  brands  of  cigarettes 
have  found  that  cool,  mild,  flavorful  Camels  suit 
them  best. 

fry  Camels  on  your  “T-Zone” — T for  Taste, 
T for  Throat.  See  how  your  taste  enjoys  the  rich, 
full  flavor  of  Camel’s  choice,  properly  aged,  and 
expertly  blended  tobaccos.  See  if  your  throat 
doesn't  welcome  Camel's  cool,  cool  mildness. 

Yes!  Try  Camels  and  see  for  yourself  why,  with 
thousands  and  thousands  of  smokers,  Camels  are 
the  “choice  of  experience.” 


According  to  a Nationwide  survey: 

MORE  DOCTORS 
SMOKE  CAMELS 

than  any  other  cigarette 

Three  independent  research  organizations  in  a nationwide 
survey  asked  113,597  doctors  to  name  the  cigarette  they 
smoked.  More  doctors  named  Camel  than  any  other  brand. 
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sensitive 


MULL-SOY  is  a liquid  hypoallergenic  food  prepared  from  water, 
soy  flour,  soy  oil,  dextrose,  sucrose,  calcium  phosphate,  calcium 
carbonate,  salt  and  soy  lecithin,-  homogenized  and  sterilized. 
Available  in  15’/2  fl.  c~  .yvr t ac  drug  stores  everywhere. 


when  milk 

becomes  "forbidden  food" 


• When  children  (infants  and 
adults,  too)  are  unable  to  tolerate 
the  animal  proteins  in  cow's 
milk,  MULL  SOY— the  emulsified  soy 
concentrate — is  the  replacement 
of  choice.  It  is  highly  palatable,  and 
easily  digestible,  without  the 
offending  proteins  of  animal  origin. 

• MULL-SOY  is  a biologically 
complete  vegetable  source  of  all 
essential  amino  acids.  In  standard 
1:1  dilution,  it  also  provides 
the  other  important  nutritional 
factors  of  fat,  carbohydrate  and 
minerals  in  quantities  that  closely 
approximate  those  of  cow’s  milk. 

• To  prepare  MULL-SOY,  simply 
dilute  with  equal  parts  of  water. 

BORDEN'S  PRESCRIPTION  PRODUCTS  DIVISION 

350  MADISON  AVENUE,  NEW  YORK  17,  N.  Y. 

In  Canada  write  The  Borden  Company,  Limited,  Spadina  Crescent,  Toronto 

mull-Soy 
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mental  ease 


The  woman  in  the  climacterium  may  be  disturbed  by 
disquieting  thoughts  and  foolish  fears.  Such  mentaf 
anguish  is  oftentimes  allayed  when  the  physical 
symptoms  associated  with  declining  ovarian  function 
have  been  relieved. 

" Premarin ,"  by  bringing  about  remission  of  meno- 
pausal symptoms,  restores  mental  ease  in  a majority 
of  instances.  Furthermore,  there  is  a "plus”  in 
Premarin". ..the  gratifying  "sense  of  well-being" 
usually  experienced  by  the  patient  following  adminis- 
tration of  this  naturally  occurring,  orally  active  estrogen . 

Flexible  dosage  regimens  to  adapt  treatment  to  the 
particular  needs  of  the  patient  are  made  possible  with 
" Premarin ” Tablets  of  2.5,  1 .25,  or  0.625  mg.,  and 
liquid— 0.625  mg.  per  4 cc.  (one  teaspoonful]. 

While  sodium  estrone  sulfate  is  the  principal  estrogen 
in  "Premarin," other  equine  estrogens. . .estradiol, 
equilin,  equilenin,  hippulin  ...are  probably 
also  present  in  varying  amounts  as 
water  soluble  conjugates. 


CONJUGATED  ESTROGENS  (equine) 


Ayerst,  McKenna  & Harrison  Limited  22  East  40th  Street,  New  York  1 6,  New  York 

*Estrogenic  Substances  (water  soluble)  also  known  as  Conjugated  Estrogens  (equine)  4818 
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ffer  a child  candy — and  he  eagerly  accepts  it. 
Offer  a sick  child  Penicillin  Dulcet  Tablets — and  he 
eagerly  accepts  these.  The  reason  is  simple:  he 
thinks  they  are  candy.  Penicillin  Dulcet  Tablets 
look  and  taste  like  candy,  even  when  chewed  or 
used  as  troches.  A special  cinnamon-flavored 
sugar  base  effectively  covers  the  bitterness  of  the 
penicillin  . . . 50,000  units  of  crystalline  penicillin  G 
potassium,  which  each  tablet  contains  along  with 
0.25  Gm.  calcium  carbonate  as  a buffer.  Penicillin 
Dulcet  Tablets  are  a most  practical  form  of  oral 

penicillin  for  children,  and  also  for  those  adults 
who  dislike  ordinary  tablet  forms.  On  your 
next  prescription  consider  the  sound  therapy, 
the  ease  of  administration,  the  ready  acceptance 
— then  specify  Penicillin  Dulcet  Tablets, 
available  in  bottles  of  12  at  pharmacies  everywhere. 
Abbott  Laboratories,  North  Chicago,  Illinois. 

SPECIFY 

Dulcet®  Penicillin 

Potassium  Tablets  (buffered) 

©(Medicated  Sugar  Tablets,  Abbott) 
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even  in  serious 
injections . . . 

Used  alone  — not  merely  as  adjuvant  therapy  — “orally  administered  penicillin 
is  therapeutically  successful  even  in  serious  infections,  if  a sufficiently  high 
dose  is  given.”1 

By  giving  oral  penicillin  in  doses  of  100,000  units  every  3 hours  (often  preceded 
by  an  initial  “booster”  dose  of  200,000  units),  clinicians  have  successfully 
treated  pneumococcic  lobar  pneumonia,  gonorrhea,  and  other  infections,  both 
acute  and  serious.  Oral  administration  in  high  dosage  produces  penicillin  serum 
concentrations  within  the  antibacterial  range  of  most  susceptible  pathogens. 
If  prompt  response  is  not  obtained,  parenteral  treatment  should  be  instituted 
immediately. 

SQUIBB  PENICILLIN  TABLETS  contain  potent  penicillin  G for  direct,  active 

oral  therapy.  They  are  buffered  for  optimal  absorption  and  are  individually 
and  hermetically  sealed  in  a four-ply  wrapping  of  cellulose  acetate,  pigment, 
aluminum  foil  and  vinyl  plastic  to  maintain  full  potency  until  administration. 
Tablets  of  50,000  and  100,000  units, 
boxes  of  12  and  100. 

POTENCY  SAFEGUARDED 

Drop  a Squibb  Penicillin  Tablet,  wrapping 
and  all,  in  a glass  of  water.  When  you  remove 
it,  and  have  wiped  and  taken  off  the  four-ply 
wrapping,  you  will  find  the  tablet  whole  and 
perfectly  dry.  As  this  simple  test  demonstrates, 

Squibb  Penicillin  Tablets  are  thoroughly 
sealed  against  penicillin-destroying 
moisture  right  up  to  the  time  of  use. 

).  Hoffman,  W.  S.,  and  Volini,  I.  F.: 

Am.  J.  M.  Sc.  213:520  (May)  1947 

CRYSTALLINE  PENICILLIN  G 
SODIUM  (Buffered)  TABLETS 
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The  sooner  the  treatment  of  adrenal  cortical  insufficiency  is  ini- 
tiated, the  shorter  may  be  the  period  of  convalescence  and  the 
milder  the  patient’s  disabilities. 

And  the  closer  the  therapy  comes  to  replacing  the  multiple  action 
of  the  whole  cortical  hormone,  the  more  effective  it  can  be. 

Therein  lies  the  therapeutic  excellence  of  Adrenal  Cortex  Ex- 
tract (Upjohn) — it  is  a specially  extracted  preparation  from  the 
whole  gland  containing  the  multiple  active  principles  of  the  cortex. 
Whenever  such  typical  symptoms  of  cortical  insufficiency  as  las- 
situde, lowered  muscular  tone,  markedly  reduced  resistance  to 
infections,  loss  of  weight,  depression  and  mental  apathy  call  for 
hormone  replacement,  Adrenal  Cortex  Extract  (Upjohn)  con- 
veys in  fullest  possible  measure  the  requisite  cortical  principles. 

Adrenal  Cortex  Extract  (Upjohn) 

Sterile  Solution  in  10  cc.  rubber-capped  vials  for 
subcutaneous,  intramuscular,  and  intravenous  therapy. 


iwiiiiititiii 

for  injection 


(disodium  N -m ethyl-3,5-diiodo-ch eli damate ) 


is  due  to  its  unique  composition  and  stability,  the  meticulous 
care  exercised  in  its  preparation,  the  careful  control  of  all 
manufacturing  stages,  and  the  rigorous  inspection  of  the 
finished  product.  Each  ampul  of  Neo-Iopax  is  sterile  and 
free  from  foreign  particles. 

NEO-IOPAX  is  available  in  10,  20  and  30  cc.  ampuls  of  50%  concentration 
and  10  and  20  cc.  ampuls  of  75%  concentration.  Packaged  in  boxes  of 
1,  5 and  20  ampuls. 

CORPORATION  . BLOOMFIELD,  NEW  JERSEY 

IN  CANADA,  SCHERING  CORPORATION  LIMITED,  MONTREAL 


The  safety  record  of  Neo-Iopax*  — Schering's  brand  of 
sodium  iodomethamate  for  intravenous  urography  — is  note- 
worthy: more  than  fifteen  years  of  effective  urinary  tract 
visualization  without  a single  fatality  reported  in  the  litera- 
ture. The  relative  safety  of 


NEO-IOPAX 


NEO-IOPAX® 
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LITTLE  THINGS  THAT  COUNT ” 

j^xamine  the  “RAMSES”*  Flexible  Cushioned 
Diaphragm  carefully  and  you  will  discover  the  “little 
things”  that  count  so  much  in  adding  to  the  patient’s  com- 
fort and  protection. 

For  example:  there’s  the  all-important  patented  rim-con- 
struction— flexible  in  all  planes  and  presenting  a wider, 
unindented  area  of  contact  with  the  vaginal  walls. 

Unretouched  photomicrographs.  Enlargement  10  diameters. 


Conventional  Diaphragm  Rim 
Conventional  Diaphragm  Dome 


- 


Diaphragm  Rim 
Diaphragm  Dome 


. . . and  the  velvet-smooth  dome — made  of  pure  gum  rubber 
by  an  exclusive  process  that  gives  it  lightness,  strength, 
and  unusually  long  life. 

Comparison  quickly  proves  why  the  “RAMSES”  Flexible 
Cushioned  Diaphragm!  is  a first  choice  of  both  physician 
and  patient.  Available  in  sizes  ranging  from  50  to  95 
millimeters,  in  gradations  of  5 millimeters. 

|"RAMSES"  Flexible  Cushioned  Diaphragms  are  accepted  by  the  Council  on  Physical 
Medicine  of  the  American  Medical  Association. 

gynecological  division 

JULIUS  SCHMID,  Inc. 

423  West  55th  Street , New  York  19,  N.  Y. 

quality  first  since  188 3 


*The  word  "RAMSES”  is  a 
registered  trademark  of  Julius 
Schmid,  Inc. 
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Airplane  view  of  Nestle's  Dennington  factory,  Victoria,  Australia 


• In  Australia,  as  all  over  the  world,  Nestle’s  milk  products  are  widely  used  for  Infant  feeding 


A success  in  infant  feeding  ’round  the  world 


of  distribution  facilities  supply  the  people 
of  Australia,  Tasmania  and  New  Zealand 
with  Nestle's  milk  products. 


During  the  past  80  years  Nestle’s 
has  worked  closely  with  the  medical 
profession  to  develop  quality  milk 
foods  for  babies  . . . and  has  met  each 
advance  in  scientific  knowledge  of 
infant  feeding  with  a corresponding 
improvement  in  product. 

No  wonder,  then,  that  for  more 
than  three  generations  Nestle’s  milk 


products  have  been  best  known  and 
most  used  for  babies  ’round  the  world. 

The  record  shows  that  Nestle’s  was 
the  first  evaporated  milk  fortified  with 
400  U.S.P.  units  of  genuine  Vitamin 
D3  per  pint.  The  quality  of  Nestle’s 
Milk  is  assured  every  step  of  the  way 
. . . we  even  take  the  plant  apart  every 
day  and  wash  it! 


■ 
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WHEN 

POSES  SPECIAL  PROBLEMS 


Periods  of  anorexia  following  infec- 
tious disease  and  surgery  can  readily 
produce  a series  of  consequences  detri- 
mental to  the  patient:  (a)  curtailed 
food  consumption,  (b)  further  deterio- 
ration of  the  nutritional  state,  and  (c) 
impeded  recovery. 

When  anorexia  occurs,  activation  of 
food  interest  becomes  a first  considera- 
tion for  rapid  convalescence.  Highly 
nutritious  food  which  is  at  the  same 
time  tasteful,  stimulative  to  the  appe- 
tite, and  easily  digestible,  thus  possesses 


both  a dietary  and  a therapeutic  worth. 

In  convalescence  when  appetite  lags, 
the  delightfully  tasteful  food  drink 
made  from  Ovaltine  and  milk  has  par- 
ticular usefulness  for  inciting  food  in- 
terest. It  gives  the  patient  a threefold 
combination  of  important  dietary  val- 
ues: worth-while  amounts  of  virtually 
all  essential  nutrients,  easy  digestibil- 
ity, and  appetizing  tastefulness.  Three 
glassfuls  of  Ovaltine  daily  can  convert 
even  a dietetically  poor  to  fair  food  in- 
take to  full  nutritional  adequacy. 


THE  WANDER  COMPANY,  360  N.  MICHIGAN  AVE.,  CHICAGO  1,  ILL. 


Three  servings  daily  of  Ovaltine,  each  made  of 
Vl  oz.  of  Ovaltine  and  8 oz.  of  whole  milk,*  provide: 


CALORIES 

669 

VITAMIN  A 

3000  I.U. 

PROTEIN 

32.1  Gm. 

VITAMIN  Bt 

1.16  mg. 

FAT 

31.5  Gm. 

RIBOFLAVIN 

2.00  mg. 

CARBOHYDRATE  .... 

64.8  Gm. 

NIACIN  

6.8  mg. 

CALCIUM  

1.12  Gm. 

VITAMIN  C 

30.0  mg. 

PHOSPHORUS  

0.94  Gm. 

VITAMIN  D 

417  I.U. 

IRON 

12.0  mg. 

COPPER  

0.50  mg. 

*Based  on  average  reported  values  for  milk. 
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prolonged  action  The  effect  of  each  application  of  Privine  provides  t\yo  to  six  hours  of  nasal 
comfort,  thus  avoiding  the  inconvenience  of  frequent  re-application. 


bland  and  non-irritating  Privine  is  prepared  in  an  isotonic  aqueous  solution  buffered  to  a pH 
of  6.2  to  6.3.  Artificial  differences  in  osmotic  pressure  between,  solution  and  epithelium 
are  avoided;  stinging  and  burning  are  usually  absent. 


relatively  free  from  systemic  effects  Although  a sedative  effect  is  occasionally  noted  in 
infants  and  young  children  — usually  after  gross  overdosage  — Privine  is 
generally  free  of  systemic  effect.  The  absence  of  central  nervous  stimulation  permits 
the  use  of  Privine  before  retiring  without  interfering  with  restful  sleep. 


• CIBA  PHARMACEUTICAL  PRODUCTS.  I II C . . SUMMIT.  NEW  JERSEY 


Privine  0.05  per  cent  for  all  prescription  purposes;  0.1  per  cent  strength  reserved  for  office  procedures. 


PRIVINE  (brand  of  naphazoline)  Trade  Mark  Reg.  U.  S. Pat. Off. 
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To  Facilitate  Preparation  of  Solutions. . . 

For  greater  convenience  and  economy,  both  important  con- 
siderations, Streptomycin  Calcium  Chloride  Complex  now  is 
supplied  in  a multiple-dose  container,  5 Gm.  in  a 50  cc.  viaL 


DILUTION  TABLE* 

For  Vials  Containing  the  Equivalent  of  l Gm.  or  5 Gm.  Streptomycin  Base  ( See  Label) 


Solvent  added  to  1-Gm.  vial 

Streptomycin  base  per  cc. 

Solvent  added  to  5-Gm.  vial 

Streptomycin  base  per  CC. 

19  cc. 

5.5  cc. 

50  mg. 

150  mg. 

45.5  cc. 

12  cc. 

100  mg. 

300  mg. 

15.5  cc. 

4.5  cc. 

60  mg. 

185  mg. 

35.5  cc. 

9-5  cc. 

125  mg. 

350  mg. 

9 cc. 

4 cc. 

100  mg. 

200  mg. 

28.5  cc. 

8 cc. 

150  mg. 

400  mg. 

7 cc. 

3 cc. 

125  mg. 

250  mg. 

20.5  cc. 

6.5  cc. 

200  mg. 

450  mg. 

15.5  cc. 

5.5  cc. 

250  mg. 

500  mg. 

For  Streptomycin  of  the  Highest  Quality  — Specify 

STREPTOMYCIN 


CALCIUM 


CHLORIDE 

MERCK 


COMPLEX 


:il 


stfcce/i/ect 


MERCK.  & CO.,  Inc.  RAHWAY,  N.  J. 

In  Catiada:  MERCK  & CO.,  Ltd.  Montreal,  Que. 


* Printed  copies  of  this  Dilution  Table  are 
available  on  request. 
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THE  COUNTY  MEDICAL  SOCIETY  AND 
THE  GENERAL  PRACTITIONER* 

Howard  S.  Riggin,  M.  D., 

Seaford,  Del. 

If  I had  devoted  a part  of  my  time  in  the 
past  eight  months  to  reading  some  of  the  very 
latest  articles  written  by  brilliant  men  on  sub- 
jects pertaining  to  the  practice  of  medicine 
and  surgery,  I might  have  pieced  together 
some  of  the  things  that  I read  and  rendered  a 
paper  that  would  be  considered  rather  well 
written  and  perhaps  very  interesting.  But 
instead  I picked  two  subjects  that  I consider 
very  important,  and  I also  feel  that  I am 
capable  to  a certain  degree  to  discuss  these 
subjects  without  any  outside  help. 

So  I am  going  to  speak  to  you  today  about 
the  county  medical  society  and  the  general 
practitioner.  These  two  subjects  have  sud- 
denly jumped  into  the  limelight,  and  the  A. 
M.  A.  and  many  of  the  state  medical  societies 
are  giving  them  a lot  of  thought  and  consid- 
eration. To  me  it  is  easy  to  understand  why 
they  are  so  concerned  about  the  county  medi- 
cal society.  The  A.  M.  A.  is  aware  of  the  fact 
that  they  must  have  a strong  support  from 
each  and  every  state  medical  society ; and  each 
and  every  state  medical  society  is  as  strong 
only  as  is  each  of  its  component  parts  namely  : 
the  county  medical  society  in  that  state. 

Now  if  all  this  is  true  as  to  how  invaluable 
the  county  medical  society  is,  then  why  is  the 
A.  M.  A.  so  alarmed?  Well,  gentlemen,  I 
think  I can  answer  that  question  and  I quote 
the  following : 

“The  county  medical  society  in  many 
areas  has  become  just  another  society.” 

This  statement  by  Dr.  Louis  Bauer  (A.  M. 
A.  Trustee  and  President  of  the  Medical  So- 
ciety of  the  State  of  New  York)  is  an  alarm- 
ing truth.  Medicine  has  become  over-organ- 
ized. Surgical  societies,  obstetrical  societies, 

* Presidential  Address,  delivered  before  the  Medical  So- 
ciety of  Delaware,  Rehoboth,  September  15,  1948. 
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pediatric  societies,  general  practice  societies, 
and  others  have  sprung  up  everywhere.  In 
many  places  this  movement  has  reduced  the 
interest  in  county  society  activities,  has  low- 
ered attendance  at  society  meetings,  and  has 
diminished  the  influence  of  the  county  medi- 
cal society  in  the  community. 

Today  the  influence  of  the  county  medical 
society  is  needed  more  than  ever  before.  The 
individual  physician  must  be  kept  united  and 
informed ; the  public  must  be  educated  as  to 
the  problems  of  medicine,  both  scientific  and 
economic,  and  liaison  must  be  maintained  with 
lay  groups  and  organizations  in  the  commu- 
nity. These  are  the  functions  of  the  county 
medical  society. 

What  are  the  responsibilities  of  a county 
medical  society?  The  county  medical  society 
has  a responsibility  to  the  public,  a responsi- 
bility to  its  membership,  and  a responsibility 
to  medical  organization.  There  is  no  order  of 
preference;  all  are  equally  important.  One 
cannot  survive  without  the  other  two.  The 
first  step  toward  understanding  within  the 
membership  is  to  succeed  in  an  understanding 
among  the  county  medical  society  officers. 

“The  county  medical  society  is  as  effective, 
or  as  ineffective,  as  its  success  in  carrying  on 
its  responsibilities.  Such  success  depends  on 
the  individual  physicians  who  make  up  each 
society.”  Unquote. 

Referring  to  the  specialty  societies,  I per- 
sonally think  that  they  are  also  invaluable. 
They  keep  men  who  are  working  in  the  same 
branch  of  medicine  or  surgery  closely  associa- 
ted and  afford  means  of  frequent  discussions 
and  keep  men  familiar  with  all  new  subjects 
and  procedures  in  their  particular  line.  So 
keep  up  your  work  in  these  societies.  Keep 
these  societies  alive,  but  do  not  keep  them 
alive  at  the  expense  of  the  county  medical 
society.  Remember,  that  everything  in  organ- 
ized medicine  starts  at  the  county  medical  so- 
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ciety  level.  And  remember,  that  you  are  the 
county  medical  society ! And,  you  are  the 
state  medical  society ! 

So,  gentlemen,  make  your  county  medical 
society  meetings  interesting.  Have  your  pro- 
gram arranged  far  in  advance  of  the  meeting. 

1 )on ’t  wait  until  the  last  moment  and  then 
have  just  whatever  you  can  get.  Keep  your 
scientific  committee  on  their  toes  and  likewise 
keep  your  social  committee  on  their  toes.  Make 
your  meetings  attractive,  not  only  from  the 
scientific  standpoint  but  from  the  social  stand- 
point as  well,  for  there  is  as  much  or  more  dis- 
cussion and  ironing  out  of  problems  during 
the  collation  than  during  the  business  or  sci- 
entific part  of  the  program.  So  make  your 
meetings  so  attractive  that  the  members  will 
look  forward  to  going  to  the  next  one,  and, 
when  you  attend  a meeting,  do  not  go  just  to 
be  marked  present;  go  to  enter  into  the  discus- 
sions, make  suggestions,  ask  questions,  take 
something  of  value  into  the  society,  and  like- 
wise, when  you  leave  try  to  feel  that  you  have 
received  something  of  value  in  return. 

It  would  be  rather  difficult  for  me  to  dis- 
cuss the  activities  in  the  three  county  medical 
societies  in  Delaware,  as  the  New  Castle 
County  Medical  Society  has  about  three  times 
as  many  members  as  the  Kent  and  Sussex 
county  societies  put  together.  So  I am  simply 
speaking  of  county  medical  societies  in  general. 
One  of  the  most  important  things  in  any 
county  medical  society  is  that  there  should  be 
absolute  harmony  in  the  society,  for  you  know 
that  a house  divided  against  itself  will  fall. 
The  officers  should  lay  stress  on  the  fact  that 
everything  in  organized  medicine  begins  at 
the  county  medical  society  level ; that  each  and 
every  member  has  equal  responsibility ; that 
each  and  every  member  is  a liaison  officer  in 
his  community;  and,  that  the  strength  of  the 
state  medical  society  depends  on  the  strength 
of  each  and  every  county  medical  society. 

Now,  as  to  the  general  practitioner.  There 
seems  to  be  quite  some  concern  at  the  present 
time  about  the  shortage  of  the  general  prac- 
titioner in  the  U.  S.  Especially  is  this  true  in 
the  rural  districts.  The  number  of  doctors  in 
the  U.  S.  has  increased  17%  since  1940,  while 
the  population  of  the  U.  S.  has  increased  only 
12%.  During  the  past  year  there  were  22,739 
students  in  77  medical  schools  in  the  U.  S., 


5,543  of  whom  completed  the  courses  and 
graduated ; and,  according  to  statistics  it 
shows  that  there  is  at  the  present  time  one  doc- 
tor to  every  760  people  in  the  U.  S.  You  can- 
not say  there  is  a shortage  of  doctors,  but 
there  is  a shortage  of  the  doctors  known  as  the 
general  practitioners.  The  accepted  definition 
of  a general  practitioner,  I quote : ‘ ‘ The  com- 
mittee to  study  the  conditions  of  general  prac- 
tice authorized  by  the  house  of  delegates  in 
June,  1947,  and  appointed  by  the  Board  of 
Trustees  of  the  A.  M.  A.  defined  a general 
practitioner  as  a legally  qualified  doctor  of 
medicine  who  does  not  limit  his  practice  to  a 
particular  field  in  medicine  or  surgery.”  Un- 
quote. 

The  family  physician  is  what  the  public  call 
a general  practitioner.  If  we  were  to  classify 
the  general  practitioner  in  order  of  rank  as 
compared  to  the  many  other  branches  of  medi- 
cine and  surgery,  I think  that  the  general 
practitioner  would  be  the  lowest  ranking  one. 
However,  the  fact  that  the  number  of  his  kind 
is  getting  fewer  and  fewer  is  what  is  causing 
all  this  concern  in  the  A.  M.  A.,  and  the  gen- 
eral public  also  is  complaining  about  there  be- 
ing so  few  family  doctors.  So  much  so,  that 
the  A.  M.  A.  has  taken  steps  to  develop  more 
general  practitioners,  and  is  using  various 
means  to  encourage  men  to  stick  to  general 
practice.  But  there  is  one  program  that  the 
A.  M.  A.  is  sponsoring  that  I certainly  do  not 
approve  of  and  that  is  the  selecting  of  the  most 
outstanding  general  practitioner  in  the  U.  S. 
and  I quote : 

“Change  Method  of  Selecting  General  Prac- 
titioner. With  more  and  more  attention  being 
directed  to  the  second  annual  A.  M.  A.  In- 
terim Meeting  to  be  held  in  St.  Louis,  Nov. 
30  to  Dec.  3,  1948,  attention  is  called  to  the 
resolution,  adopted  by  the  House  of  Delegates 
at  the  Chicago  session  in  June,  changing  the 
method  of  selecting  the  outstanding  general 
practitioner  of  the  year.  The  selection  is 
made  at  the  Interim  Session. 

“The  resolution,  which  was  introduced  by 
Dr.  E.  S.  Hamilton  in  behalf  of  the  Illinois 
State  Medical  Society,  set  out  that  the  first 
award  was  made  at  the  A.  M.  A.  Meeting  in 
Cleveland  last  January,  but  was  ‘marred  by 
confusion  and  misunderstanding.  ’ The  reso- 
lution said  it  was  desirable  to  set  up  some  defi- 
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nite  procedure  for  the  selection  of  the  A.  M. 
A.  practitioner  of  the  year,  recommending 
that  the  selection  originate  at  the  county  so- 
ciety level  and  proceed  through  state  organiza- 
tions so  that  local  or  state  groups  and  indi- 
viduals may  pay  tribute  to  the  family  physi- 
cian of  their  choice.  The  resolution  set  in 
operation  the  following  plan  : 

1.  “Each  county  medical  society  shall  be 
urged  to  name  the  candidate  of  its  choice  as 
the  outstanding  general  practitioner  for  the 
year  within  its  jurisdiction,  basing  its  selec- 
tion on  nomination  and  recommendations 
from  any  responsible  source,  lay  or  profes- 
sional. 

2.  “The  name  of  each  candidate  so  chosen 
by  a county  medical  society,  with  all  pertinent 
data,  including  recommendations  of  lay 
groups  and  individuals,  shall  be  submitted  by 
the  county  medical  society  to  the  state  medical 
society  of  which  it  is  a component  part. 

3.  “Each  state  medical  society,  through 
whatever  agency  each  may  designate,  shall 
select  from  among  the  candidates  submitted 
by  its  component  county  medical  societies  one 
name  to  be  declared  the  outstanding  general 
practitioner  within  the  state. 

4.  “The  candidate  so  selected  at  the  state 
level  shall  be  the  sole  candidate  from  that 
state,  and  his  or  her  name,  with  all  pertinent 
supporting  data,  shall  be  submitted  to  the 
Board  of  Trustees  of  the  A.  M.  A. 

5.  “The  Board  of  Trustees  shall  select 
from  the  names  submitted  by  state  societies 
the  names  of  three  persons,  these  names  to  be 
submitted  in  turn  to  this  House  of  Delegates, 
which  shall  select  one  name  to  be  declared  the 
outstanding  general  practitioner  of  the  U.  S. 
for  the  year. 

6.  “Any  state  medical  society  desiring  to 
do  so  may  establish  and  confer  a suitable 
award  with  fitting  public  ceremony  on  the 
physician  it  has  named  as  the  outstanding  gen- 
eral practitioner  of  that  state  for  the  year.” 
Unquote. 

Now  I have  gone  over  this  plan  very  care- 
fully and  tried  my  best  to  find  just  one  way 
in  which  the  man  selected  would  be  benefited, 
and  I have  failed  completely.  I can,  how- 
ever, point  out  where  every  step  in  the  carry- 
ing out  of  such  a program  will  cause  trouble 
right  from  the  community  in  which  the  doctor 
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lives,  on  up  to  and  including  the  A.  M.  A. 
First,  it  will  cause  contention  and  jealousy  in 
his  community.  It  will  cause  all  kinds  of  un- 
pleasant, discussions  and  jealousy  in  the 
county  medical  society.  It  will  cause  the  same 
thing  in  the  state  medical  society,  and  when 
the  selection  is  finally  made  by  the  A.  M.  A. 
there  will  be  one  state  agreeing  with  the  A. 
M.  A.  and  47  states  disagreeing  with  the  A. 
M.  A.  Last  year  was  the  first  year  of  this  pro- 
gram and  they  admitted  that  there  was  con- 
fusion and  misunderstanding ; yet,  they  urge 
each  and  every  county  medical  society  to 
name  the  candidate  of  their  choice.  I sincerely 
hope  that  the  members  of  each  and  every 
county  medical  society  in  this  state  will  think 
the  matter  over  well  before  they  adopt  such  a 
program,  for  I am  not  inclined  to  think  that 
any  of  you  would  want  your  patients  and 
friends,  both  lay  and  professional,  to  go 
around  and  solicit  votes  for  you.  Neither  do 
I think  that  you  would  care  to  appear  in  the 
public  square  and  be  acclaimed  the  most  out- 
standing general  practitioner  in  your  com- 
munity or  in  your  state.  I think  that  there  is 
still  enough  dignity  left  in  the  medical  pro- 
fession to  prevent  any  such  actions. 

I am  not  a mind  reader,  but  I can  just  about 
tell  you  what  most  of  you  are  thinking  at 
this  moment.  You  are  saying  to  yourselves, 
well  if  you  are  opposed  to  the  present  method, 
then  what  have  you  to  offer  in  its  place?  Gen- 
tlemen, that  is  a big  question!  I am,  how- 
e.er,  going  to  offer  a few  timely  suggestions 
and  you  can  take  them  for  what  they  are 
worth.  If  you  aie  treating  a case  your  chances 
of  affecting  a cure  are  very  much  better  if 
you  know  the  cause  of  the  disease  that  you  are 
treating.  That’s  true,  is  it  not?  Now,  the  A. 
M.  A.  knows  the  reason  why  there  is  a short- 
age of  general  practitioners.  Men  are  aban- 
doning general  practice  to  become  specialists. 
At  this  point,  I can’t  resist  the  temptation  of 
injecting  just  a little  humor  into  my  remarks. 
Dr.  E.  W.  Elliott  of  Washington,  D.  C.,  a 
meritous  president  of  Purdue  University,  was 
reading  a paper  not  too  long  ago  and  when  he 
was  discussing  the  specialist  and  the  general 
practitioner  he  gave  his  own  definition  of  a 
specialist  and  also  of  a general  practitioner. 
He  said,  and  I quote:  “A  specialist  is  a man 
who  knows  more  than  he  is  ever  permitted  to 
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tell.  A generalist  (which  may  he  applied  to 
the  medical  profession)  tells  more  than  any 
man  should  be  permitted  to  know.”  Unquote. 
As  I said,  the  A.  M.  A.  knows  that  the  general 
practitioner  is  discontinuing  general  practice 
and  is  taking  up  some  special  line.  But  they  do 
not  know  why  he  is  doing  this.  So  don’t  you 
think  that  it  would  be  the  logical  thing  to  do 
to  try  and  find  out  why?  And  don't  you 
think  that  the  logical  way  to  find  out  would  be 
to  consult  the  general  practitioner  and  find  out 
what  the  trouble  is,  and  then  try  to  remove 
that  trouble?  Don’t  you  think  that  if  you 
want  more  young  men  to  become  general 
practitioners  that  it  would  be  a good  idea  to 
contact  these  young  men  during  their  senior 
year  and  paint  a true  picture  of  the  life  of  a 
general  practitioner  today,  not  of  the  general 
practitioner  of  fifty  years  ago?  Show  these 
young  men  what  is  at  the  end  of  the  rainbow. 
Show  them  that  a man  can  continue  in  general 
practice  all  of  his  life  and  still  become  one  of 
the  greatest  men  in  the  field  of  medicine  and 
surgery.  For  when  a man  in  general  practice 
becomes  so  expert  in  all  the  branches  of  gen- 
eral practice  he  automatically  becomes  an  in- 
ternist and,  gentlemen,  an  internist  is  one  of 
the  most  valuable  men  in  the  medical  profes- 
sion. He  is  not  a specialist.  He  is  what  I 
would  call  a glorified  general  practitioner. 

Whether  or  not  I have  succeeded  in  con- 
tributing anything  of  any  value,  whether  or 
not  I have  succeeded  in  painting  a picture  that 
is  worth  looking  at,  I do  not  know.  I do  know 
that  I have  succeeded  in  doing  just  one  thing : 
I have  given  you  the  opinion  of  a general 
practitioner. 

THE  CLINICAL  SIGNIFICANCE  OF 
HEMOPTYSIS  IN  CHRONIC  NON- 
TUBERCULOUS  DISEASES 
OF  THE  CHEST 

Gerald  A.  Beatty,  M.  D., 
Wilmington,  Del. 

Hemoptysis,  blood  spitting,  occurs  as  a 
symptom  in  chronic  non-tuberculous  disease 
of  the  chest  more  frequently  than  is  commonly 
suspected.  Until  recent  years  hemoptysis  was 
synonymous  with  and  almost  pathognomonic 
of  pulmonary  tuberculosis  with  a consequent 

* From  the  Chest  Clinic.  Memorial  Hospital,  read  be- 
fore the  Medical  Society  of  Delaware,  Wilmington,  October 
14,  1947. 


neglect  of  differential  diagnosis  and  the 
psychological  effects  of  hemoptysis.  Patients 
were  sent  to  sanatoria  with  a diagnosis  of 
tuberculosis  and  remained  for  indefinite 
periods,  positive  evidence  never  being  obtain- 
ed. It  is  not  uncommon  today  to  find  a 
patient  with  hemoptysis  giving  a history  of 
having  been  diagnosed  tuberculous  years  be- 
fore never  having  had  a positive  sputum  but 
so  labeled  because  of  the  hemoptysis.  Today 
most  observers  recognize  that  more  than  50% 
of  the  cases  of  hemoptysis  in  chronic  chest  dis- 
eases are  non-tuberculous. 

Almost  any  disease  affecting  the  respira- 
tory system  may  cause  blood  spitting.  Rubin1 
states  that  “The  vascularity  of  the  organs, 
the  dilatation  of  the  pulmonary  and  bronchial 
arteries  in  the  presence  of  disease,  the  intimate 
contact  of  the  capillary  circulation  with  the 
alveoli  and  the  external  communication  of  the 
bronchi  provide  an  ideal  arrangement  for 
blood  spitting.” 

Hemorrhage  is  usually  slight  in  acute  pul- 
monary disease  but  may  be  profuse  in  the 
chronic  disease.  It  is  frequent  in  bronchiec- 
tasis, carcinoma  of  the  lung,  abscess  of  the 
lung,  and  tuberculosis.  It  is  often  difficult  to 
ascertain  the  site  of  the  bleeding.  In  bron- 
chiectasis and  carcinoma  affecting  the  larger 
bronchi  it  usually  originates  in  one  of  the 
bronchial  arteries,  whereas  in  tuberculosis  it  is 
apt  to  arise  from  the  pulmonary  arteries. 

The  patient  who  consults  the  physician  be- 
cause of  blood  spitting  is  usually  confused  as 
to  how  it  happened.  The  placid  type  mini- 
mizes the  amount  while  the  nervous  high 
strung  individual  is  extremely  upset  upon 
noticing  a few  blood  streaks  in  the  sputum  fol- 
lowing a prolonged  spasmodic  cough.  In 
some  instances  the  patient  may  state  that  he 
was  awakened  during  the  night  with  a salty 
taste  in  his  mouth  which  proved  to  be  entirely 
blood.  Some  are  positive  the  blood  came  from 
the  nose  or  nasopharynx.  In  these  examples 
the  patient  may  have  no  knowledge  of  a chest 
disease.  Modern  methods  of  roentgenologist, 
bronchologist  and  pathologist  obtaining  a 
positive  diagnosis  in  most  cases  and  the  rapid 
advances  in  thoracic  surgery  affecting  cures 
in  those  previously  condemned  to  invalidism 
or  death  place  a heavy  responsibility  upon  the 
general  practitioner  and  internist  to  be  chest 
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conscious  and  alert  to  follow  through  toward 
an  early  diagnosis  in  all  cases  of  hemoptysis. 

It  is  the  purpose  of  this  discussion  to  fa- 
miliarize you  with  the  steps  necessary  for  an 
accurate  diagnosis  and  what  to  expect  when 
proper  treatment  follows.  Close  cooperation 
and  teamwork  among  the  various  specialties 
is  absolutely  essential  in  reaching  an  agree- 
ment as  to  the  proper  diagnosis  and  decision 
as  to  treatment.  The  specialties  represented 
in  a well  functioning  chest  clinic  are:  intern- 
ist, radiologist,  bronchologist,  pathologist, 
oncologist  and  thoracic  surgeon.  No  attempt 
is  made  to  place  these  in  the  order  of  their  im- 
portance, each  being  of  equal  value.  It  is  the 
policy  at  the  Memorial  Hospital  that  no  major 
chest  case  is  operated  upon  until  the  case  has 
been  freely  discussed  at  a conference  of  all  the 
members  and  a group  opinion  reached. 

How  do  we  proceed  toward  a diagnosis  in 
hemoptysis?  A careful  history  is  as  important 
as  it  is  in  any  medical  or  surgical  case  but  in 
many  instances  is  more  accurately  obtained 
after  observing  an  x-ray  of  the  chest.  Unex- 
plained hemoptysis  demands  an  x-ray,  inter- 
pretation of  which  leads  to  interrogation  along 
lines  conforming  to  the  x-ray  findings.  For 
example,  roentgen  impressions  of  exaggerated 
bronchial  markings  in  the  bases  of  both  lungs 
suggesting  a presumptive  diagnosis  of  bron- 
chiectasis leads  to  questions  regarding  past 
chest  history  such  as  long  standing  productive 
cough,  hemoptysis,  repeated  attacks  of  pneu- 
monia or  bronchitis,  etc.  The  physical  exam- 
ination of  the  chest  in  chronic  disease  is  not  as 
valuable  as  in  acute  respiratory  disease,  many 
of  the  findings  being  masked  because  of 
changes  as  the  result  of  long  standing  path- 
ology. Disregard  of  the  physical  findings  is 
not  advocated  but  it  is  important  to  realize  at 
the  onset  that  not  much  will  be  learned  by 
such  an  examination  toward  locating  the  ori- 
gin of  hemoptysis.  Physical  signs  may  be  en- 
tirely absent. 

X-ray  of  the  chest  may  result  in  positive, 
presumptive,  or  negative  findings.  Discovery 
of  a lesion  suggesting  tuberculosis  followed 
by  a report  by  the  bacteriologist  of  acicl-fast 
bacilli  in  the  sputum  gives  sufficient  evidence 
to  support  tuberculosis  as  the  origin  of  the 
hemoptysis.  However,  as  will  be  reported 
later,  negative  x-ray  findings  do  not  mean 


that  tire  patient  may  not  have  endotracheal  or 
endobronchial  ulceration  which  can  be  diag- 
nosed only  by  the  bronchologist.  The  x-ray 
examination  may  reveal  increased  bronchial 
trunk  markings  suggestive  of  bronchiectasis. 
I t may  reveal  a chronic  abscess  or  evidence  of 
atelectasis  due  to  bronchial  obstruction  asso- 
ciated with  a bronchial  tumor,  foreign  body, 
or  granulations.  In  addition,  x-ray  may 
demonstrate  evidence  of  a solitary  tumor. 
X-ray  examination  of  the  chest  may  be  entire- 
ly negative  for  any  pathology  and  yet  the  pa- 
tient may  be  constantly  expectorating  blood. 
It  is  particularly  in  the  latter  group  that  bron- 
choscopy is  indicated  as  a means  of  diagnosis 
to  determine  the  origin  of  the  blood  spitting. 
Bronchoscopy  must  be  followed  by  broncho- 
graphy in  some  cases  to  obtain  a positive 
diagnosis. 

Thus  the  steps  to  be  taken  in  hemoptysis 
are  in  order:  history,  physical  examination, 
chest  x-ray,  sputum  examination,  broncho- 
scopy, bronchography,  bacteriological  exami- 
nation of  the  aspirated  bronchoscopic  secre- 
tions, and  pathological  investigation  of  tissue 
and  secretions  obtained  at  bronchoscopy.  All 
of  these  procedures  may  fail  to  locate  the 
origin  of  the  blood  spitting  and  failure  may 
be  attributed  to  a lesion  in  a bronchus  not  yet 
causing  bronchial  obstruction  or  in  a bron- 
chus not  visible  by  bronchoscopy  or  to  some 
other  disorder  not  considered  a chronic  chest 
disease.  Bronchiectasis,  carcinoma  or  lung 
abscess  etc.,  are  diseases  known  to  cause  he- 
moptysis. Consideration  of  therapy  follows 
all  these  procedures  and  will  be  discussed 
later. 

Bronchiectasis  is  generally  accepted  as  be- 
ing next  in  frequency  to  tuberculosis  among 
chronic  chest  diseases,  but  it  is  thought  by 
some  to  exceed  tuberculosis.2  Bronchiec- 
tasis is  derived  from  the  Greek  meaning  bron- 
chial dilatation.  The  cause  of  bronchiectasis 
is  most  likely  bronchial  obstruction  plus  in- 
fection and  thus  may  follow  atelectasis.  There 
seems  to  be  considerable  discussion  as  to  the 
pathology  of  bronchiectasis ; that  is  to  say 
whether  actual  dilatation  occurs  or  whether 
the  impression  of  dilatation  is  only  apparent 
due  to  destruction  of  cilia,  mucosa  and  mus- 
cularis. 

“The  changes  must  be  considered  for  the 
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most  part  irreversible.  Removal  of  a foreign 
body  or  other  obstruction  may  relieve  the 
symptoms  and  medical  treatment  and  con- 
servative therapy  may  change  it  from  a wet 
to  a dry  bronchiectasis  but  the  pathological 
changes  of  dilatation  and  fibrosis  remains. 
Whether  the  changes  occur  as  a result  of  pull- 
ing force,  a dilating  force  or  a destructive 
process  the  fact  remains  that  there  results  a 
dilated,  fairly  rigid,  walled,  fibrosed  struc- 
ture which  will  not  return  to  its  original  con- 
dition. ”3 

However,  there  may  be  accepted  a pre- 
bronchiectatic  state  in  which  bronchoscopic 
aspiration  of  obstructing  secretion  or  removal 
of  a foreign  body  may  prevent  an  actual  bron- 
chiectasis. It  must  be  repeated  however,  that 
once  established  bronchiectasis  is  permanent. 
Thus  it  is  clearly  evident  that  early  diagnosis 
is  paramount  and  it  may  be  said  that  the  gen- 
eral practitioner,  internist  and  roentgenolo- 
gist stand  in  the  first  line  of  defense  against 
bronchiectasis.  Early  recognition  of  atelec- 
tasis, refusal  of  accepting  a diagnosis  of  un- 
resolved pneumonia  are  their  responsibilities 
and  contribution  toward  preventing  develop- 
ment of  bronchiectasis.  This  is  particularly 
important  in  localized  atelectasis  in  a child. 
The  progress  made  in  the  past  two  decades  in 
the  understanding  and  treatment  of  bron- 
chiectasis constitutes  one  of  the  most  remark- 
able accomplishments  of  modern  medicine. 
The  time  has  come  to  diagnose  all  coughs  and 
not  consider  them  as  chronic  bronchitis,  sino- 
bronchitis or  asthmatic  bronchitis. 

The  history  of  recurring  bronchitis,  atypi- 
cal pneumonia,  chronic  productive  cough  and 
hemoptysis  must  spur  the  attending  physician 
to  a definite  diagnosis.  History,  physical 
signs  to  a certain  degree,  x-ray  examination 
and  bronchoscopy  contribute  to  a presumptive 
diagnosis  but  a positive  diagnosis  may  be  made 
only  by  bronchography.  Modern  technique  of 
thoracic  surgery  has  made  it  necessary  for  a 
diagnosis  to  the  full  extent  and  exact  location 
of  the  bronchiectasis  and  this  is  accomplish- 
ed only  after  conscientious,  time  consuming, 
careful  mapping  of  the  entire  bronchial  tree 
with  opaque  oil.  It  must  not  be  assumed  that 
an  area  not  filled  with  oil  is  or  is  not  bron- 
chiectatic.  Bronchiectasis  is  now  known  to 
be  segmental  in  distribution  and  not  lobar. 


Today  the  thoracic  surgeon  is  able  to  resect 
a segment  or  segments  of  diseased  lobes  thus 
saving  normal  structures  and  preventing  hy- 
perplasia of  the  remaining  tissue  and  preserv- 
ing vital  capacity.  The  high  mortality  rate  of 
bronchiectasis  without  surgical  treatment  is 
appalling.  Nehil4  mentions  some  60%  five 
years  after  the  diagnosis  is  made.  The  neces- 
sity of  surgical  cure  is  not  only  for  the  relief 
of  symptoms  but  for  the  mortality  of  later 
years.  The  figures  on  the  mortality  rate  of 
those  dying  untreated  before  40  years  of  age 
are  astounding.  Not  many  years  ago  the  mor- 
tality rate  for  pulmonary  resection  was  be- 
tween 40%  and  50%.  Today  in  the  hands  of 
experienced  surgeons  it  is  as  low  as  3%  and 
the  younger  the  patient  the  lower  the  mortal- 
ity rate,  another  argument  for  early  suspicion 
and  subsequent  diagnosis.  The  advent  and 
use  of  sulfonamides  and  penicillin  pre-  and 
post-operatively  plus  the  improved  technique 
have  contributed  greatly  to  the  reduced  mor- 
tality rate  in  surgical  treatment. 

Scarlett3  states  first  that  the  mortality  rate 
in  non-surgically  treated  cases  is  between  30% 
and  50%  within  a 15-year  period  after  onset 
of  symptoms:  secondly  that  those  in  whom  it 
develops  before  15  years  of  age  are  unlikely  to 
live  beyond  40  years  of  age ; thirdly  that  the 
vast  majority  will  ultimately  die  of  the  dis- 
ease or  its  complications  and  fourth  that  the 
morbidity  of  the  disease  from  physical  and 
psychological  standpoints  is  devastating. 
Those  who  live  are  not  happy  because  of  the 
presence  of  the  foul  offensive  pus. 

The  relationship  between  bronchiectasis  and 
sinusitis  has  long  been  the  subject  of  much 
discussion.  The  conception  now  is  that  sinus- 
itis is  an  associated  condition  in  the  bronchiec- 
tasis patient  whose  respiratory  tract  is  in  the 
state  of  lowered  resistance.  It  has  been  noticed 
by  us  as  well  as  by  others  that  the  sinuses  may 
be  involved  secondarily  and  clear  up  when  the 
chest  pathology  is  removed.  Hedblom2  re- 
ports only  8 cases  in  552  of  bronchiectasis 
with  evidence  of  sinusitis  preceding  the  devel- 
opment of  bronchiectasis.  Others  report  that 
the  majority  of  cases  had  evidence  of  bron- 
chiectasis for  several  months  and  years  before 
the  onset  of  chronic  sinus  diseases.  All  observ- 
ers have  noted  that  many  patients  with  bron- 
chiectasis have  not  or  never  have  had  sinus- 
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itis.  The  moral  may  well  be — given  chronic 
sinusitis  search  for  bronchiectasis. 

The  complications  to  be  expected  are  atypi- 
cal and  recurrent  pneumonia,  lung  abscess, 
empyema,  emphysema  and  amyloid  disease 
plus  the  fact  that  the  patient  is  an  invalid  and 
susceptible  to  other  diseases.  Non-surgieal 
treatment  of  bronchiectasis  has  its  place  only 
in  those  cases  considered  non-operable  for  var- 
ious reasons  such  as  a generally  poor  risk,  ex- 
tensive widespread  disease  and  for  those  who 
refuse  surgery.  Medical  and  conservative 
treatment  may  reduce  the  amount  of  pus  ex- 
pectorated and  aid  secondary  pneumonitis  but 
does  not  prevent  complications  or  aid  in  re- 
duction of  the  morbidity  or  mortality  rates. 
Such  treatment  consists  of  postural  drainage, 
repeated  bronchoscopic  aspiration,  general 
supportive  treatment  and  the  use  of  the  sul- 
fonamides, penicillin  and  autogenous  vaccine 
therapy. 

Alexander0  concludes  that  the  results  of 
sulfonamide  therapy  are  generally  disappoint- 
ing except  that  they  may  control  superim- 
posed pneumonitis. 

Aerosol  penicillin  may  help  50%  tempo- 
rarily. Penicillin  is  best  used  intratracheally 
and  the  result  is  difficult  to  analyze.  Many 
report  marked  success  with  the  use  of  peni- 
cillin but  it  is  generally  accepted  that  these 
results  are  difficult  to  analyze. 

Hemoptysis  may  be  the  presenting  symp- 
tom in  carcinoma.  Blood  spitting  is  a fre- 
quent symptom  of  bronchiectasis  usually  not 
profuse  and  often  not  the  symptom  for  which 
the  patient  consults  the  physician  but  it  is 
very  likely  to  be  the  chief  complaint  in  carci- 
noma of  the  lung.  In  patients  past  40  years  of 
age  particularly,  a history  of  hemoptysis  calls 
for  a thorough  investigation  exhausting  all 
methods  of  diagnosis  as  it  may  be  the  only 
symptom  of  carcinoma  of  the  lung. 

The  incidence  of  carcinoma  of  the  lung  is 
definitely  increasing.  Observers  vary  as  to 
its  relative  frequency  compared  to  malignancy 
of  other  organs.  That  it  is  more  frequent  to- 
day is  not  due  entirely  to  earlier  and  increased 
recognition  although  it  is  true  that  modern 
methods  of  diagnosis  reveal  positive  evidence 
of  the  disease  in  patients  formerly  not  suspect- 
ed. Another  contribution  to  the  apparent  in- 


creased incidence  of  carcinoma  of  the  lung  is 
greater  longevity. 

The  etiology  is  obscure,  as  it  is  in  carcinoma 
elsewhere.  It  is  found  in  males  about  six  to 
seven  times  more  frequently  than  in  females. 
Although  the  average  age  is  in  the  fifth  dec- 
ade it  may  occur  in  the  second  or  third  decade 
as  does  cancer  in  other  organs.  It  usually  oc- 
curs in  a patient  previously  considered  well, 
there  being  no  previous  chest  history.  The 
symptoms  may  be  single  or  multiple  and 
chiefly  are  hemoptysis,  cough  and  pain  in  the 
chest.  Althogh  the  patient  may  admit  a cough 
over  a period  of  years  he  will  state  that  the 
present  cough  seems  to  be  different.  Many 
are  first  observed  because  of  the  acute  respira- 
tory infection,  often  diagnosed  as  pneumonia 
or  pneumonitis.  Physical  signs  and  x-ray 
findings  in  a patient  of  the  so-called  cancer  age 
persisting  beyond  the  normal  length  of  time 
for  such  an  acute  affair  demands  investiga- 
tion to  rule  out  bronchogenic  cancer.  Again 
remember  that  the  diagnosis  of  unresolved 
pneumonia  is  outmoded  and  one  to  be  for- 
gotten. ,4  i 

X-ray  examination  will  only  infrequently 
show  a tumor.  However,  it  does  very  often 
indicate  an  atelectasis  of  a lobe  or  part  of  a 
lobe  of  the  lung  secondary  to  bronchial  ob- 
struction so  that  a presumptive  diagnosis  may 
be  made.  However,  if  a bronchial  neoplasm 
be  present  and  not  yet  causing  obstruction 
roentgen  examination  may  be  entirely  nega- 
tive. One  of  the  cases  in  our  series  with  mark- 
ed and  continued  hemoptysis  had  negative 
x-ray  findings  and  yet  bronchoscopy  revealed 
an  inoperable  cancer  of  the  carina  and  both 
main  bronchi.  X-ray  examination  of  the 
chest  may  show  an  involvement  of  the  par- 
enchyma or  an  atelectasis  without  the  patient 
having  any  symptoms  whatsoever. 

Unfortunately  the  symptoms  of  primary 
cancer  of  the  lung  as  we  know  them  are  evi- 
dences as  a rule  of  long  standing  disease,  so 
that  despite  marked  advances  in  thoracic  sur- 
gery securing  a very  low  mortality  rate  many 
of  the  patients  are  inoperable  when  first  con- 
sidered for  surgery.  Strieder7  and  others 
estimate  that  between  10%  and  25%  of  carci- 
noma have  metastases,  cachexia,  or  such  mark- 
ed evidence  of  advanced  cancer  when  first  con- 
sidered for  surgery  that  they  are  obviously 
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inoperable.  Of  the  remainder  operated  upon 
the  majority  quality  for  pneumonectomy 
either  as  a curative  or  palliative  procedure. 
The  thoracic  surgeon  lias  given  us  a definite 
challenge.  lie  will  cure  the  patient  if  the 
diagnosis  is  early.  How  may  an  early  diag- 
nosis be  accomplished?  Granting  that  we  are 
cancer  conscious  in  hemoptysis,  atelectasis, 
and  atypical  pneumonias  and  therefore  follow 
through  with  x-ray  and  bronchoscopy,  how  are 
we  to  see  the  patient  with  such  evidence  early 
enough  for  the  surgeon?  Annual  x-rays  of 
the  chest  by  industrial  plants  and  mass  sur- 
veys may  supply  cases  at  least  before  symp- 
toms develop.  The  majority  of  bronchogenic 
tumors  arise  in  a large  bronchus  visible  with 
the  bronchoscope  and  it  is  accepted  that  in 
GOG  a positive  diagnosis  may  be  made  by 
biopsy  of  the  lesion.  In  addition,  the  patholo- 
gist has  now  given  further  aid  in  examination 
of  secretion  aspirated  at  bronchoscopy.  Clerf 
and  others  have  shown  a higher  percentage  of 
positive  secretion  than  positive  findings  from 
biopsy.  The  lesion  may  be  in  a small  segmen- 
tal branch  bronchus  not  visible  with  the  bron- 
choscope and  yet  pathological  examination  of 
aspirated  secretion  may  obtain  a positive  diag- 
nosis of  cancer. 

Exploratory  laparotomy  is  generally  ac- 
cepted by  the  medical  profession  when  surgi- 
cal abdominal  disease  is  suspected  even 
though  positive  diagnosis  has  not  been  made. 
Certainly,  exploratory  thoracotomy  is  no 
more  hazardous  than  exploratory  laparotomy. 

Pnemonectomy  is  the  only  operation  in 
proven  bronchogenic  carcinoma.  Exploratory 
thoracotomy  is  accepted  by  many  and  should 
be  accepted  by  all  in  any  suspected  case 
which  does  not  show  evidence  of  metastases 
beyond  the  hemi-thorax.  with  arrangements 
for  pneumonectomy  if  the  diagnosis  of  tumor 
is  confirmed  at  operation.  In  most  cases  of 
bronchogenic  cancer  it  is  impossible  to  rule 
out  metastatic  spread  prior  to  operations,  that 
is  metastases  confined  to  the  involved  thorax. 
We  believe  in  and  practice  palliative  pneumo- 
nectomy even  upon  those  who  at  operation 
show  evidences  of  metastases  in  the  chest, 
chiefly  upon  the  theory  that  removing  the 
tumor  gives  the  patient  an  easier  few  months 
although  not  accomplishing  a cure.  Unless 
the  lung  is  removed  bronchial  obstruction  with 


subsequent  infection  develops  and  the  patient 
has  complications  for  which  no  help  is  avail- 
able. A pneumonectomized  patient,  provided 
he  is  a good  surgical  risk,  makes  an  excellent 
recovery.  One  patient  operated  upon  under 
local  anesthesia  in  the  morning  was  out  of  bed 
the  same  evening.  All  are  out  of  bed  on  the 
following  day.  In  our  opinion  palliative 
pneumonectomy  offers  more  than  palliative 
radiation  therapy.  There  are  many  admitted 
reasons  for  failure  of  radiation  treatment  par- 
ticularly inability  to  localize  the  tumor  and 
thus  prevent  concentration  of  the  radiation. 
In  addition,  the  object  of  treatment  in  the 
thoracic  cage  is  too  far  from  the  source  of  the 
rays.  Further,  many  of  the  patients  may  bet- 
ter stand  pneumonectomy  than  intense  x-ray 
therapy.  Radiation  treatment  has  probable 
value  in  post-pneumonectomies  if  the  surgeon 
localizes  glands  impossible  to  remove  at  the 
time  of  operation. 

Bronchoscopy  may  give  presumptive  evi- 
dence of  carcinoma  if  positive  evidence  is  not 
present,  namely,  widening  of  the  carina,  peri- 
bronchial stenosis,  and  distortion  of  a bron- 
chus. 

Aspiration  biopsy  is  mentioned  by  many 
authors  only  to  be  condemned.  We  practice 
such  a procedure  if  a tumor  is  suspected  by 
x-ray  and  other  evidence  is  lacking,  particu- 
larly in  such  cases  in  which  a radio-sensitive 
tumor  is  suspected  and  surgery  is  not  indica- 
ted. Although  our  series  is  small  the  compli- 
cations feared  by  those  opposed  have  not  oc- 
curred. It  is  pointed  out  by  the  opponents 
that  the  reward  of  positive  evidence  is  not 
compensated  for  the  danger  of  infection, 
pneumothorax  and  implantation. 

As  a summary  may  it  be  restated  that  the 
surgeon  can  cure  cancer  of  the  lung  if  he  gets 
the  case  early  and  it  is  our  responsibility  to  be 
cancer  conscious  and  make  an  early  diagnosis. 
The  question  has  been  asked  of  the  surgeon: 
why  operate  upon  these  patients  when  only  a 
small  percentage  are  curable?  His  reply  must 
be  that  non-surgical  treatment  results  in 
100%  mortality. 

Discussion 

Dr.  W.  M.  Pierson  (Wilmington)  : Time 
does  not  permit  a review  of  many  cases,  but 
we  hope  that  the  citing  of  a few  cases  will  em- 
phasize some  of  the  points  made  by  Dr.  Beatty 
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as  well  as  to  give  you  a practical  demonstra- 
tion or  illustration  of  the  methods  necessary 
for  an  accurate  diagnosis  in  hemoptysis. 

The  first  case  is  a patient  21  years  of  age  who 
had  pneumonia  at  six  months  of  age  with  sub- 
sequent pneumonia  at  five  years  of  age  with  a 
rib  section  for  empyema.  She  had  no  hemop- 
tysis. She  had  been  well  except  for  chest 
symptoms  and  was  referred  to  us.  An 
x-ray  examination  revealed  a lesion  in  the 
lower  left  chest  which  the  roentgenologist  con- 
sidered to  be  presumptive  of  bronchiectasis. 
The  bronchogram  taken  after  the  broncho- 
scopy revealed  evidence  of  bronchiectasis  in 
the  lower  left  lobe.  It  is  not  well  shown  here 
because  of  the  shadows  that  are  behind  the 
heart.  In  the  actual  film  we  see  marked  evi- 
dence of  bronchiectasis  in  the  lingular  lobe. 
In  the  lateral  view  the  bronchogram  shows 
marked  evidence  in  the  lower  left  lobe, 
but  you  notice  that  the  superior  branch  of  the 
left  lower  lobe  is  filled  but  it  is  free  of  evi- 
dence of  bronchiectasis.  She  does  have  evi- 
dence of  that  in  the  lower  lobe. 

Before  these  cases  are  presented  for  surgery 
it  is  necessary  to  map  the  entire  lung.  Conse- 
quently, before  this  case  was  surgically  de- 
cided upon  it  was  necessary  to  put  oil  into  the 
right  side,  and  the  next  slide  will  show  that 
the  right  side  is  filled  satisfactorily  enough  to 
rule  out  any  evidence  of  bronchiectasis. 

It  was  discussed  at  a chest  conference  and 
a lower  left  lobe  resection  was  decided  upon, 
removing  the  four  branches  but  leaving  the 
superior  branch  of  the  lower  left  lobe.  Seg- 
mental resection  permits  retention  of  tissue 
that  is  valuable,  and  we  consider  that  the 
superior  branch  in  the  lower  lobe  is  sufficient 
to  make  it  worth  while  to  leave  it  intact.  Con- 
sequently she  had  resection  of  the  four 
branches  and  the  lingular  branch  of  the  left 
upper  lobe.  She  made  a satisfactory  recovery 
except  the  second  day  after  operation  she  de- 
veloped a temperature.  She  seemed  to  be  un- 
able to  get  up  the  secretion  and  x-ray  examina- 
tion showed  some  evidence  of  bronchiectasis. 

She  had  a bronchoscopy  at  which  time  a 
large  amount  of  thick,  pure  secretion  was  aspi- 
rated. She  seemed  to  do  very  well  except  she 
did  expectorate  and  cough  up  secretion  simi- 
lar to  that  she  had  prior  to  operation. 

(Slide)  A subsequent  bronchogram  was 


taken  and  after  operation  there  was  still  some 
evidence  of  bronchiectasis.  You  recall  we 
showed  you  a slide  taken  of  a bronchogram 
before  operation  in  which  this  branch  was  the 
superior  branch.  After  operation  she  continu- 
ed to  expectorate  the  same  type  of  secretion, 
and  we  find  by  bronchogram  she  has  bronchiec- 
tasis in  this  particular  branch.  This  is  due  to 
the  obstruction,  after  operation,  due  to  secre- 
tion blocking  up  the  bronchus,  failure  to  com- 
pletely aspirate  or  aspirate  sufficiently  fre- 
quently to  keep  the  bronchus  open  and  result- 
ing in  bronchiectasis. 

Unfortunately,  this  means  that  she  will  have 
to  return  for  further  surgery  so  that  she  has 
a complete  cure. 

(Slide)  The  next  case  is  a patient  87  years 
of  age.  He  had  complete  hemoptysis.  Pre- 
vious history:  only  a chronic  cough  for  which 
he  did  not  seek  medical  attention.  The 
hemoptysis  was  quite  severe.  Bronchoscopy 
revealed  pus  similar  to  that  found  in  bron- 
chiectasis but  did  not  reveal  the  source  of 
bleeding.  The  x-ray  examination  revealed 
evidence  of  pathology  in  the  lower  right  chest 
that  the  roentgenologist  considered  to  be  pre- 
sumptive evidence  of  bronchiectasis.  The 
bronchogram  taken  after  the  bronchoscopy  in 
the  AP  view  revealed  no  evidence  of  pathol- 
ogy. We  were  uncertain  as  to  whether  all  the 
branches  were  filled  in  the  AP  view,  but  the 
lateral  view  gives  us  a story. 

(Slide)  In  this  third  picture  we  see  evi- 
dence of  filling  of  the  branches  of  the  lower 
lobe  except  for  the  medial  basal  branch  de- 
picted here.  The  superior  branch,  the  pos- 
terior and  lateral  and  the  anterior  branches 
were  filled.  There  is  only  a little  bit  in  the 
middle  lobe  bronchus  so  we  are  not  able  to 
say  for  certain  that  the  patient  had  bronchiec- 
tasis of  the  middle  lobe. 

Subsequently  oil  was  introduced  again  to 
fill  the  middle  lobe  hoping  to  fill  this 
branch.  The  oil  did  fill  the  middle  lobe  and 
ruled  out  evidence  of  bronchiectasis  in  the 
middle  lobe. 

About  this  time  the  patient  was  free  of 
bleeding  and  had  quite  a workout  and  we  were 
satisfied  to  give  him  a rest  and  let  him  go 
home  for  a short  time  and  report  back  for  fur- 
ther observation  and  checkup.  We  knew  that 
his  bleeding  was  coming  from  some  place  al- 
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though  we  had  not  yet  determined  the  origin. 
Weeks  later  he  called  up  and  said  he  had  had 
quite  a lot  of  bleeding,  so  he  came  back  to  the 
hospital  and  had  another  bronchoscopy.  At 
this  time  they  saw  bleeding  from  the  medial 
basal  branch  of  the  right  lower  lobe,  the  same 
branch  not  filled  in  either  this  bronehogram 
or  this  one. 

We  knew  we  had  the  source  of  bleeding  but 
did  not  know  the  pathology.  Oil  was  again 
put  in,  but  this  time  instead  of  being  placed  in 
by  gravity  it  was  put  in  with  a catheter  in- 
serted through  the  bronchoscope  directly  in 
the  medial  basal  branch  of  the  right  lower  lobe, 
with  the  following  result,  showing  evidence  of 
bronchiectasis  in  the  medial  base  of  the  right 
lower  lobe. 

He  was  considered  at  a conference  and  a 
segmental  resection  of  the  right  lower  lobe  was 
decided  upon.  He  had  removal  of  the  medial 
basal  branch  and  part  of  the  anterior  basal 
branch.  At  operation  he  showed  a large  or- 
ganized clot  in  that  medial  basal  branch  of 
about  2 cm.  He  has  had  no  more  bleeding  and 
does  not  have  any  more  cough. 

(Slide)  This  is  merely  a bronehogram  after 
operation  and  shows  no  evidence  of  pathology. 

(Slide)  The  next  case  is  a man  33  years  of 
age  who  was  perfectly  well  up  until  Novem- 
ber. 1946.  He  was  refused  by  the  Draft 
Board,  however,  in  1941  because  of  a heart 
condition.  He  did  not  know  the  nature  of  this 
heart  condition  and  had  never  had  any  symp- 
toms, but  was  told  they  would  not  take  him 
in  the  service.  In  November,  1946,  he  devel- 
oped dyspnea  and  naturally  felt  that  his  heart 
was  the  origin  of  the  dyspnea.  He  received 
medical  treatment  and  care.  Six  weeks  later 
he  developed  hemoptysis  which  persisted  for 
three  or  four  weeks  daily,  and  he  then  was 
referred  to  us.  X-ray  examination  revealed  a 
lesion  in  the  right  side  of  his  chest  showing  a 
shadow  that  is  not  consistent  with  any  abnor- 
mal heart  shadows  and  the  roentgenologist  was 
of  the  opinion  that  it  was  a tumor.  The  x-ray 
revealed  evidence  of  pathology  that  the  roent- 
genologist felt  was  a tumor  and  it  proved  to  be 
in  a location  that  bronchoscopy  and  surgery 
later  proved,  so  that  they  were  correct  in  their 
diagnosis.  On  bronchoscopy  the  patient  had 
a granulation  in  the  right  main  bronchus  with 
profuse  bleeding  and  stenosis  of  the  bronchus 


apparently  of  extra  bronchial  origin  in  addi- 
tion to  the  tissue  in  the  bronchus.  Aspiration 
of  the  secretion  and  biopsy  of  the  lesion  in  the 
bronchus  led  the  pathologist  to  give  a report 
of  the  secretion  and  the  tissue  as  being  bron- 
chogenic carcinoma. 

(Slide)  A bronehogram  was  done  on  this 
patient  although  it  is  not  customary  for  us  to 
do  bronchography  in  carcinoma  of  the  lung. 
We  were  not  sure  under  bronchoscopie  exam- 
ination that  this  patient  had  a cancer.  We 
presumed  he  might  have  had  even  bronchiec- 
tasis and  were  taking  further  steps  in  the 
study. 

I don't  know  whether  you  can  see  it  or  not 
but  the  bronehogram  shows  evidence  of  ob- 
struction at  the  same  level  we  found  in  bron- 
choscopy. 

The  case  was  discussed  at  conference  and  we 
decided  that  he  should  have  a pneumonectomy. 
Operation  was  performed  and  the  lung  was  re- 
moved and  a few  glands  were  observed  sug- 
gesting metastatic  involvement  proved  by 
pathologists  to  be  a metastasis.  He  was  oper- 
ated on  in  March,  1947.  He  is  an  automobile 
mechanic  doing  his  daily  work  and  has  had  no 
further  symptoms  except  some  pain.  He  also 
was  followed,  however,  by  some  x-ray  therapy 
because  of  the  finding  of  the  glands. 

Now,  in  conclusion,  I would  like  to  give  just 
a few  figures  on  our  work.  We  do  not  have 
enough  cases  to  draw  any  conclusions  of  any 
national  importance,  but  we  would  like  to  say 
that  we  have  two  cases  operated  on  more  than 
five  years  ago  still  living,  both  men,  one  man 
now  67,  the  other  man  in  his  early  50s.  They 
showed  no  evidence  of  metastasis  at  operation 
and  have  been  doing  very  well. 

We  have  another  patient  who  lived  eight 
years  following  pneumonectomy  and  died  of  a 
cardiac  condition.  We  also  have  a patient 
who  had  been  operated  on  almost  three  years 
now,  a female,  who  is  doing  satisfactorily. 

The  reports  of  surgery  indicate  that  10  per 
cent  of  these  eases  may  be  cured.  It  is  not  a 
high  percentage,  but,  as  Dr.  Beatty  stated,  it 
is  higher  than  non -surgery  treatment. 

Dr.  Joseph  M.  Messick  (Wilmington)  : 
Hemoptysis,  as  Dr.  Beatty  has  said,  is  a symp- 
tom, not  a disease,  but  it  is  a very  serious,  im- 
portant and  challenging  symptom.  It  always 
means  pathology,  which  pathology  usually  is 
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serious  in  terms  of  the  morbidity  if  not  in- 
deed mortality.  Each  patient  alike  may  not, 
therefore,  dismiss  the  symptom  that  it  prob- 
ably came  from  the  nose  and  throat  and  which 
the  physician  holies  is  so  and  the  patient  ac- 
cepts such  an  explanation  through  ignorance. 
Hemoptysis  is  a symptom,  for  our  purpose,  ot‘ 
a chronic  disease.  We  are  now  considering 
the  acute  disease  of  which  hemoptysis  is  an 
obvious  symptom.  If  we  are  going  to  help  the 
patients  we  must  get  them  early.  How  are  we 
going  to  get  them  early?  Make  a plea  for  the 
widespread  x-raying  of  the  chest  of  all  people, 
not  just  patients:  that  is,  people  who  come  in 
sick. 

Dr.  Beatty  has  mentioned  the  surveys  done 
by  industry,  by  public  health  units,  etc.,  but 
these  cover  too  small  a portion  of  the  popula- 
tion. Too  few  physicians  encourage  their 
patients  to  have  annual  examinations.  Too 
often  these  do  not  include  x-rays  of  the  chest. 

In  connection  with  x-ray,  I should  like  to 
say  that  the  roentgenologist  is  the  key  figure. 
Not  only  must  he  be  competent,  but  he  must 
call  attention  to  very  early  lesions,  and  they 
must  be  investigated  immediately  if  a patient 
is  going  to  be  helped.  What  can  we  do  then 
to  get  these  patients  early?  We  can  have  all 
people  encourage  them  to  have  periodic  exam- 
inations which  shall  include  an  x-ray  of  the 
chest.  We  can  work  toward  the  goal  of  uni- 
versal x-rays.  We  can  forget  such  things  as 
unresolved  pneumonia.  We  can  have  coughs 
of  over  six  weeks’  duration  investigated  imme- 
diately. 

One  other  point  in  regard  to  palliative 
pneumonectomies.  Certainly  for  a patient 
with  a bronchial  cough  palliative  pneumonec- 
tomy can  make  his  last  days  less  horrible. 

This  group  certainly  ought  to  be  congratu- 
lated on  their  recognition  of  the  need  and  fine 
teamwork  and  execution  of  the  program  they 
have  been  carrying  out. 

Dr.  I.  M.  Flinn  (Wilmington)  : It  might  be 
worth  while  to  emphasize  that  in  addition  to 
the  accurate  and  immediate  investigation  of 
the  non-tuberculous  group  of  cases  that  show 
hemoptysis  all  cases  of  hemoptysis,  even 
though  they  are  thought  to  be  tuberculous, 
should  also  be  investigated  early.  Because  of 
the  modern-day  treatment,  minor  surgical 
procedures,  at  times  major  thoracic  surgical 


procedures,  may  mean  a cure,  and  an  early 
cure,  in  those  cases  which  heretofore  may  have 
merely  been  put  to  bed  to  rest  to  await  devel- 
opments. 

Also  in  the  increasing  number  of  x-rays 
suggested  and  to  be  made,  do  not  expect  the 
roentgenologist  to  give  an  accurate  diagnosis 
at  the  first  glimmer  that  there  is  something 
wrong  in  a chest.  His  responsibility  should  be 
to  call  attention  to  the  fact  that  it  is  not  nor- 
mal and  that  that  chest  should  be  followed 
closely  and  more  accuurately  than  the  once-a- 
year  or  the  routine  which  may  be  established 
for  the  normal  individual. 
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PATENT  DUCTUS  ARTERIOSUS 
Report  of  an  Infected  Case  With 
Surgical  Cure  ' 

A.  Henry  Clagett,  Jr.,  M.  D., 
Wilmington,  Del. 

This  ease  is  being  reported  for  three  rea- 
sons: it  is  believed  to  be  the  first  ease  oper- 
ated upon  in  the  state  of  Delaware ; the  lesion 
was  infected  with  streptococcus  viridans ; and 
caronamide,  a new  drug  at  the  time,  was  used 
with  penicillin  in  the  pre-operative  prepara- 
tion of  the  patient. 

I shall  not  review  the  literature  on  this  sub- 
ject as  it  has  been  done  recently  in  the  July, 
1948,  issue  of  the  Delaware  State  Medical 
Journal  by  Flanders  and  Durham.1 

Case  Report 

M.  F.,  a 19-year-old  female,  was  admitted 
to  the  Memorial  Hospital,  on  June  19,  1947, 
complaining  of  fever,  sweats,  and  amenorrhea 
since  April,  1947. 

The  past  history  revealed  that  she  was  born 
a “blue  baby”  and  was  told  that  she  had  a 
“heart  condition”  in  childhood.  In  later 
years  she  occasionally  became  cyanotic  when 
exposed  to  cold  or  upon  exertion ; this  was  best 
seen  in  the  finger  nails.  The  remainder  of  the 

* From  the  Chest  Group,  Memorial  Hospital.  Patient 
referred  to  the  Chest  Group  by  Leslie  I.  Maske,  M.  D. 


224 


Delaware  State  Medical  Journal 


October,  1948 


past  history  and  the  family  history  was  irrele- 
vant. 

The  patient  was  well  until  April,  1947, 
when  she  first  noticed  a fever,  not  daily  at 
first,  which  began  about  10  a.  m.  and  reached 
its  peak  in  the  late  afternoon.  Sweating  was 
profuse  as  the  fever  subsided  and  she  felt 
chilly  but  there  were  no  frank  chills.  During 
the  remissions  she  felt  well  and  was  up  and 
about.  About  the  first  of  June,  1947,  the  fever 
began  to  recur  daily  and  she  consulted  a phy- 
sician who  prescribed  oral  penicillin,  exact 
dosage  unknown.  While  taking  the  drug,  the 
temperature  remained  normal  and  she  felt  per- 
fectly well.  When  the  drug  was  discontinued, 
however,  the  fever  returned  and  the  patient 
was  hospitalized  with  the  diagnosis  of  sub- 
acute bacterial  endocarditis. 

Examination  revealed  a young  white  female 
who  did  not  appear  acutely  ill.  No  petechiae 
nor  ecchymoses  were  seen  and  the  presence  of 
cyanosis  was  questionable.  The  temperature 
was  103°  F.  (oral),  the  pulse  132,  and  the  res- 
pirations 24.  The  blood  pressure  on  admission 
was  118/50;  subsequent  estimations  were  in 
this  general  locality.  There  was  no  evidence 
of  cardiac  enlargement.  There  was  a systolic 
thrill  in  the  second  interspace  to  the  left  of  the 
sternum.  A machinery -like  murmur,  con- 
tinuous through  systole  and  diastole,  was 
heard  in  the  same  area.  The  pulmonic  second 
sound  was  present  but  was  not  accentuated. 
The  murmur  was  transmitted  up  and  to  the 
left ; it  also  was  heard  posteriorly  in  the  inter- 
scapular region.  The  remainder  of  the  physi- 
cal examination  revealed  normal  findings. 

Laboratory  studies : Red  blood  cells — 3,- 
690,000.  Hemoglobin  - — 11.0  gms.  White 
blood  cells — 14,500  with  86%  polymorphonu- 
clear cells.  Agglutination  tests  for  typhoid, 
paratyphoid,  brucella,  and  rickettsial  organ- 
isms were  negative.  Blood  cultures  taken  the 
first  two  hospital  days  were  positive  for  strep- 
tococcus virid-ans ; one  taken  on  the  fourth 
hospital  day  (prior  to  antibiotic  therapy) 
was  negative.  Sensitivity  tests  in  vitro  show- 
ed the  organism  to  be  moderately  sensitive  to 
penicillin  and  resistant  to  streptomycin ; quan- 
titative sensitivity  tests  were  unavailable.  The 
Friedman  test  was  negative.  The  sedimenta- 
tion rate  was  22.5  mm.  in  1 hour. 

Fluoroscopic  examination  revealed  the 


heart  to  be  normal  in  size,  shape,  and  dynam- 
ics. There  was  no  ‘‘hilar  dance”  visible.  A 
six-foot  film  confirmed  the  fluoroscopic  find- 
ings and,  in  addition,  reported  the  lungs  to  be 
clear  but  with  prominent  bronchial  markings, 
especially  in  the  right  lower  lobe. 

The  electrocardiogram  was  entirely  normal, 
there  being  no  evidence  of  myocardial  damage 
nor  of  ventricular  preponderance. 

On  June  24,  1947,  five  days  after  admission, 
intensive  penicillin  therapy  was  begun.  Ap- 
proximately one  million  units  were  given 
daily  for  six  days  by  continuous  intramuscular 
drip  in  the  anterior  thigh  muscles.  Total  dos- 
age from  June  24  to  June  30  was  5,340,000 
units.  The  temperature  became  normal  24 
hours  after  the  penicillin  was  begun. 

Caronamide**,  3 grams  every  3 hours  by 
mouth,  was  started  two  days  after  penicillin 
was  begun  in  an  attempt  to  effect  a “renal 
blockade”  and  produce  higher  penicillin 
levels  in  the  serum.  After  taking  52  grams 
of  caronamide,  the  patient  vomited  once,  re- 
tained the  next  dose,  vomited  the  next  dose, 
and  then  took  two  final  doses  of  3 grams  each. 
She  then  had  received  a total  dosage  of  64 
grams  of  the  drug  in  48  hours.  The  drug  was 
discontinued  at  this  time  because  of  a tem- 
perature rise  to  102.6°  F.  followed  by  a rise  to 
104.4°  F.  the  following  day.  It  was  felt  that 
this  was  a drug  reaction,  despite  the  absence 
of  diarrhea  and  rash,  because  of  the  nausea, 
vomiting,  drowsiness  and  fever.  There  was 
no  other  cause  found  to  account  for  the  fever. 

On  June  30,  1947,  in  the  Memorial  Hospital, 
Wilmington,  this  patient  was  operated  upon 
while  under  endotracheal  cyclopropone  anes- 
thesia, by  Dr.  Charles  P.  Bailey  who  found, 
ligated,  and  divided  a patent  ductus  arteriosus 
which  was  less  than  one  centimeter  in  length 
and  more  than  one  centimeter  in  breadth.  A 
flap  of  free  pleura  was  sutured  between  the 
two  ends  of  the  divided  ductus. 

The  thrill  and  machinery-like  murmur  dis- 
appeared immediately  but  a soft,  systolic 
murmur  over  the  pulmonic  area  has  persisted 
to  date. 

Penicillin  was  continued  post-operatively, 
100,000  units  every  two  hours  (intramuscu- 
larly) for  six  days  and  then  30,000  units  every 

^ **  Caronamide  supplied  by  courtesy  of  Dr.  Christopher  C. 
Shaw  of  the  Sharp  & Dohrae  Research  Laboratory. 
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three  hours  for  two  days.  It  then  was  dis- 
continued. 

The  patient  was  out  of  bed  on  the  first 
post-operative  day.  The  course  was  entirely 
uneventful  except  for  a sudden  profuse  dis- 
charge of  pinkish,  serous  fluid  from  the  inci- 
sion on  the  ninth  post-operative  day.  She  also 
complained  of  hoarseness  and  examination 
revealed  paralysis  of  the  left  vocal  cord.  While 
this  hoarseness  has  persisted,  it  has  become 
much  less  severe  and  at  present  is  barely 
noticeable. 

At  present,  this  patient  has  been  followed 
over  a period  exceeding  one  year  and  has  been 
asymptomatic,  afebrile,  and  there  has  been  no 
return  of  the  murmur  or  the  thrill.  During 
this  time  she  became  pregnant  and  on  June 
13,  1948,  was  delivered  (normally)  of  a nor- 
mal male  child  weighing  six  pounds  and  six 
ounces. 

Discussion 

Patent  ductus  arteriosus  is  a congenital  car- 
diovascular lesion  easily  accessible  to  surgical 
intervention.2'10  That  operation  is  indicated 
in  all  cases  with  infection,  stunted  growth,  or 
decompensation  (wide  pulse  pressure;  cardiac 
enlargement;  symptoms  of  cardiac  failure)  is 
not  questioned.  Most  observers4’0’7’10"19  now 
agree  that  operation  is  indicated  in  uncompli- 
cated cases  in  childhood  or  even  up  into  the 
third  decade  of  life  and  I am  in  complete 
agreement  with  those  who  state  that  operation 
is  indicated  unless  there  is  a definite  contra- 
indication. One  contraindication  is  the  co- 
existence of  another  congenital  cardiac  lesion 
in  which  case  the  ductus  may  well  be  acting 
as  a safety  valve,  the  closure  of  which  would 
be  disastrous  to  the  patient.  I would  hesi- 
tate to  recommend  operation  in  a patient  less 
than  five  or  six  years  of  age  since  it  has  been 
reported4,20  that  a patent  ductus  may  close 
spontaneously  at  this  age.  On  the  other  hand, 
the  presence  of  sclerosis  of  the  vessels  in- 
creases the  hazard  of  operation.  In  proper 
hands,  the  operative  mortality  in  cases  so  se- 
lected is  low,  certainly  much  lower  than  the 
risk  of  complication  at  some  later  date. 

The  brief  use  of  caronamide  in  this  patient 
does  not  permit  the  drawing  of  any  conclu- 
sions regarding  its  efficacy  in  producing  a 
“renal  blockade”  against  the  excretion  of 
penicillin. 


In  the  ease  of  the  four-year-old  child  pre- 
sented by  Flanders  and  Durham,1  the  x-rays 
and  cardiograms  should  make  one  suspicious 
of  the  presence  of  more  than  one  cardiac  le- 
sion. There  is  no  evidence  presented  for  their 
statement  that  the  T wave  changes  are  ‘ ‘ prob- 
ably transient  in  nature”  in  the  post-operative 
cardiogram.  A longer  follow-up  period  would 
settle  these  questions. 

Summary 

The  case  of  a 19-year-old  white  girl  whose 
infected  patent  ductus  arteriosus  was  suc- 
cessfully operated  upon  in  the  Memorial  Hos- 
pital, Wilmington,  is  reported  with  a post- 
operative follow-up  of  over  one  year’s  dura- 
tion. 
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A CASE  OF  UTERO  PLACENTAL 
APOPLEXY  IN  AN 
ELDERLY  PRIMAGRAVIDA 

Oscar  N.  Stern,  M.  D.,* 
Wilmington,  Del. 

The  placenta  that  is  normally  implanted  on 
the  wall  of  the  upper  uterine  segment  does  not 
separate  until  after  the  completion  of  the 
second  stage  of  labor.  Where  it  separates  par- 
tially or  completely  in  labor  or  prior  to  the 
completion  of  the  second  stage,  it  is  known  as 
an  abruptio  placentae,  a term  introduced  iuto 
the  literature  by  Delee. 

Normally,  the  placenta  separates  at  the  end 
of  the  second  stage  because  of  two  factors: 

1.  Retroplacenta  hemorrhage. 

2.  A shearing  action  brought  about  by  the 
uterus  contracting  aad  tearing  itself 
free  of  the  non-eontractile  placenta. 
When  this  occurs,  the  second  stage  ends 
and  the  third  stage  of  labor  begins. 

More  frequently,  however,  than  one  might 
be  led  to  believe  from  the  literature,  the  pla- 
centa either  partially  or  completely  separates 
prematurely,  the  end  results  to  the  mother  and 
child  being  dependent  on  the  degree  of  separa- 
tion. Because  of  this,  many  cases  of  mild 
abruption  go  undiagnosed,  being  only  suspect- 
ed when  an  old.  organized  blood  clot  or  infarct 
is  found  on  the  maternal  surface  of  the  placen- 
ta, following  delivery.  On  thinking  back,  one 
can  often  recall  that  this  particular  patient 
complained,  at  some  time  during  her  pre-natal 
period,  of  a localized  tender  area  on  her 
uterus,  which  disappeared  within  a few  days 
to  several  weeks.  Often,  the  obstetrician  can 
palpate  a localized  area  of  tenderness  at  that 
time,  which  gradually  disappears. 

It  is  only  in  marked  degrees  of  abruptio  pla- 
centae that  definite  symptoms  are  noticed  by 
the  patient.  This  usually  consists  of  intense 
abdominal  cramp-like  pains,  with  or  without 
bleeding.  Bleeding  is  wholly  dependent  on 
where  the  separation  has  occurred  and  wheth- 
er or  not  the  blood  can  find  its  way  down 
through  the  cervix  and  into  the  vagina.  "VN  here 
the  bleeding  is  rather  free  the  uterine  pain 
is  not  as  intense  as  where  it  is  concealed.  Con- 
cealed hemorrhage  causes  over-distention  of 
the  uterus  and  more  severe  pain.  If  the 

* Attending  Obstetrician  and  Gynecologist,  Delaware 
and  Memorial  Hospitals. 


abruption  is  large,  fetal  movements  usually 
cease  and  a fetal  heart  can  no  longer  be  heard, 
the  degree  of  shock  being  dependent  on  the 
size  of  the  area  separated. 

Rigby,  in  1776,  first  recognized  this  condi- 
tion and  called  it  accidental  hemorrhage  of 
pregnancy  in  order  to  differentiate  it  from  the 
bleeding  of  placentae  praevia.  Many  investi- 
gators substantiated  his  findings.  In  1911, 
Couvelaire  described  two  cases  of  abruptio 
placentae  in  which  the  uterus  appeared 
bruised  and  purplish,  with  poor  power  to  con- 
tract. He  pointed  out  that,  due  to  this  in- 
ability of  the  uterus  to  contract,  death  result- 
ed from  pospartum  hemorrhage.  He  believed 
its  origin  to  be  toxic  and  described  the  altera- 
tions that  occurred  in  the  uterus  and  adjacent 
structure.  He  also  introduced  the  term  utero- 
placental apoplexy.  Wilson,  in  1922,  review- 
ed the  world  literature  and  found  69  cases 
that  fitted  Couvelaire 's  and  Williams’  de- 
scription of  this  condition.  Davis  and  McGee 
found  an  incidence  of  164  cases  out  of  40,000 
consecutive  cases  studied  in  which  varying 
degrees  of  abruptio  placentae  occurred,  rang- 
ing from  mild  to  complete  separation.  112 
of  these  cases  showed  varying  degrees  of  par- 
tial separation,  or  an  incidence  of  1 in  357 
cases,  while  52  cases  were  complete,  or  an  in- 
cidence of  1 in  770  cases.  Of  these  52  cases, 
15  showed  changes  in  the  uterus,  such  as  de- 
scribed by  Couvelaire  and  J.  W.  Williams. 

The  exact  etiology  of  abruptio  placentae  is 
not  clearly  understood.  It  is  thought  that  the 
majority  of  cases  occurs  in  the  toxemic  pa- 
tient. However,  inflammatory  changes  in  the 
endometrium  and  trauma  can  play  a part. 
C.  II.  Davis  believes  that  degenerative  changes 
within  the  serotina  may  cause  the  separation 
or  contribute  to  it.  The  bleeding  is  secondary 
because  of  the  uterine  contractions.  Williams 
thought  that  the  placenta  had  completely  ma- 
tured by  the  end  of  7 months  and  that  retro- 
gressive changes  contribute  not  only  to  pre- 
mature separation  but  also  to  the  separation 
of  the  placenta  normally  in  the  third  stage. 

With  these  few  introductory  remarks,  a 
case  is  presented  which  we  think  is  of  interest 
in  several  ways.  It  represents  a complete 
abruptio  placentae,  with  a typical  utero-pla- 
eental  apoplectic  syndrome. 

Mrs.  G.  C.,  a 36-year  old,  para  o gravida, 


October,  1948 


Delaware  State  Medical  Journal 


227 


who  had  been  married  15  years,  had  her 
L.M.P.  in  April  (?),  1947.  During  the  early 
part  of  her  pre-natal  course,  she  had  frequent 
bouts  of  nausea  and  vomiting  with  occasional 
swelling  of  her  ankles,  during  the  last  sev- 
eral months  before  admission  to  the  hospital. 
There  never  wras  any  albuminuria.  The  day 
of  her  admission,  1/27/48,  at  about  5 p.  m., 
following  a supper  which  she  enjoyed,  she 
noticed  that  her  abdomen  had  become  larger. 
At  10  :30  p.  m.,  of  the  same  day,  while  sitting 
in  a chair  reading,  the  patient  felt  something 
warm  running  from  her  and  when  she  looked 
found  she  was  sitting  in  a pool  of  blood.  Her 
physician  (H.  E.  N.)  was  called  and  he  sent 
her  to  the  Memorial  Hospital,  where  she  ar- 
rived 11 :50  p.  m.  The  pre-natal  course  showed 
no  evidence  of  any  toxemia,  except  the  ankle 
edema.  There  was  no  history  of  trauma. 

Her  Family  and  P.M.H.  were  non-contrib- 
uting. 

General  systemic  questioning  showed  no 
G.  I.  or  G.  U.  complaints,  except  nausea  and 
vomiting  during  the  early  stages  of  present 
pregnancy. 

Catamenia  had  its  inception  at  13  years  of 
age,  recurred  every  28  days  and  lasted  4-5 
days;  the  flow  was  moderate  and  there  was  no 
pain.  The  patient  had  a slight  leucorrhaea 
at  times. 

Physical  examination  disclosed  a well-de- 
veloped and  well-nourished  36-year-old,  white 
female,  lying  flat  in  bed,  complaining  of 
cramp-like  pains  in  lower  abdomen. 

The  positive  physical  findings  were: 

1.  Conjunctivae  pale. 

2.  Teeth  in  fair  condition  only. 

3.  B.  P.,  136/70;  P.,  100;  R.,  20. 

4.  Uterus  enlarged  to  5 FB  above  the  um- 
bilicus, moderately  tense  but  not  board- 
like and  very  tender  to  palpation.  The 
F.H.S.  were  not  heard. 

Pelvic  deferred  until  blood  obtained  and 
patient  prepared  for  pelvic  examination. 

Extremities — some  edema  of  ankles. 

Impression — complete  abruption  of  pla- 
centa and  fetal  death. 

Laboratory  work  on  admission  showed 
Hgm.  less  than  7%  grms. 

R.B.C.— 1,950,000. 

Urine  analysis — (Cath.  spec.) — not  remark- 
able. 


Course  in  Hospital.  The  patient  was  imme- 
diately typed  and  R.  h.  'd  and  3,000  c.  c.  of 
matched  blood  was  obtained  and  started 
at  once  on  the  patient.  Two  hours  after 
admission  she  was  taken  to  the  operating 
room.  A careful  pelvic  examination  was 
performed  and  it  was  found  that  the  cervix 
was  long  and  showed  no  dilatation.  Upon 
opening  the  abdomen,  the  uterus  was  noted 
to  be  quite  ecchymotic  and  had  a bluish, 
bruised  appearance.  A classical  Caesarian 
section  was  performed  and  a large  amount  of 
organized  prune  jelly  clots,  as  well  as  bright 
red  blood,  spilled  out  of  the  wound.  The  child 
was  dead  and  the  placenta  was  floating  free  in 
the  uterine  cavity — completely  detached. 

Ergotrate  gr.  1/320  was  given  i.  v.  imme- 
diately after  evacuating  the  uterus,  followed 
by  1 c.  c.  pitocin  into  the  uterine  muscle.  The 
cut  edge  of  the  uterus  appeared  to  be  infil- 
trated with  haemorrhagic  areas  and  during 
the  closure  fresh  bleeding  occurred  from  each 
place  where  a suture  had  been  placed.  Another 
1 c.  c.  of  pitocin  was  given  intramuscularly 
and  hot  towels  and  massage  were  tried  for  30 
minutes  in  an  attempt  to  cause  the  uterus  to 
contract.  When,  in  spite  of  these  measures, 
the  uterus  remained  atonic  and  soft,  it  was 
decided  to  perform  an  hysterectomy,  which 
was  done  in  the  routine  manner.  The  cervical 
stump  was  suspended  to  the  round  ligaments 
and  reperitonealized  by  the  bladder  flap.  The 
abdomen  was  then  closed  in  layers. 

Morphine  sulphate  gr.  14  was  g'ven>  follow- 
ing the  failure  of  the  uterus  to  contract  and 
the  patient  received  1500  c.  c.  blood,  as  well 
as  1000  c.  c.  of  5%  glucose  in  N.S.S.,  during 
the  operation.  Cyclopropane-nitrous  oxide 
and  oxygen  anaesthesia  was  utilized  on  a 
closed  system,  augmented  with  Curare.  Dur- 
ing the  operative  procedure,  B.P.  maintained 
itself,  but  the  pulse,  which  was  100  at  the 
start,  had  mounted  to  130  p.  min.  at  the  com- 
pletion of  the  operation. 

The  pathologist’s  (J.W.H.)  report  of  the 
uterus  was — Gross — The  submitted  specimen 
consists  of  a uterus  that  is  enlarged.  The 
walls  are  soft  and  hemorrhage  into  the  mus- 
cular coat  is  noted.  One  area  on  the  endome- 
trium is  necrotic  and  this  extends  into  the 
muscular  coat.  A placenta  accompanies  the 
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uterus.  The  placenta  is  small  and  thin,  with 
a necrotic  area  noted  on  its  maternal  surface. 

Microscopic — Sections  of  the  uterus  show 
rather  massive  intramuscular  hemorrhage 
which  is  more  apparent  around  the  small 
anterioles. 

Diagnosis — Couvelaire  Uterus. 

Upon  returning  to  her  room,  plasma  was 
started  and  two  units  given.  Her  pulse, 
which  was  140/min.,  within  48  hours  became 
80  to  90/min.,  where  it  remained  until  dis- 
charge. On  the  first  p.  o.  day,  in  addition  to 

2.000  c.  c.  5%  glucose  in  saline,  she  received 

1.000  e.  c.  blood  and,  on  the  2nd  p.  o.  day  an- 
other 500  c.  c.  blood.  A Levine  tube,  attached 
to  a Wangansteen  drain  was  introduced  on 
the  2nd  p.  o.  day.  This  was  removed  in  36 
hours.  With  the  exception  of  a blood  trans- 
fusion reaction  on  2nd  p.  o.  day,  when  tem- 
perature rose  to  101°  and  again  on  the  5th 
p.  o.  day,  the  patient  's  temperature  remained 
between  99°  and  normal.  Penicillin  wTas  start- 
ed immediately  and  2,800,000  units  given,  I.M. 
The  patient  moved  her  bowels  on  the  4th  p.  o. 
day,  when  she  was  placed  on  a soft  diet,  fol- 
lowed the  next  day  by  a general  diet.  A count 
done  on  the  8th  p.  o.  day  showed  10  gms.  or 
63.5%  Hgm.  & 2,710,000  EEC.  Because  of 
this,  another  500  c.  c.  blood  was  given.  It  was 
found  that  when  the  skin  clips  were  removed 
on  the  8th  p.  o.  day  a small  subcutaneous 
hematoma  had  formed,  which  caused  the 
wound  to  gap.  The  patient  was  returned  to 
surgery  and,  under  Pentathal  Sodium  i.  v.  an- 
aesthesia, through  and  through  #30  steel  wire 
sutures  were  introduced.  These  were  left  in 
for  12  days,  when  they  were  removed.  The 
patient  was  discharged  in  good  condition  on 
her  22nd  p.  o.  day. 

Follow-up  examination  at  the  end  of  6 weeks 
disclosed  a well-healed  abdominal  wound. 
Pelvic  examination  showed  a well-supported 
cervical  stump,  with  no  tenderness  or  in- 
duration in  either  adnexal  regions.  The  ova- 
ries were  well-supported  and  normal  in  size. 
The  patient,  physically,  had  no  complaints. 

Discussion 

The  text  book  picture  of  complete  abruptio 
placentae  is  easily  diagnosed.  In  the  average 
case,  however,  the  patient  does  not  show  this 
syndrome  and  the  diagnosis  is  dependent  on 
other  factors  than  just  signs  and  symptoms, 


the  most  important  aid  being  the  blood  count. 
If  frequent  counts  show  a progressive  advanc- 
ing anemia — active  steps  should  be  taken. 

Blood  pressure  usually  maintains  itself  dur- 
ing the  early  stages  of  abruptio  placentae,  not 
dropping  until  hemorrhage  has  progressed  to 
such  a degree  as  to  cause  shock.  Especially  is 
this  true  in  cases  of  concealed  hemorrhage. 
Where  bleeding  occurs  visibly,  one  is  more 
liable  to  see  rapid  drops  in  the  blood  pressure. 

Board-like  rigidity  of  the  abdomen  is  not 
seen  in  cases  of  visible  bleeding,  as  in  these 
cases  the  uterus  is  usually  not  over-distended. 
Only  in  cases  of  concealed  hemorrhage  is  this 
phenomena  usually  observed.  In  the  case 
under  discussion  the  abdomen  was  tense,  but 
could  be  indented  with  the  palpating  fingers. 

Tenderness,  however,  is  usually  a constant 
sign  and  in  this  patient,  even  though  the 
uterus  was  not  board-like,  it  was  acutely  ten- 
der to  touch.  Deep  breathing  also  caused  pain, 
showing  that  there  was  an  associated  perito- 
neal irritation.  The  cause  of  the  abruption 
here  can  only  be  guessed  at.  There  definitely 
were  no  signs  of  toxemia  of  pregnancy  and 
when  the  abruption  occurred,  the  patient  was 
sitting  reading  a book.  Close  questioning,  fol- 
lowing her  recovery,  did  elicit  the  fact  that, 
for  several  minutes  before  she  noticed  the 
bleeding,  the  baby  was  extremely  active.  This 
activity,  no  doubt,  was  the  first  sign  of  fetal 
distress.  It  is  conceivable  that  a slight  separa- 
tion had  begun  at  a vital  placental  area,  caus- 
ing an  anoxemia  in  the  fetal  circulation.  At 
the  time  of  operation  it  was  noticed  that  the 
umbilical  cord  was  quite  short.  This  brings 
up  the  question  of  trauma  caused  by  traction 
on  the  cord  by  the  fetus,  possibly  during  a 
change  of  position  and  thus  causing  the  area 
of  separation  to  be  enlarged.  The  pathologist 
reported  a necrotic  area  in  the  placenta  and 
the  uterine  wall.  I have  questioned  this,  stat- 
ing that  might  not  this  so-called  necrotic  area 
be  an  area  of  senescence  in  which  retrogres- 
sive changes  occurred.  The  traction  of  the 
fetus  on  the  cord  being  exerted  against  this 
area  caused  more  separation  of  the  placenta, 
resulting  in  more  hemorrhage,  which  resulted 
in  a complete  dehiscence  of  the  placenta  from 
the  uterine  wall.  Of  course,  this  is  purely 
conjectural. 

Criticism  might  be  encountered  because  so 


October,  1948 


Delaware  State  Medical  Journal 


229 


much  time  was  consumed  trying  to  make  the 
uterus  contract.  It  is  the  feeling  of  the  essay- 
ist that,  where  adequate  blood  is  at  hand  and 
a capable  anaesthetist  is  administering  the 
anaesthesia,  every  effort  should  be  made  to 
have  the  uterus  contract  itself.  Many  cases  of 
abruption,  in  which  a true  Couvelaire  uterus 
is  not  present,  can  grossly  look  like  such  an 
organ.  Removing  a uterus,  especially  in  a 
primagravid  woman,  should  not  be  approached 
lightly,  but  should  be  done  only  as  a last  re- 
sort, in  order  to  give  the  mother  her  best 
chance  for  living.  Hysterectomy  following 
abruption  is  a shocking  procedure  and  must 
always  be  approached  with  fear  and  trepida- 
tion. 

The  secondary  wound  breakdown,  I believe, 
was  due  to  the  fact  that  due  to  the  length  of 
time  the  patient  was  under  anaesthesia,  in  our 
hurry  to  get  the  patient  back  to  bed,  we  might 
have  been  careless  in  closing  the  subcutaneous 
fat,  allowing  oozing  to  occur  with  formation  of 
a hematomia  and  eventual  breakdown.  The 
fascia  which  was  closed  carefully  did  not 
break  down.  A classical  Caesarian  section 
was  used  only  because  it  is  more  rapidly  per- 
formed than  is  the  lapotrachelotomy  type  of 
section.  Also,  the  membranes  had  not  rup- 
tured and  the  case  was  not  a contaminated 
one. 

In  conclusion,  if  the  essayist  were  to  pick 
the  most  important  factor  in  the  treatment 
of  all  types  of  abruptio  placentae,  he  would  say 
blood.  It  is  the  responsibility  of  the  obstetri- 
cian that  ample  blood  replacement  is  on  hand 
before  taking  any  specific  steps  whatsoever. 
Without  it,  the  outlook,  which  normally  is  not 
good  in  complete  abruption,  is  hopeless.  With 
it,  the  chance  of  the  mother  surviving  is  defi- 
nitely improved. 
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THE  VEXED  RELATIONS  BETWEEN 
HOSPITALS  AND  SPECIALISTS 

During  recent  years,  many  resolutions  have 
been  introduced  in  the  House  of  Delegates  of 
the  American  Medical  Association  concerning 
the  practice  of  medicine  by  hospitals  and 
medical  schools. 

As  late  as  1944  the  House  of  Delegates  of 
the  A.M.A.  approved  of  “Principles  of  Rela- 
tionship Between  Radiologists  and  Hospitals,” 
arrived  at  by  a Conference  Committee  con- 
sisting of  three  representatives  each  of  the 
American  Medical  Association  and  the  Ameri- 
can Hospital  Association. 

Abstract — “5.  Inasmuch  as  no  one  basis  of  finan- 
cial arrangement  between  a hospital  and  its  radiol- 
ogist would  seem  to  be  applicable  or  suitable  in 
all  instances,  that  basis  should  be  followed  which 
would  best  meet  the  local  situation.  This  may  be 
on  the  basis  of  salary,  commission  or  privilege 
rental,  but  in  no  instance  should  either  the  hos- 
pital or  the  radiologist  exploit  the  other  or  the 
patient.”  (Proceedings  1944  A.M.A.  House  of 
Delegates,  p.  38.) 

Your  President  is  Chairman  of  a special 
committee  appointed  by  the  Board  of  Trustees 
of  the  American  Medical  Association,  known 
as  the  Committee  on  Hospitals  and  the  Prac- 
tice of  Medicine,  to  study  this  problem  and 
report  to  the  House  of  Delegates.  Last  June 
our  committee  reminded  the  House  that  the 
A.  M.  A.  per  se  had  no  disciplinary  authority 
in  any  such  situation  and  that  such  authority 
rested  solely  with  the  County  Medical  Socie- 
ties. 

There  has  been  much  dissatisfaction  be- 
tween specialists,  such  as  pathologists,  anes- 
thetists and  radiologists,  and  hospitals  con- 
cerning net  contracts  through  which  the  latter 
make  a profit  on  the  physician’s  professional 
services.  At  times  bad  public  relations  have 
developed  with  great  dissatisfaction  among 
staff  physicians  and  hospital  management. 

Another  hospital  issue  currently  alive  in 
Pennsylvania  presents  the  desire  of  practicing 
physicians  who  do  not  have  definite  hospital 
connections  to  enjoy  closer  relations  with 
neighboring  hospitals.  Cntil  the  time  arrives 
when  all  qualified  neighborhood  doctors  of 
medicine  may  receive  coordinate  hospital 
privileges  each  will  wish  his  own  patients, 
when  hospitalized  for  diagnosis  or  treatment, 
to  enter  a hospital  with  management  devoted 
to  the  best  interest  of  the  patients  and  the  pro- 
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vision  of  modern  facilities  for  the  work  of  at- 
tending physicians. 

The  doctor  will  also  appreciate  considera- 
tion by  hospital  management  and  medical 
staff  that  will  permit  his  remaining  in  profes- 
sional touch  with  the  tests  and  treatment 
given  his  patient  while  in  the  hospital,  and 
the  return  as  soon  as  possible  of  his  patient 
to  his  full  professional  care. 

At  the  July  meeting  of  the  Board  of  Trus- 
tees of  the  Medical  Society  of  the  State  of 
Pennsylvania  several  instances  of  such  fric- 
tion in  Pennsylvania  were  reported,  and  your 
President  was  instructed  to  request  each 
County  Medical  Society,  wherever  and  when- 
ever there  is  disturbing  dissatisfaction  be- 
tween the  Board  of  Directors  of  a hospital  and 
its  medical  staff,  that  it  should  offer  the  ser- 
vice, in  arbitration,  of  a neutral  committee  in 
an  endeavor  to  reconcile  the  existing  differ- 
ences. 

It  is  requested  that  the  proper  representa- 
tives of  each  County  Medical  Society  inform 
themselves  concerning  the  Code  of  Ethics  and 
that  they  offer  their  arbitration  service  in  any 
controversy  between  the  medical  staff  of  hos- 
pitals in  their  jurisdiction  and  the  hospital 
management  where  there  is  grave  difference 
of  opinion.  Their  Delegates  to  the  1948  State 
Society  Session  should  also  inform  themselves 
concerning  these  very  grave  matters  which 
are  currently  under  discussion,  both  at  the 
State  and  National  level. 

This  letter  is  being  sent  to  you  hoping  to 
sensitize  your  County  Medical  Society  con- 
cerning these  matters  which  may  be  brought 
up  in  the  1948  House  of  Delegates  of  the  State 
Society  meeting  in  October. 

The  American  Medical  Association’s  legal 
department  is  at  the  moment  evaluating  the 
laws  concerning  the  practice  of  medicine  in 
the  various  States  in  the  Union,  so  that  proper 
recognition  may  be  given  to  all  of  the  legal 
aspects  of  the  situation  and  that  the  action  or 
actions  taken  may  comply  with  the  laws  and 
also,  we  hope,  with  the  principles  or  ethics  of 
the  A.M.A.,  which  are  the  same  as  those  of  the 
Medical  Society  of  the  State  of  Pennsylvania. 

Our  great  effort  during  the  past  few  years 
has  been  to  develop  improved  public  relations. 
There  is  nothing  that  will  endanger  these  pub- 
lic relations  as  much  as  will  continued  contro- 


versy between  those  who  render  the  medical 
services  to  the  public  and  the  institutions  co- 
ordinating with  the  medical  profession  to  pro- 
vide the  workshop  for  the  delivery  of  this  ser- 
vice.— Elmer  Hess,  M.  D.,  President,  The 
Medical  Society  of  the  State  of  Pennsylvania, 
Phila.  Med.,  August  28,  1948. 


CANCER  OF  THE  CERVIX 

Cancer  of  the  cervix  appears  more  fre- 
quently in  women  who  have  not  yet  reached 
their  40th  birthday,  according  to  a study  of 
296  consecutive  cases  reported  in  the  current 
issue  of  the  American  Journal  of  Rotengen- 
ology,  which  is  published  primarily  for  physi- 
cians who  specialize  in  x-ray  and  radium. 

The  study,  covering  the  period  from  1935 
to  1944,  inclusive,  was  reported  by  John  F. 
Hynes,  M.  D.,  of  the  Carpenter  Memorial 
Clinic  and  Memorial  Hospital,  Wilmington, 
Delaware. 

Fifteen  of  the  cervix  cancer  cases  or  five 
per  cent  were  from  20  to  29  years  of  age,  and 
55  cases  or  another  20  per  cent  were  from  30 
to  39  years  of  age.  The  maximum  incidence 
of  cancer  of  the  cervix  is  in  the  fifth  and  sixth 
decades.  Eighty -five  of  the  cases  were  be- 
tween ages  40  and  49;  78  between  years  50 
and  59;  50  between  ages  60  and  69;  seven  be- 
tween the  years  70  and  79  and  three  at  the 
age  of  80  or  over. 

“Three  significant  findings  are  reported 
with  regard  to  the  relation  of  cervical  cancer 
to  race,”  Dr.  Hynes  says,  adding:  “First,  it 
appears  at  an  earlier  average  in  Negro  women ; 
second,  the  disease  is  usually  more  advanced 
on  admission,  and  third,  there  seems  to  be  no 
difference  in  curability  in  spite  of  this. 

“We  can  only  explain  this  last  finding  by 
an  impression  we  have  formed:  the  fortitude 
and  stamina  of  the  Negro  patient  enables  her 
to  survive  treatment  one  would  hesitate  to  use 
on  the  white  patient.  The  earlier  incidence  is 
probably  due  to  earlier  pregnancies,  earlier 
venereal  infections,  and  less  medical  attention 
for  chronic  cervical  infections.” 

Dr.  Hynes  says  that  “the  failure  of  the 
patient  to  seek  advice  after  onset  of  symptoms 
accounted  for  delay  in  diagnosis  and  treat- 
ment in  two-thirds  of  the  cases.  Usually  this 
was  due  to  the  patient’s  ignorance  of  the  im- 
portance of  unusual  bleeding  or  discharge.” 
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The  Annual  Meeting 

The  159th  Annual  Session  of  the  Medical 
Society  of  Delaware  was  held  at  Rehoboth  on 
September  13-15,  1948,  President  Howard  S. 
Riggin,  of  Seaford,  presiding. 

The  meeting  of  the  House  of  Delegates  was 
held  at  the  Rehoboth  Beach  Country  Club  on 
September  13,  a quorum  being  present.  The 
usual  reports  were  received  and  accepted,  and 
a small  amount  of  new  business  was  presented, 
chiefly,  resolutions  presented  from  other 
societies.  The  Transactions  will  be  printed 
in  the  December  issue  of  The  Journal. 

The  scientific  sessions  were  held  at  the 
Colony  Club  on  September  14  and  15,  with 
papers  of  outstanding  merit  by  essayists  who 
are  authorities  in  their  various  fields,  as  fol- 
lows : Some  Limitations  of  Roentgen  Diagno- 
sis, Russell  Wigh,  M.  D.,  Philadelphia;  Prob- 
lems in  Genito-Urinary  Diagnosis  and  Treat- 
ment in  a Community  Hospital,  Ervin  L. 
Stambaugh,  M.  D.,  Lewes;  The  Importance  of 
Allergic  Diseases  in  Medicine,  Fred  W.  Wit- 
tich,  M.  D.,  Minneapolis;  Office  Gynecology, 
John  B.  Montgomery,  M.  D.,  Philadelphia; 


Current  Poliomyelitis  Research,  Hart  E.  Van- 
Riper,  M.  D.,  New  York;  Factors  Which  Have 
Contributed  to  the  Low  Mortality  Rate  in  Ob- 
stetric Practice,  Thaddeus  L.  Montgomery,  M. 
D.,  Philadelphia;  Diagnosis  and  Treatment  of 
Foot  and  Hand  Eruptions,  Clarence  S.  Livin- 
good,  M.  D.,  Philadelphia  ; Impressions  of 
Socialized  Medicine  in  England,  Brian  Hunt 
Vawdry,  M.  B.,  Oxted,  Surrey,  England ; 
Treatment  of  Rectal  Procidentia,  Robert  R, 
Layton,  M.  D.,  Dover;  The  Management  of 
Cardiac  Infarction,  with  Emphasis  on  Recent 
Trends,  Lawrence  S.  Carey,  M.  I).,  Philadel- 
phia ; Modern  Trends  in  the  Treatment  of 
Arthritis,  Richard  T.  Smith,  M.  D.,  Philadel- 
phia; The  General  Practitioner  and  the 
County  Medical  Society,  Howard  S.  Riggin, 
M.  D.,  Seaford;  The  Use  of  Radioactive  Iso- 
types in  Clinical  Medicine,  John  Z.  Bowers, 
M.  D.,  Washington;  Infectious  Hepatitis,  W. 
Paul  Havens,  M.  D.,  Philadelphia;  Delivery  of 
Quadruplets  by  Caesarian  Section,  John  C. 
Fllery,  M.  I).,  Philadelphia;  The  Intensive 
Therapy  of  Syphilis,  Norman  R.  Ingraham, 
Jr.,  M.  !).,  Philadelphia;  The  Potential  In- 
guinal Hernia,  Howard  L.  Reed,  M.  D.,  Wil- 
mington. This  represents  a one  hundred  per 
cent  presentation  of  the  papers  planned. 

At  the  General  Session  on  the  morning  of 
September  15,  Dr.  M.  A.  Tarumianz,  Farn- 
hurst, was  elected  President  for  the  year  1949, 
along  with  the  following  other  officers;  First 
Vice-President,  Henry  VP.  Wilson,  Dover; 
Second  Vice  President,  Ervin  L.  Stambaugh, 
Lewes;  Secretary,  Gerald  A.  Beatty,  Wilming- 
ton ; Treasurer,  W.  W.  Lattomus,  Wilmington  ; 
Councilor,  C.  J.  Prickett,  Smyrna  ; Delegate  to 
A.  M.  A.,  James  Beebe,  Lewes;  Alternate  to 
A.  M.  A.,  C.  C.  Neese,  Wilmington. 

The  Woman’s  Auxiliary  met  on  September 
14  at  Rehoboth  Beach  Country  Club,  Mrs. 
George  C.  McElfatrick  of  Wilmington,  pre- 
siding. Their  reports  were  presented  at  a 
short  business  meeting,  followed  by  an  elec- 
tion and  installation  of  officers  for  the  year 
1948-49,  as  follows:  President,  Mrs.  Roger 
Murray,  Wilmington;  President  Elect.  Mrs. 
AY.  C.  Pritchard,  Smyrna;  Recording  Secre- 
tary, Mrs.  S.  W.  Rennie,  Wilmington;  Corre- 
sponding Secretary,  Airs.  J.  J.  Cassidy,  A\  il- 
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mington ; Treasurer,  Mrs.  C.  M.  Bancroft, 
Wilmington. 

The  social  affairs  at  the  Rehoboth  Beach 
Country  Club  were  of  an  exceptionally  pleas- 
ant character.  The  luncheon  on  September 

14.  as  guests  of  the  Medical  Society  of  Dela- 
ware,  was  attended  by  106  persons;  the  sub- 
scription dinner  that  evening  was  attended  by 
110  persons;  and  the  luncheon  on  September 

15,  as  guests  of  Sussex  County  Medical  So- 
ciety, was  attended  by  98  persons. 

The  commercial  exhibits  were  the  largest  in 
the  history  of  the  Society,  there  being  17  exhib- 
itors occupying  22  booths.  We  hope  this  rep- 
resents the  beginning  of  an  annual  commer- 
cial exhibit  of  real  proportions. 

The  registration  was  as  follows:  members, 
80;  guests,  20;  Woman's  Auxiliary,  41;  exhi- 
bitors, 33;  making  a total  registration  of  174 
persons. 

The  printing  of  the  program  was  delayed 
by  factors  beyond  our  control,  but  we  have 
been  advised  that  the  quantity  and  quality  of 
the  presentations  made  up  for  this  unavoid- 
able tardiness. 

In  conclusion,  President  Riggin  and  his 
aides  are  to  be  congratulated  upon  the  manner 
in  which  they  conducted  both  the  business  and 
the  scientific  meetings.  The  Society  can  now 
look  forward  to  a bigger  and  better  meeting- 
in  Wilmington  in  October,  1949. 


Tuberculosis  is  one  of  the  great  enemies  of 
mankind.  During  the  war,  deaths  from  this 
disease  increased  almost  everywhere  as  a re- 
sult of  crowding,  malnutrition,  and  the  inti- 
mate association  of  open  cases  of  the  disease 
with  the  general  population  due  to  the  break- 
down of  control  measures.  Indeed,  during 
1944  and  1945,  the  death  rates  of  Europe 
reached  almost  alarming  heights,  in  many 
places  doubling  the  prewar  rate.  Since  that 
time  there  has  been  a deceptive  reduction  in 
current  tuberculosis  death  rates,  due  to  the 
fact  that  many  of  those  persons  who  would 
normally  have  survived  to  swell  the  present 
death  rate  died  earlier  than  would  have  been 
their  expected  lot.  The  rate  of  infection,  how- 
ever, remains  high,  as  revealed  by  mass  x-ray 
and  tuberculin  surveys,  threatening  a progres- 
: ive  increase  in  death  rates  during  ensuing- 
years.  Important  steps  can  be  taken  to  ward 
off  this  increase  and  reduce,  progressively,  the 
rate  of  infection.  Long-established  methods 


of  control,  which  have  proved  highly  effective 
where  they  have  been  well  developed,  require 
extension  and  strengthening.  The  essence  of 
these  control  measures  is  the  finding  and  isola- 
tion of  contagious  cases. — H.  van  Zile  Hyde, 
M.  D.  World  Health  Organization,  Progress 
and  Plans,  Dept,  of  State  Bull.,  April  4,  1948. 


The  serious  potentialities  of  minimal  incipi- 
ent lesions  of  the  pulmonary  tuberculosis  indi- 
cate the  need  for  both  careful  therapeutic  man- 
agement and  extended  follow-up  observation 
of  such  cases. — David  Reisner,  M.  D.,  Am. 
Rev.  Tuberc.,  March,  1948. 


There  is  no  Marxian  method  of  eliminating 
gambiae  mosquitoes  as  distinguished  from  a 
western  democratic,  method.  The  principles 
of  sanitary  engineering  do  not  bear  a Russian 
or  an  American  label.  No  difference  exists  be- 
tween tuberculosis  in  the  Soviet  Union  and 
tuberculosis  in  the  United  States.  Infantile 
paralysis  is  the  same  thing  in  Moscow  and  in 
Washington,  and  human  sorrow  is  no  less 
poignant  in  one  city  than  in  the  other.  The 
world  of  disease  and  misery  is  not  divided ; it 
is  a common  world.  In  terms  of  human  suffer- 
ing the  world  is  truly  and  tragically  one  world. 
— Raymond  B.  Fosdick,  Rockefeller  Founda- 
tion Rev.,  1947. 


BOOK  REVIEW 

Advances  in  Pediatrics,  Volume  3.  Editor- 
ial Board:  S.  Z.  Levine,  Cornell  University 

Medical  College;  Allan  M.  Butler,  Harvard 
Medical  School;  L.  Emmett  Holt,  Jr.,  New 
York  University,  N.  Y.;  and  A.  Ashley  Weech, 
University  of  Cincinnati.  Pp  363.  Cloth. 
Price  $7.50  New  York:  Interscience  Publish- 
ers, Inc.,  1948. 

Eight  personalized  monographs  are  present- 
ed in  this  book  upon  such  subjects  as  Effects 
of  Birth  Processes  and  Obstetric  Procedures 
upon  the  Newborn  Infant,  Retrolental  Fibro- 
plasia, Emotions  and  Symptoms  in  Pediatric 
Practice,  Therapeutic  Agents  in  the  Treat- 
ment of  Epileptiform  Seizures,  Viral  Hepa- 
titis, Abnormalities  and  Variations  of  Sexual 
Development  During  Childhood  and  Adoles- 
cence, Puberty  and  Adolescence : Psychologic 
Considerations  and  The  Osteochondroses. 

This  variety  of  subjects  makes  the  book  a 
most  interesting  one  for  general  practitioners 
as  well  as  for  pediatrists.  The  subjects  are 
treated  in  a very  comprehensive  manner  by 
men  who  are  leaders  in  their  respective  fields 
of  special  study. 
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"Aminophyllin  may  be  given  in  the  form  of  rectal  sup- 
positories (0.25  to  0.5  Gm.)  or  intravenously  (0.24 
Gm.  in  50  cc.  of  fluid,  0.48  Gm.  in  100  cc.  of  fluid), 
both  for  its  diuretic  effect  and  for  its  bronchodilating 
action,  which  relieves  dyspnea.”' 


SEARLE  AMINOPHYLLIN  * 


— meets  the  various  dosage  form  requirements  for 
congestive  heart  failure,  bronchial  asthma,  paroxysmal 
dyspnea  and  Cheyne-Stokes  respiration.  It  is  supplied 
for  oral,  parenteral  and  rectal  use. 

G.  D.  Searle  & Co.,  Chicago  80,  Illinois 


SEARLE 

Research  in  the  Service  of  Medicine 


1.  Orgain,  E.  S.:  The  Treatment  of  Congestive  Heart  Failure,  North  Carolina  M.  J.  8:125 
(March)  1947. 


•Searle  Aminophyllin  contains  at  least  80%  f anhydrous  theophylline. 
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milk  that  is 

better  for  babies 

Because  it  is  easier  for  their  small  stomachs 
to  digest,  babies  thrive  on  Sealtest  Homog- 
enized Vitamin  D Milk.  The  food  particles 
have  been  broken  up  and  distributed 
through  the  bottle  . . . 400  U.S.P.  units  of 
vitamin  D have  been  added  to  aid  in  the 
assimilation  of  calcium  and  phosphorus 
. . . and  it  has  been  pasteurized  at  un- 
usually high  temperatures  so  that  it  will 
stav  fresh  longer.  It’s  milk  you  can  recom- 
mend with  confidence. 


AGAIN 


• Torpedoed  on  the  Murmansk  run 
— nearly  frozen  to  death  in  an  open  boat — both 
legs  lost  below  the  knee — ex-Merchant  Marines 
Michael  McCormick  and  William  Morris  walked 
unaided  in  three  weeks.  They  could  look  for- 
ward with  certainty  to  leading  a normal  life 
again.  To  these  men,  as  to  thousands  of  other 
Hanger  wearers,  the  phrase  "Hanger  is  a sym- 
bol of  help  and  hope"  is  a concrete  truth  proven 
by  every  day  of  their  future  lives. 


THEY 

CAN 

WALK 


\ 


■HANGERS 


ARTIFICIAL 
LIMBS 


334-336  N.  13th  Street 
Philadelphia  7,  Penna. 


NEWSPAPER 

and 

PERIODICAL 

PRINTING 

An  important  branch 
of  our  business  is  the 
printing  of  all  kinds 
of  weekly  and  monthly 
papers  and  magazines 

M 

The  Sunday  Star 

Printing  Department 

Established  1881 
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DANFORTH  DRUG  STORE,  Inc. 

124  Market  Street,  Wilmington,  Del. 

PRESCRIPTION  SPECIALISTS 

Agents  for  all  the 

Principal  Biological,  Pharmaceutical  and 
General  Hospital  Supplies 

Full  and  Fresh  Stock  Always  on  Hand 

WE  FEATURE  CAMP  BELTS 


EXPERT  FITTERS  OF  TRUSSES 


PHONES  5-6271-5-6272 


WE  DELIVER 


ACCIDENT  • HOSPITAL  • SICKNESS 

INSURANCE 

For  Physicians,  Surgeons,  Dentists  Exclusively 


ALL 


/ PHYSICIANS  \ 


PREMIUMS 


SURGEONS 


COME  FROM 


\ DENTISTS  / 


ALL 

CLAIMS  T 


$5,000.00  accidental  death  $8.00 

$25.00  weekly  indemnity,  accident  and  sickness  Quarterly 

$10,000.00  accidental  death  $16.00 

$30.00  weekly  indemnity,  accident  and  sickness  Quarterly 

$15,000.00  accidental  death  $24.00 

$75.00  weekly  indemnity,  accident  and  sickness  Quarterly 

$20,000.00  accidental  death  $32.00 

$100.00  weekly  indemnity,  accident  and  sick-  Quarterly 
ness 

ALSO  HOSPITAL  EXPENSE  FOB  MEMBERS, 
WIVES  AND  CHILDREN 


85c  out  of  each  $1.00  gross  income  used  for 
members'  benefits 


$3,000,000.00 
INVESTED  ASSETS 


$15,000,000.00 
PAID  FOR  CLAIMS 

$300,000.00  deposited  with  State  of  Nebraska  for  protection 
of  our  members. 

Disability  need  not  be  incurred  in  line  of  duty — benefits 
from  the  beginning  day  of  disability 

PHYSICIANS  CASUALTY  ASSOCIATION 
PHYSICIANS  HEALTH  ASSOCIATION 

46  years  under  the  same  management 

400  First  National  Bank  Building  Q Omaha  3,  Nebraska 


Baynard  Optical 
Company 


Prescription  Opticians 

We  Specialize  in  Making 
Spectacles  and  Lenses 
According  to  Eye  Physicians’ 
Prescriptions 


5th  and  Market  Sts. 
Wilmington,  Delaware 
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Matlack  Building 


THE  ImIARSHALL  SQUARE  SANITARIUM 


WEST  CHESTER,  PENNA. 


FOR  CHRONIC 
DISEASES 
AND 

PSYCHIATRIC 

PATIENTS 


Everett  Sperry  Barr,  M.D. 

Director 


A recognized  hospital  of  120  beds 


r, 


HE  housing  facilities  provide  for  group- 
ing of  different  types  of  patients.  12  build- 
ings and  6 acres  ground  in  West  Chester, 
farms  of  400  acres  with  appropriate  build- 
ings three  miles  from  West  Chester. 

Physiotherapy,  occupational  and  recrea- 
tional therapy,  shock  therapy  when  indi- 
cated, medical  and  nursing  supervision  are 
included  in  the  weekly  rates. 

Resident  psychiatrist.  Medical  Director. 
Adequate  medical  staff.  Clinical  laboratory. 


I.  M.  Waggoner,  M.D. 
Medical  Director 


October,  1!)48 
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Freihofer's 


Enriched 

Perfect  Bread 


Vitamins 

Iron 

Minerals 


Fresh  from  the  oven 

made  in  Wilmington 


CARE . . . 

in  Compounding 

The  moment  a patient  places  your  prescription 
in  the  hands  of  a pharmacist,  that  pharmacist 
becomes  the  guardian  of  your  professional  repu- 
tation. Thus  it  is  imperative  to  you,  Doctor, 
to  know  that  your  prescriptions  are  compounded 
with  skill  and  care. 

Because  many  of  your  colleagues  know  that  our 
prescription  departments  employ  only  conscien- 
tious, skilled,  registered  pharmacists  — stock 
the  more  dependable  drugs,  chemicals  and 
pharmaceutical  specialties  — use  the  latest  and 
most  exquisitely  accurate  equipment  — and 
dispense  precisely  compounded,  double-checked 
prescriptions,  they  often  direct  their  patients 
to  us.  You're  invited  to  join  this  group. 

We  welcome  oil  recommendations  and  assure 
the  medical  profession  that  their  patients  are 
served  promptly,  courteously,  at  fair  prices  and 
with  professionally  precise  prescriptions. 

ECKERD'S 

DRUG  STORES 

723  Market  Street  — 513  Market  Street 
900  Orange  Street 
Wilmington,  Delaware 


Physicians'  and  Surgeons' 

Lid  bility  I nsurance 

at 

Low  Group  Rates 

This  office  writes  the  Group  Profes- 
sional Liability  policy  for  the  New 
Castle  County  Medical  Society.  You 
may  avoid  unpleasant  situations  and 
heavy  expense  by  becoming  insured 
under  this  group  plan.  Group  rates 
are  lower.  Write  or  phone  for 
complete  information. 

J.  A.  Montgomery,  Inc. 

Du  Pont  Building 

Phone  6561  Wilmington 

If  it's  insurable  we  can  insure  it 


A Wilson  Home  Freezer 

for  healthful,  luxurious  living 


Models  from  6 cu.  ft.  to  60  cu.  ft. 
on  display  at 

Diamond  Ice  & Coal  Co. 
827  Market  Street 


Blankets  — Sheets  — Spreads  — 
Linens  — Cotton  Goods 

Rhoads  <Sl  Company 

Hospital  Textile  Specialists  Since  1891 
Manufacturers  — Converters 
Direct  Mill  Agents 
Imports  — Distributors 
MAIN  OFFICE 

401  North  Broad  Street,  Philadelphia,  Pa. 
FACTORY 
Philadelphia,  Penna. 


XXIV 


Delaware  State  Medical  Journal 


October,  1948 


Enjoy  instant , plentiful  hot  water 


For  downright  conven- 
ience, comfort  and  health 
of  your  family  — you 
should  have  an  ample, 
reliable  supply  of  hot 
water  ! With  an  Auto 
matic  Gas  Water  Heat 
er  in  your  Home,  you're 
sure  of  all  the  hot  water 
you  want,  when  you  want 
it.  For  lightening  house- 

hold  tasks,  bathing, 

cleaning,  dishwashing,  laundering  and  many 
other  uses.  Besides,  you  save  time  and  worry, 
for  you're  sure  of  constant  water  tempera- 
tures at  low  cost.  Arrange  for  the  installation 
of  an  Automatic  Gas  Water  Heater  in  your 
home  now.  Ask  your  Plumber,  or  stop  in  to 
see  us. 

DELAWARE  POWER  £ LIGHT  CD. 


With  an  Automatic  Gas 

WATER  HEATER 


’HokUms  \ 

BCC  u V PAT.  OM 

ICE  CREAM 


IT'S  GQJ 


Garrett,  Miller  & 
Company 

Electrical  Supplies 
Heating  and  Cooking  Appliances 
G.  E.  Motors 

N.  E.  Cor.  4th  and  Orange  Sts. 
Wilmington  - - - - Delaware 


A Store  for  . . . 

Quality  Minded  Folk 
Who  are  Thrift  Conscious 

LEIBOWITZ'S 

224-226  MARKET  STREET 
Wilmington,  Delaware 


I 

October,  1948 


Delaware  State  Medical  Journal 


xxv 


PARKE 

Institutional  Supplier 
Of  Fine  Foods 

9 

COFFEE  TEAS 

SPICES  CANNED  FOODS 

FLAVORING  EXTRACTS 

• 

L.  H.  Parke  Company 

Philadelphia  - Pittsburgh 


VALENTINE'S 

\/ALSPAR 

V HOUSE  PAINT 

WHOLESALE  DISTRIBUTORS 

VALSPAR  PRODUCTS 


ALSO  EVERYTHING  THE  HOSPITAL 
MAY  NEED  IN: 

HARDWARE 
JANITOR  SUPPLIES 
CHINA  WARE 
ENAMEL  WARE,  ETC. 


Delaware  Hardware 
Company 

HARDWARE  SINCE  1822 
2nd  & Shipley  Sts.  Wilmington,  Del. 


W • 

\J\Je  maintain 
prompt  city-wide 
delivery  service 
for  prescriptions* 

*■ 


CAPPEAIPS 

Drug  Stores  of  Service 

DELAWARE  AVE.  at  DUPONT  ST. 
Dial  8537 

30TH  & MARKET  STREETS 
Dial  2-0952 


FRAIM'S  DAIRIES 

Distributors  of  rich  Grade  "A"  pas- 
teurized Guernsey  and  Jersey  milk 
testing  about  4.80  butter  fat,  and 
rich  Grade  "A"  Raw  Guernsey  milk 
testing  about  4.80.  This  milk  comes 
from  cows  which  are  tuberculin  and 
blood  tested. 

Try  our  Sunshine  Vitamin  "D"  milk, 
testing  about  4 per  cent,  Cream 
Buttermilk,  and  other  high  grade 
dairy  products. 

VANDEVER  AVE.  & LAMOTTE  ST. 

Wilmington,  Delaware 


Flowers  . . . 


Geo.  Carson  Boyd 


at  216  West  10th  Street 

Phone:  4388 
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The 

Governor  Bacon 
Health  Center 

Delaware  City,  Delaware 

Will  Be  Opened 
November  1,  1948 

A hospital  of  540  beds 

for 

Maladjusted,  Pre-psychotic, 
Acute  Psychotic,  Epileptic 
and  Crippled  Children 

and  for 

Alcoholic  and  Epileptic  Adults 
Without  Psychosis 

There  will  also  be  a special  department  for 
terminal  senile  patients  without  psychosis. 

M.  A.  Tarumianz,  M.  D. 

Superintendent 


LABORATORY  (tpREflGENTS 

Inorganic  and  Organic  Chemicals 
Biological  Stains  • Solutions 
Chemical  Indicators  • Test  Papers 


Distributed  by 

Physician  and  Laboratory  Supply  Houses 


I he  COLEMAN  & BELL  COMPANY,  Inc 


manufacturing  chemists 


NORWOOD,  OHIO,  U.  S.  A- 


COLEMAN  & BELL  "TZcUecvt/,  Ohio 


STATEMENT  OF  THE  OWNERSHIP,  MAN- 
AGEMENT, CIRCULATION,  ETC. 

Required  by  the  Act  of  Congress  of  August  24,  1912,  and 

March  3,  1933,  of  The  Delaware  State  Medical  Journal, 
Published  monthly  at  Wilmington,  Delaware, 
for  October  1st,  1948 
STATE  OF  DELAWARE  i 
COUNTY  OF  NEW  CASTLE  f SS- 

Before  me,  a Notary  Public  in  and  for  the  State 
and  county  aforesaid,  personally  appeared  M.  A. 
Tarumianz,  M.  D.,  who,  having  been  duly  sworn 
according  to  law,  deposes  and  says  that  he  is  the 
Business  Manager  of  the  Delaware  State  Medical 
Journal  and  that  the  following  is,  to  the  best  of 
his  knowledge  and  belief,  a true  statement  of  the 
ownership,  management  (and  if  a daily  paper,  the 
circulation)  etc.,  of  the  aforesaid  publication  for 
the  date  shown  in  the  above  caption,  required  by 
the  Act  of  August  24,  1912  as  amended  by  the  Act 
of  March  3,  1933,  embodied  in  section  537,  Postal 
Laws  and  Regulations,  printed  on  the  reverse  of 
this  form,  to  wit: 

1.  That  the  names  and  addresses  of  the  pub- 
lisher, editor,  managing  editor,  and  business 
managers  are: 

Name  of — Post  Office  Address 

Publisher — The  Star  Publishing  Co.,  309  Shipley 
St.,  Wilmington,  Del. 

Editor — W.  Edwin  Bird,  M.D.,  822  North  Ameri- 
can Bldg.,  Wilm.,  Del. 

Assoc.  Editor — Gerald  A.  Beatty,  M.D.,  505 
Delaware  Ave.,  Wilm.,  Del. 

Managing  Editor — M.  A.  Tarumianz,  M.D.,  Farn- 
hurst,  Del. 

2.  That  the  owner  is:  (if  owned  by  a corpora- 
tion. its  name  and  address  must  he  stated  and  also 
immediately  thereunder  the  names  and  addresses 
of  stockholders  owning  or  holding  one  per  cent 
or  more  of  total  amount  of  stock.  If  not  owned 
hv  a corporation,  the  names  and  addresses  of  the 
individual  owners  must  he  given.  If  owned  by  a 
firm,  company,  or  other  unincorporated  concern, 
its  name  ami  address,  as  well  as  those  of  each 
individual  member,  must  be  given.) 

The  Medical  Society  of  Delaware 

3.  That  the  known  bondholders,  mortgagees, 
and  other  security  holders  owning  or  holding  1 
per  cent  or  more  of  total  amount  of  bonds,  mort- 
gages, or  other  securities  are:  (If  there  are  none, 
so  state.) 

None 

4.  That  the  two  paragraphs  next  above,  giving 
the  names  of  the  owners,  stockholders  and  security 
holders,  if  any,  contain  not  only  the  list  of  stock- 
holders and  security  holders  as  they  appear  upon 
the  books  of  the  company  but  also,  in  cases  where 
the  stockholder  or  security  holder  appears  upon 
the  books  of  the  company  as  trustee  or  in  any 
other  fiduciary  relation,  the  name  of  the  person  or 
corporation  for  whom  such  trustee  is  acting,  is 
given;  also  that  the  said  two  paragraphs  contain 
statements  embracing  affiant’s  full  knowledge  and 
belief  as  to  the  circumstances  and  conditions  un- 
der which  stockholders  and  security  holders  who 
do  not  appear  upon  the  books  of  the  company  as 
trustees,  hold  stock  and  securities  in  a capacity 
other  than  that  of  a bona  fide  owner;  and  this 
affiant  has  no  reason  to  believe  that  any  other 
person,  association,  or  corporation  has  any  interest 
direct  or  indirect  in  the  said  stock,  bonds,  or  other 
securities  than  as  so  stated  by  him. 

5.  That  the  average  number  of  copies  of  each 
irssue  of  this  publication  sold  or  distributed, 
through  the  mails  or  otherwise,  to  paid  subscrib- 
ers during  the  twelve  months  preceding  the  date 

shown  above  is (This  information  is  required 

from  daily  publications  only.) 

M.  A.  Tarumianz,  M.  D. 
i Signature  of  Business  Manager! 

Sworn  to  and  subscribed  before  me  this  31st 
day  of  August,  1948. 

Maurice  P.  McCarthy 
Notary  Public 

(My  commission  expires  S-12-49! 


Have  a Coke 


SHOULD  VITAMIN 
GIVEN  ONLY 


D BE 

TO  INFANTS? 


ITAMIN  D has  been  so  successful  in  preventing  rickets  during  in- 
fancy that  there  has  been  little  emphasis  on  continuing  its  use  after 
the  second  year. 

But  now  a careful  histologic  study  has  been  made  which  reveals 
a startlingly  high  incidence  of  rickets  in  children  2 to  14  years  old. 
Follis,  Jackson,  Eliot,  and  Park*  report  that  postmortem  examina- 
tion of  230  children  of  this  age  group  showed  the  total  prevalence 
of  rickets  to  be  46.5  % . 


Rachitic  changes  were  present  as  late  as  the  fourteenth  year,  and 
the  incidence  was  higher  among  children  dying  from  acute  disease 
than  in  those  dying  of  chronic  disease. 

The  authors  conclude,  “We  doubt  if  slight  degrees  of  rickets, 
such  as  we  found  in  many  of  our  children,  interfere  with  health 

and  development,  but  our  studies  as  a whole  afford  reason  to  pro- 

£ 

long  administration  of  vitamin  D to  the  age  limit  of  our  study,  the 
fourteenth  year,  and  especially  indicate  the  necessity  to  suspect  and 
to  take  the  necessary  measures  to  guard  against  rickets  in  sick 
children.” 


*R.  H.  Follis,  D.  Jackson,  M.  M.  Eliot,  and  E.  A.  Park:  Prevalence  of  rickets  in  children 
between  tv/o  and  fourteen  years  of  age,  Am.  J.  Dis.  Child.  66:1-11,  July  1943. 


MEAD'S  Oleum  Percomorphum  With  Other  Fish-Liver  Oils  and  Viosterol  is  a 
potent  source  of  vitamins  A and  D,  which  is  well  taken  by  older  children  be- 
cause it  can  be  given  in  small  dosage  or  capsule  form.  This  ease  of  adminis- 
tration favors  continued  year-round  use,  including  periods  of  illness. 

MEAD'S  Oleum  Percomorphum  furnishes  60,000  vitamin  A units  and  8,500 
vitamin  D units  per  gram.  Supplied  in  10-  and  50-cc  bottles  and  bottles 
of  50  and  250  capsules.  Ethically  marketed. 

MEAD  JOHNSON  & COMPANY,  Evansville  21,  Ind.,  U.S.A. 
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BACKGROUND 

Three  Decades  of  Clinical  Experience 

THE  use  of  cow’s  milk,  water  and  carbohydrate  mix- 
tures represents  the  one  system  of  infant  feeding  that 
consistently,  for  over  three  decades,  has  received  universal 
pediatric  recognition.  No  carbohydrate  employed  in  this 
system  of  infant  feeding  enjoys  so  rich  and  enduring  a 
background  of  authoritative  clinical  experience  as  Dextri- 
Maltose. 

DEXTRI-MALTOSE  No.  1 (with  2%  sodium  chloride),  for  normal  babies. 

DEXTRI-MALTOSE  No.  2 (plain,  salt  free),  permits  salt  modifications  by  the  physician. 
DEXTRI-MALTOSE  No.  3 (with  3%  potassium  bicarbonate),  for  constipated  babies. 

These  products  are  hypo-allergenic. 

DEXTRI-MALTOSE 


Please  enclose  professional  card  when  requesting  samples  of  Mead  Johnson  products  to  cooperate  in  preventing  their 

reaching  unauthorized  persons 

— Mead  Johnson  & Company,  Evansville,  Ind.,  U.  S.  A. 


Reliance  on  MAPHARSEN  is  reflected  in  its  extensive  clinical 


use  — over  200,000,000  injections  since  1940.  The  significant 
advantages  of  high  therapeutic  effectiveness  and  notable 
relative  safety  have  established  its  value  as  an  antispirochetal 
agent.  Clinical  and  serological  follow-ups  continue  to 
demonstrate  its  high  percentage  of  cures.  Equally  adapted 
to  intensive,  intermediate  or  conventional  prolonged 
treatment  schedules,  alone  or  with  penicillin,  MAPHARSEN 
is  an  arsenical  of  choice  in  the  treatment  of  syphilis. 


I IV  THE  TREATMENT  OF  SYPHILIS 


MAPHARSEN  ( oxophenarsine  hydrochloride,  P.  D.  & Co. ) is  supplied 
in  single  dose  ampoules  of  0.04  Gm.  and  0.06  Gin.,  boxes  of  10, 


$ 

PARKE,  DAVIS  & COMPANY  • DETROIT  32,  MICHIGAN  ^ 


mi 


and  in  multiple  dose  ampoules  of  0.6  Gm.  in  boxes  of  10. 
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/Experience  is  the  Best  Teacher 


JOHN  HUGHES  BENNETT  (1812-1875)  proved  it  in  histology 

Bennett’s  experiences,  gained  by  linking  physiology  with  clinical  medicine, 
led  Him  to  institute  the  practical  study  of  histology,  to  recognize 
the  medicinal  value  of  cod  liver  oil,  and  to  be  the  first 
to  describe  the  blood  condition  leukemia  — Bennett’s  disease. 


R.  J.  Reynolds  Tobacco  Company.  Winston-Salem,  N.  C. 


YES!  Millions  of  smokers  who  ltave  tried  and 
compared  many  different  brands  of  cigarettes 
found  from  experience  that  cool,  full-flavored 
Camels  suit  them  best. 

Try  Camels!  See  how  the  full,  rich  flavor  of 
Camel's  choice,  properly  aged  and  expertly 
blended  tobaccos  pleases  your  taste.  See  if  Camel  s 
cool  mildness  isn’t  mighty  welcome  to  your  throat. 

Yes!  Let  your  taste  and  throat  tell  you  why, 
with  millions  of  smokers  who  have  tried  and  com- 
pared. Camels  are  the  “choice  of  experience.” 

According  to  a Aatiomvidc  survey: 


Aiore  Doctors  Smoke  € AAMKJLS 

than  any  other  cigarette 

In  a nationwide  survey  by  three  independent  research  organizations.  113,597  doctors  were 
asked  to  name  the  cigarette  they  smoked.  More  doctors  named  Camel  than  any  other  brand* 
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You’d  never  guess  they're  waiting  for  their  vitamins — unless  you  are  familiar 
with  Abbott  Vitamin  Products.  The  oral  forms  are  made  as  attractive  as  possible 
in  appearance,  odor  and  taste  for  the  express  purpose  of  encouraging  patient 
adherence  to  the  day-to-day  doses  you  prescribe — an  important  factor  with 
youngsters  the  country  over,  and  with  many  finicky  oldsters.  • These  daily 
doses  may  be  as  potent  as  the  patient  requires,  whether  indications  are  for 
a diet  supplement  or  for  treatment  of  an  acute  deficiency.  Among  the  many 
Abbott  Vitamin  Products  you  are  sure  to  find  one  well  suited  to  your 
patient’s  needs.  Dosage  forms  are  equally  varied  to  meet  individual 
requirements.  Liquids,  easily  swallowed  capsules  and  tablets, 
ampoules  for  parenteral  use  are  all  available  through  your 
pharmacy  in  single  or  multivitamin  preparations. 

All  have  the  dependability,  guaranteed  potency  and  accurate 
standardization  you  expect  in  Abbott  products. 

Abbott  Laboratories,  North  Chicago,  Illinois. 


VITAMIN  PRODUCTS 
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,.  MEAT  ALSO  SUPPLIES  SIGNIFICANT  AMOUNTS  OF  COPPER  AND  PHOSPHORUS 


While  its  high  content  of  biologically  com- 
plete protein  ranks  meat  among  man’s  best 
protein  sources,  its  contribution  of  many  more 
indispensable  nutrients  further  enhances  its 
over-all  desirability  in  the  daily  dietary. 

As  is  readily  seen  in  the  chart  above,  every 
kind  of  meat  is  an  excellent  source  of  high 
quality  protein  and  of  iron.  Meat  further  sup- 
plies significant  amounts  of  the  three  B com- 
plex vitamins,  thiamine,  riboflavin  and  nia- 
cin. Certain  cuts  and  kinds  of  meat  are,  as  a 
matter  of  fact,  among  our  richest  food  sources 
of  thiamine  and  niacin.  All  meat,  regardless 


of  grade  or  cut,  makes  these  contributions. 

Due  to  the  excellent  digestibility  of  meat— 
from  96  to  98  per  cent — the  metabolic  avail- 
ability of  its  protein  and  other  nutrients  is 
virtually  assured,  making  it  particularly  valu- 
able in  many  disease  conditions  in  which 
these  nutrients  are  especially  needed. 

AMERICAN  MEAT  INSTITUTE 
Main  Office,  Chicago  . . . Members  Throughout 
the  United  Stales 

The  Seal  of  Acceptance  denotes  that  the  nutri- 
tional statements  made  in  this  advertisement 
are  acceptable  to  the  Council  on  Foods  and 
N utrition  of  the  American  Medical  Association. 
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SUCCESSFUL  IN 
INFANT  NUTRITION 

The  advantages  of  these 
Nestle  products  in  the 
feeding  of  infants  have 
been  confirmed  by  long 
and  widespread  usage. 

®*«jgr  jirm 


SPRAY  DRIED 


LACTOGEN 

HOMOGENIZED 
WHOLE  COW’S  MILK 

Modified  with 

MILK  FAT 
LACTOSE 

Reinforced  with  IRON 


DEXTROGEN 

HOMOGENIZED 
WHOLE  COW’S  MILK 

Modified  with 

DEXTRINS  • MALTOSE 
DEXTROSE 

Reinforced  with  IRON 


ACIDIFIED  • SPRAY  DRIED 


PELARGON 

HOMOGENIZED 
WHOLE  COW’S  MILK 

Modified  with 

GLUCOSE  SUCROSE 
STARCH 

{IRON 
VITAMINS 
ABC&D 


No  advertising  or  feeding  directions  except  to  physicians 


NESTLE’S 

MILK  PRODUCTS,  INC. 

Check  the  coupon  below  for  literature  and 
LACTOGEN  Q DEXTROGEN  [~ 

DMJ-11-48 
samples  desired. 

PELARGON  [ 

155  East  44th  Street, 

Dr. 

New  York  17,  N.Y. 

City 

RAT. OFF.  ^ 

unimportant  here !! 


Land  of  Cockaigne  (COCKAYNE).  This  is  a modern 
artist’s  idea  of  that  delightful  paradise  which  was  part  of 
the  folklore  of  Europeans  many,  many  centuries  ago. 


is  the  Land  of  Cockaigne. 

It’s  a wonderful  place  where  the  houses 
are  built  of  cake,  and  the  shops  are  eager  to  | 
give  you  their  merchandise  for  free. 

Here,  roast  geese  and  other  fowl  wander 
about  inviting  folks  to  eat  them.  Here, 
buttered  larks  fall  from  the  skies  like  manna. . 

Wonderful  place  Cockaigne . . . this  Land 
that’s  always  free  from  want  . . . where 
business  cycles  are  unknown  . . . where 
money  is  /t/mecessary. 

Only  trouble  is  you  won’t  find  this  myth- 
ical place  on  any  up-to-date  map  of  the  world. 

We  live  in  a land  blessed  with  plenty- 
true  enough.  But  the  rub  is  that  we  will 
always  need  hard  cash  to  buy  the  things 
we  want. 

You  will  need  money  to  make  a good 
down  payment  on  a new  home  ...  to  send 
the  children  to  college  when  the  time  comes 
...  or  to  keep  well-supplied  with  fine  food 
and  little  luxuries  when  it  comes  time  to  retire. 

One  of  the  best  ways  you  can  assure  your- 
self that  you  will  have  the  money  you  need 
for  the  things  you  want  later  in  life  is  to  salt 
away  some  of  the  money  you  now  earn  in 
U.  S.  Savings  Bonds. 

These  Bonds  are  the  safest  in  the  world. 
And  they  make  money  for  you.  Each  $75 
you  save  today  will  grow  to  $100  in  just  10 
years. 

So  start  saving  now  . . . the  automatic 
way,  on  the  Payroll  Savings  Plan  where  you 
work,  or  buy  them  regularly  through  your 
bank  or  post  office. 


AUTOMATIC  SAVING 
IS  SURE  SAVING  - 
U.S.  SAVINGS  BONDS 


Contributed  by  this  magazine  in  co-operation  with  the  Magazine  Publishers  of  America  as  a public  service. 
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IN  ORAL  ESTROGEN  THERAPY 


Estinyl*  (ethinyl  estradiol)  affords  “relief  of  menopausal 
symptoms  with  excellent  results”1  in  from  f!7.8  to 
100  per  cent2  of  cases.  On  a weight  basis,  Estinyl  is 
many  times  more  powerful  in  estrogenic  effect  than 
other  natural  and  synthetic  estrogenic  agents.3 
It  acts  rapidly,  causing  disappearance  of  hot  flushes 
in  3 to  8 days4  and  often  completely  controls  other 
climacteric  symptoms  in  7 to  10  days.5 


ESTINYL 


(ETHINYL  ESTKADIOL) 


is  well  tolerated,  there  usually  being  “complete 
absence  of  side  reactions  if  minimal  effective  doses 
are  administered.”2  An  additional  asset  of  Estinyl 
therapy  is  the  “sense  of  well-being”0  it 
commonly  evokes. 


DOSAGE:  One  Estinyl  Tablet,  0.02  mg.,  or  one 
teaspoonful  of  Estinyl  Liquid  daily.  In  severe  cases 
two  to  1 1 tree  tablets  daily,  or  their  equivalent  in 
Estinyl  Liquid  may  be  prescribed,  reducing  dosage  as 
symptoms  subside. 

ESTUNYI.  Tablets,  0.02  (buffi  or  0.05  mg.  (pink), 
in  bottles  of  100,  250  and  1000. 

ESTINYL  Liq  UID,  0.03  mg.  per  4 cc.  (teaspoonful ) , 
in  bottles  of  4 and  16  oz. 

BIBLIOGRAPHY:  1.  United  States  Dispensatory,  ed.  2t.  Phila- 
delphia, J.  B.  Lippincott  Company,  1917,  p.  1446.  2.  Wiesbader. 
H.,  and  Filler,  W.:  Am.  J.  Obst.  & Gynec.  51:75,  1916.  3.  Allen. 
W.  M.:  South.  M.  J.  37:270,  1944.  4.  Lyon,  R.  A.:  Am.  J.  Obst. 
& Gynec.  47:532,  1944.  5.  Groper,  M.  J.,  and  Biskind,  G.  R.: 
J.  Clin.  Endocrinol.  2:703,  1942.  6.  Soule,  S.  D. : Am.  J.  Obst.  & 
Gynec.  45:315,  1943. 

*® 
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Active 
Ingredient: 
Mineral  Oil  65% 
DIRECTIONS— Adults:  One  table 
spoonful.  Children:  One  teaspoonful. 
Important  — Do  not  take  directly 
before  or  after  a meal. 

May  be  thinned  with  water,  milk  or 
fruit  juice  if  desired. 

SHAKE  WEIL 


SSSUS 


PHILADELPHIA  3, 


ONE  PINT 


PNC 


1B96 
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Drawn  from 
colorphoto 
of  patient 


In  sensitivity  to  therapeutic 


/ - 


A 


PYRIBENZAMINE 


maximal  effectiveness 
with  minimal  side  effects 


Without  inhibiting  the  formation  of  protective  antibodies, 
Pyribenzamine  hydrochloride  will  usually  prevent  or  relieve 
symptoms  of  hypersensitivity  produced  by  antibiotics,  serums,  or 
vaccines  — allowing  these  valuable  therapeutic  agents  to  be  used 
in  many  otherwise  intolerant  patients. 

Pyribenzamine  Scored  Tablets,  50  mg.,  bottles  of  50,  500  and  1000. 
Pyribenzamine  Elixir  of  5 mg.  per  cc.,  bottles  of  1 pint  and  1 gallon. 

CIBA  PHARMACEUTICAL  PRODUCTS.  INC.,  SUMMIT,  NEW  JERSEY 

Ciba 

Pyribenzamine  (brand  of  tripelennamine)  Trade  Mark  Reg,  U.S.  Pat. Off,  J/1395M 
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medical  experience  points  to  multivitamin  supplementa- 
tion, accompanying  balanced  diet,  as  the  best  guaranty  of 
adequate  vitamin  intake.  When  vitamins  are  thus  directly 
administered,  nutrients  essential  to  the  patient’s  progress 
are  provided  with  certainty,  precision  and  economy.  For 
prophylaxis  and  for  tlierapy,Upjohn  prescription  vitamins 
are  available  in  a range  of  potencies  and  formulas  filling 
the  practical  requirements  of  physicians  and  surgeons. 

Upjohn  Vitamins 


Upjohn 


fine  pharmaceuticals  since  1886 
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Among  the  many  advantages  of  simultaneous  immunization  against 
diphtheria,  tetanus  and  pertussis  are: 

• Injections  fewer  and  of  smaller  total  volume 

• Local  and  systemic  reactions  reduced  to  a minimum 

• Greater  convenience  for  physician  and  patient 

• Less  discomfort  for  the  patient 

Diphtheria  and  Tetanus  Toxoids  Alum  Precipitated  and  Pertussis 
Vaccine  Combined  Squibb  is  given  in  three  injections  of  0.5  cc.  each  at 
monthly  intervals.  This  amount  provides  a full  immunizing  dose  of  both 
Diphtheria  and  Tetanus  Toxoids  and  45,000  million  killed  II.  pertussis 
organisms. 

In  1.5  cc.  vials,  providing  1 complete  immunization. 

In  7.5  cc.  vials,  providing  5 complete  immunizations. 


V^v-J 

MANUFACTURING  CHEMISTS  TO  THE  MEDICAL  PROFESSION  SINCE  1858 
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Your  Job- 
Arid  Ours: 


To  Fortify  Baby’s  Health 

Babies  who  enjoy  the  benefit  of  your  profes- 
sional supervision  have  added  assurance  of 
sound  growth  and  extra  protection  from  infant 
ills.  Proper  nutrition,  of  course,  plays  a basic 
role  in  baby's  healthy  development;  and  in  this 
field  the  use  of  Nestle’s  Evaporated  Milk  pro- 
vides the  full  value  of  whole  cow’s  milk,  plus 
something  extra — pure  Vitamin  D3. 


Nestle’s  Has  the  yyKnow-Howyy  to 
Produce  a Good  Product 

• For  over  80  years,  Nestle’s  milk  products  have  been 
best  known,  most  used  for  babies  ’round  the  world. 

• Nestle’s  was  the  first  evaporated  milk  fortified  with 
400  U.S.P.  units  of  genuine  Vitamin  D3  per  pint. 

• Nestle’s  accepts  milk  only  from  carefully  inspected 
herds.  As  further  assurance  of  quality,  rigid  con- 
trols check  Nestle’s  Milk  every  step  of  the  way.  We 
even  take  the  plant  apart  every  day  and  wash  it! 


No  wonder  so  many  doctors 
recommend  NlXTLEx  Milk 


by  name 


THE  NESTLE  COMPANY,  INC.,  New  York,  U.  S.  A. 
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middle  age 


buoyant  activity 


The  physical  and  emotional  distress  caused  by 
hot  flushes,  nervous  spells  and  other  symptoms  may 
completely  alter  the  personality  and  life  pattern 
of  the  woman  at  the  climacteric. 
Clinical  experience  has  shown  that,  in  the  majority  of 
cases,  prompt  remission  of  disturbing  symptoms  can 
be  expected  following  the  use  of  "Premarin."  In  addition, 
this  natural  oral  estrogen  usually  imparts  "a  sense  of  well- 
being". . . the  plus  in  " Premarin " therapy  which  enables 
the  patient  to  resume  an  active  and  enjoyable  existence. 
Three  potencies  of  " Premarin " permit  the  physician 
to  adapt  therapy  to  the  particular  needs  of  the  patient: 
tablets  of  2.5  mg.,  1 .25  mg.,  and  0.625  mg.,  also  liquid 
containing  0.625  mg.  in  each  4 cc.  (1  teaspoonful). 
While  sodium  estrone  sulfate  is  the  principal 
estrogen  in  "Premarin/'  other  equine  estrogens 
..  .estradiol,  equilin,  equilenin,  hippulin  . . . are 
probably  also  present  in  varying 
amounts  as  water  soluble  conjugates. 

* 

CONJUGATED  ESTROGENS  (equine) 


Ayers#.  McKenna  & Harrison 
Limited 


22  East  40th  St.,  New  York  1 6,  N.  Y. 

^Estrogenic  Substances  (water  soluble)  also  known  as  Conjugated  Estrogens  (equine) 
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Throughout  the 


years . . . 


From  birth  to  at  least  the  age  of  14  years, 

investigators  now  agree  children  are 
susceptible  to  rickets,  with  scarcely 
diminished  frequency.1 

The  critical  periods  of  active  skeletal 
growth  are  found  in  infancy  and  childhood, 
lasting  through  at  least  the  years 
just  preceding  puberty.2 

Throughout  these  formative  years  patient  cooperation 
assuring  an  adequate  vitamin  D intake  is  readily 
obtained  by  the  use  of 


WINTHROPSTEARNS 


DRISDOL,  trademark  reg.  U.  S.  & Canada 
CARTOSE,  trademark  reg.  U.  S.  & Canada 


ODORLESS  . . .TASTELESS  . . . ECONOMICAL 
Average  dose  for  infants  2 drops, 
for  children  4 to  6 drops,  in  milk. 


IN  C. 


New  York  13,  N.  Y.  Windsor,  Ont. 


1.  Follis,  R.  H.,  Jackson,  D.,  Eliot,  M.  M.,  and  Park,  E.  A.:  Am.  Jour. 
Dis.  Child.,  66:1,  July,  1943. 

2.  Stearns,  G.:  Jour.  Lancet,  63:344,  Nov.,  1943. 


SPECIFICALLY  DESIGNED  FOR  INFANT  FEEDING 
LESS  FERMENTATION 
LESS  DIGESTIVE  DISTURBANCES 

CARTOSE® 

MIXED  CARBOHYDRATES 

IN  EASY-TO-USE  LIQUID  FORM 
Compatible  with  all  milk  formulas 
Bottles  of  16  fl.  o z.  Write  for  Formula  Blanks 


N<ji  J 


AMPOULE 


penicillin-6  vjx.Trr  A 

CryHolline-Po»o»*i'""  m 

200,000  Unit* 


Available  from  Ample  Stocks 

STRATEGICALLY  LOCATED 


A carefully  selected  strain  of  Penicillium  notatum  is  grown 
in  sterile  culture  media  in  the  presence  of  sterile  air  to  produce 
penicillin  for  products  bearing  the  Lilly  label.  Not  until  this  peni- 
cillin has  been  refined  to  crystalline  purity,  has  reached  narrow 
limits  of  moisture  content,  and  is  free  from  solvents  and  pyrogenic 
materials  is  it  used  in  the  production  of  penicillin  preparations. 

Ample  stocks,  strategically  located  near  by,  are  available  in 
quantities  to  meet  your  requirements  quickly  and  economically. 
Penicillin  Products,  Lilly,  include  the  following: 

Crystalline  Penicillin— G,  in  20-cc.  rubber-stoppered  ampoules 
containing  100,000,  200,000,  500,000,  and  1,000,000  units. 

Tablets  Penicillin— G,  Crystalline-Potassium,  Buffered,  50,000 
and  100,000  units. 


ELI  LILLY  AND  COMPANY,  INDIANAPOLIS  6,  INDIANA,  U.  S.  A 


A 15x12  reproduction  of  this  Joseph  Feher  illustration  is  available  upon  request. 


South  Afr 


Bgu  A 

like  many  youthful  countries,  the  Union  of 
v South  Africa  has  in  the  past  been  dependent 
upon  other  nations  for  its  physicians  and  medi- 
cal teachers.  Today,  however,  South  Africa  is 
producing  its  own  scientific  men  and  its  universi- 
ties are  rapidly  becoming  centers  of  medical  re- 
search. The  heterogeneous  population  and  the 
great  variety  of  interesting  biological  and  medi- 
cal problems  present  an  inviting  field  to  the 
medical  researcher. 

Johannesburg  was  selected  in  1938  as  the 
headquarters  of  the  first  resident  medical  service 
representative  of  Eh  Lilly  and  Company.  Re- 
search institutions  and  the  medical  and  pharma- 


ceutical professions  have  since  been  regularly 
visited.  Here,  as  elsewhere,  the  Lillv  Research 
Laboratories  offer  the  assistance  of  their  staff  on 
mutually  interesting  problems.  It  is  hoped  that 
physicians  everywhere  may  by  this  means  share 
in  the  practical  benefits  of  South  African  medi- 
cal research. 
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INTESTINAL  OBSTRUCTION  IN 
THE  NEWBORN* ** 

Daniel  J.  Preston,  M.  D.,## 
Wilmington,  Del. 

Developmental  defect  is  the  most  common 
cause  of  intestinal  obstruction  in  infants.  This 
report  is  presented  to  illustrate  the  types  and 
incidence  of  alimentary  tract  obstructions  in 
babies  under  one  year  of  age,  with  the  surgical 
measures  used  in  correcting  them.  The  17  in- 
fants operated  upon  represent  unselected  con- 
secutive eases  which  occurred  in  my  general 
surgery  practice  during  a period  of  one  year. 
Significant  statistical  information  cannot  be 
obtained  from  such  a small  series.  The  pur- 
pose is  to  present  a representative  group  of  ob- 
structions and  list  the  surgical  measures  found 
useful  in  their  management. 

Choice  of  anesthesia  has  an  important  bear- 
ing on  the  surgical  mortality  rate  in  infants, 
perhaps  more  so  than  in  adults.  General 
anesthesia  is  not  well  tolerated  by  the  starved 
and  debilitated  infant  with  intestinal  obstruc- 
tion. The  successful  performance  of  abdomi- 
nal or  other  operations  on  the  newborn  does 
not  require  general  anesthesia  and  it  is  prob- 
ably best  avoided.  Local  infiltration  with  y4 
to  per  cent  solution  of  procaine  in  normal 
saline  gives  a satisfactory  anesthesia.  With 
local  anesthesia  the  risk  appears  to  be  less  be- 
cause the  emaciated  sick  child  is  conscious  and 
in  better  general  condition  at  the  completion 
of  the  operation.  Stock  solutions  of  procaine 
were  found  to  produce  erythematous  swelling 
at  the  sites  of  injection.  Tissue  reaction  fol- 
lowing injection  of  solutions  freshly  prepared 
from  sterile  ampule  procaine  crystals  and 
sterile  normal  saline  were  negligible  or  absent. 

The  prolonged  use  of  indwelling  gastro- 
intestinal suction  tubes  in  babies  should  be 
avoided.  Such  a tube  may  produce  trouble- 

*  Read  before  the  Medical  Society  of  Delaware,  Wil- 
mington, October  15,  1947. 

**  Attending  Chief,  Surgical  Service  Wilmington  General 
and  Delaware  Hospitals. 


some  irritation  or  ulceration  of  the  naso-phar- 
yngeal  membranes  and  can  initiate  an  ascend- 
ing Eustachian  tube  infection  and  otitis  media. 
However,  the  aspiration  of  gas  and  fluid  from 
the  distended  upper  intestinal  tract  is  desir- 
able. This  is  best  done  by  a small  soft  rubber 
tube  inserted  through  the  mouth  just  prior  to 
operation.  Abdominal  tension  is  relieved  and 
the  tube  removed  before  the  patient  is  sent  to 
the  operating  room.  Prolonged  gastric  aspira- 
tion  has  also  the  disadvantage  of  disrupting 
chemical  balance  by  the  removal  of  essential 
enzymes  and  electrolytes  and  increasing  dehy- 
dration. 

Preoperative  x-ray  examinations  in  infants 
with  intestinal  obstruction  are  not  considered 
essential  in  making  the  diagnosis  and  are  often 
harmful  to  the  sick  infant.  Barium  x-ray 
studies  are  best  avoided  as  the  procedure  taxes 
the  weakened  vitality  of  the  child  and  often 
fails  to  give  complete  information.  A partial 
obstruction  may  be  inadvertently  converted 
to  a complete  obstruction  by  retained  inspissa- 
ted barium  in  the  intestine.  A flat  or  “scout" 
film  of  the  abdomen  adds  less  to  the  physical 
burden  of  the  sick  baby  and  frequently  gives 
helpful  indications  as  to  the  location  and  na- 
ture of  the  obstructing  lesion. 

Maintenance  of  normal  body  temperature  is 
an  essential  measure  in  treatment  of  the  de- 
bilitated newborn  before,  during  and  after 
operation.  In  the  operating  room  a satisfac- 
tory heating  device  was  obtained  by  placing 
hot  water  bottles  in  a shallow  box  which  had  a 
top  containing  multiple  perforations.  The 
baby  was  placed  on  a blanket  which  covered 
the  perforated  box  top.  Electric  heating  pads 
are  not  considered  safe  and  may  cause  first 
and  second  degree  burns  when  run  at  “low" 
heat.  A strip  of  2-inch  adhesive  tape  placed 
across  the  thighs  just  above  the  knees  and  an- 
chored at  the  sides  of  the  table  keep  the  lower 
extremities  fixed  in  extension  during  opera- 
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tion.  The  undershirt  is  not  removed  in  the 
operating  room  as  it  affords  a protective  cov- 
ering for  the  arms  and  shoulders.  A thin 
blanket  is  placed  snugly  across  the  lower  ex- 
tremities. A nurse  is  seated  at  the  head  of  the 
table  to  watch  the  pulse,  color,  and  respira- 
tions. She  holds  the  baby's  hands  at  the  sides 
of  its  head  and  offers  a wick  of  gauze  moisten- 
ed with  sugar  solution  for  the  baby  to  suck  on 
during  operation. 

Successful  surgical  treatment  of  intestinal 
obstruction  often  requires  the  use  of  peren- 
teral  fluids  for  control  of  dehydration.  There 
are  inherent  dangers,  however,  in  the  over-en- 
thusiastic use  of  such  measures.  The  emacia- 
tion and  starvation  state  resulting  from  ob- 
struction cannot  be  successfully  combatted  by 
artificial  measures  alone  and  is  best  relieved 
by  immediate  surgical  correction  of  the  ob- 
struction to  permit  early  oral  feeding  of  the 
infant.  Blood  transfusion  is  helpful  in  cor- 
recting anemia  but  is  not  a routine  procedure 
because  of  the  exhausting  effect  of  manipula- 
tion often  required  in  giving  the  blood  and  the 
untoward  reaction  produced  at  times  by  trans- 
fusion. No  fixed  routine  is  employed  for  the 
injection  of  fluids.  It  is  best  to  treat  each 
patient  as  an  individual  problem. 

The  technic  of  operation  presupposes  deli- 
cacy in  the  handling  of  tissues  and  organs.  To 
this  end  the  use  of  several  ophthalmologic  in- 
struments has  been  found  appropriate  for  in- 
fant abdominal  operations.  Eyelid  retractors 
and  vein  retractors  make  satisfactory  abdomi- 
nal retractors.  Conjunctival  fixation  forceps 
with  the  catch  removed  are  useful  as  tissue 
forceps.  Eye  tenotomy  and  enucleation  scis- 
sors are  helpful  in  dissection.  Round-point 
eye  needles  serve  well  for  suturing.  Small 
needle  holders  and  mosquito  hemostats  are 
employed.  The  Babcock  viscera  forcep  is  non- 
crushing and  can  be  used  to  hold  the  stomach 
with  minimum  trauma. 

Fine  sutures  and  ligatures  of  annealed 
stainless  steel  are  used  exclusively.  No.  35 
and  No.  36  B and  S gauge  are  satisfactory  for 
general  abdominal  work  in  infants.  The  use 
of  catgut,  cotton,  silk,  nylon,  or  other  organic 
materials  is  avoided  because  these  substances 
produce  variable  degrees  of  local  irritation  and 
undesirable  tissue  reactions. 

The  dry  surgical  wound  is  less  likely  to  be- 


come infected.  Impervious  wound  dressings 
are  not  satisfactory  because  perspiration, 
urine  or  other  contaminating  substances  tend 
to  collect  or  seep  under  the  dressing  and  are 
held  in  contact  with  the  wound  where  pro- 
longed moisture  tends  to  produce  inflamma- 
tion. Adhesive  tape  causes  skin  irritation  in 
most  infants  and  was  not  employed.  The 
dressing  of  choice  consists  of  skin  closure  with 
interrupted  sutures  of  fine  steel,  the  long  ends 
of  which  are  used  to  tie  over  a rolled  piece  of 
sterile  gauze.  This  gives  a protective  cover- 
ing for  the  incision  with  free  ventilation  and 
without  the  use  of  irritating  adhesive  mate- 
rials. If  the  dressing  became  wetted  by  the 
baby ’s  urine  it  was  allowed  to  dry  undisturb- 
ed. All  of  the  patients  here  reported  had  this 
tied-on  gauze  dressing  and  none  of  the  wounds 
became  infected.  The  dressing  and  skin  su- 
tures were  removed  on  the  7th  or  8th  post- 
operative day  and  no  other  dressing  was  em- 
ployed thereafter  in  most  cases. 

Early  postoperative  feeding  by  mouth  was 
an  important  aid  in  correcting  systemic  chemi- 
cal imbalance  and  overcoming  the  starvation 
status  of  these  infants.  Close  cooperation  be- 
tween surgeon  and  pediatrician  make  for  best 
results  during  the  immediate  postoperative 
feeding  period.  The  first  feeding  was  usually 
given  2 to  6 hours  after  operation.  In  the 
absence  of  peritonitis  small  amounts  of  water, 
then  diluted  milk  can  be  started  with  grad- 
ually increasing  amounts  offered  at  2-hour  in- 
tervals. Postoperative  vomiting  was  infre- 
quent or  absent  after  surgical  correction  of  the 
obstruction.  Human  milk  is  the  most  satisfac- 
tory food  for  the  newborn  and  should  be  used 
whenever  possible.  If  the  child  is  doing  well 
by  the  2nd  or  3rd  postoperative  day,  the 
mother  is  permitted  to  hold  and  feed  her  baby. 

Incarcerated  Inguinal  Hernia 

About  90  per  cent  of  inguinal  hernias  occur 
in  males  and  60  per  cent  are  on  the  right  side.1 
It  was  the  most  frequent  cause  of  intestinal 
obstruction  in  this  series  (Table  I). 

Reduction  of  the  hernia  should  always  be 
attempted.  A mild  sedative,  head-low  posi- 
tion, the  local  application  of  cold  compresses, 
and  gentle  taxis  are  frequently  successful. 
Forceful  attempts  to  reduce  the  hernia  or  pro- 
longed conservative  treatments  are  dangerous. 
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Sex 

Age 

Duration 

of 

Symptoms 

Diagnosis 

Operation 

Post-op 

Hosp. 

Days 

Result 

Boy 

11 

days 

3 hrs. 

Incarcerated  sm. 
int.,  rt.  ing. 
Hernia. 

Reduction 
of  int.  & 
repair  of 
hernia 

7 

Recovery 

Boy 

2 

mo. 

6 hrs. 

Incarcerated  sm. 
int.,  rt.  ing. 
Hernia. 

Reduction 
of  int.  & 
repair  of 
hernia. 

7 

Recovery 

Boy 

2 

mo. 

24  hrs. 

Incarcerated  sm. 
int.,  undescended 
rt.  testis,  umbil- 
ical hernia. 

Reduction 
of  int.,  rt. 
orchidopexy 
repair  of 
ing.  and 
umbil.  hern- 
ias. 

4 

Recovery 

Girl 

43 

days 

3 days 

Incarcerated  rt. 
tube  & ovary  in 
rt.  ing.  hernia. 
Prematurity. 

Reduction 
of  tube  & 
ovary,  re- 
pair of 
hernia. 

9 

Recovery 

Boy 

2 

mo. 

12  hrs. 

Incarcerated  sm. 
int.,  rt.  ing. 
hernia. 

Reduction 
of  int.  & 
repair  of 
hernia. 

5 

Recovery 

Boy 

1 

mo. 

G hrs. 

Incarcerated  sm. 
int.,  rt.  ing. 
hernia. 

Reduction 
of  int.  & 
repair  of 
hernia. 

9 

Recovery 

Boy 

9 

wks. 

36  hrs. 

Incarcerated  sm. 
int.,  rt.  ing. 
hernia. 

Reduction 
of  int.  & 
repair  of 
hernia. 

9 

Recovery 

Girl 

o 

O 

mo. 

48  hrs. 

Incarerated  rt. 
tube  & ovary  in 
rt.  ing.  hernia, 
prematurity  (birth 
wt.  2 lb.,  4 oz.) 

Reduction 
of  tube  & 
ovary,  re- 
pair of 
hernia. 

36 

Recovery 

Boy 

5 

mo. 

12  hrs. 

Incarcerated 
cecum  & appen- 
dix, rt.  ing. 
hernia. 

Appendec- 
tomy, reduc- 
tion of  cecum, 
repair  of 
hernia. 

7 

Recovery 

Boy 

2 

mo. 

1 wk. 

Hypertrophic 
pyloric  stenosis 

Modified 

Rammstedt 

11 

Recovery 

Girl 

1 

mo. 

2 wks. 

Hypertrophic 
pyloric  stenosis 

Modified 

Rammstedt. 

12 

Recovery 

Boy 

5 

days 

5 days 

Mid-gut  volvulus 

Release  of 
volvulus. 

21 

Recovery 

Boy 

6 

days 

6 days 

Mid-gut  volvulus 

Release  of 
volvulus. 

17 

Recovery 

Boy 

4 

days 

4 days 

Anomaly  of  round 
ligament,  incarcer- 
ation of  intestine 

Division  of 
round  lig., 
release  of 
intestine. 

16 

Recovery 

Boy 

4 

days 

4 days 

Anomaly  of  round 
ligament,  incarcer- 
ation of  intestine 

Division  of 
round  lig., 
release  of 
intestine 

10 

Recovery 

Girl 

11 

days 

11  days 

Atresia,  esophagus 
& duodenum;  trach- 
eo-esophageal 
fistula. 

Gastro-enter- 
ostomy,  inser- 
tion jejunal 
feeding  tube 

2 

Died 

Girl 

2 

hrs. 

2 hrs. 

Omphalocele;  pre- 
maturity (birth 

Reduction  of 
viscera  and 

75 

Recovery 

wt.  4 lbs.  3 oz.)  closure  of 

abdomen. 
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If  a fair  trial  of  conservative  measures  fails, 
operation  should  be  done  without  further  de- 
lay to  prevent  possible  strangulation  of  the  in- 
testine and  subsequent  peritonitis.  Mortality 
is  high  following  resection  of  gangrenous  in- 
testine in  infants.  No  cases  of  gangrene  were 
encountered  nor  was  resection  required  in  the 
series  reported  here.  In  two  baby  girls  the 
sac  was  found  to  contain  incarcerated  Fallop- 
ian tube  and  ovary  showing  edematous  swell- 
ing and  irritation.  The  symptoms  of  obstrue- 
tion  in  these  instances  were  vomiting  and  dis- 
tention from  adynamic  ileus  rather  than  me- 
chanical obstruction. 

After  repair  of  the  hernia  the  baby  is  per- 
mitted full  freedom  of  movement.  The  use  of 
restraints  is  not  recommended  as  they  may 
cause  the  child  to  struggle  and  thereby  increase 
the  strain  on  the  wound. 

Hypertrophic  Pyloric  Stenosis 

About  30  per  cent  of  obstructions  due  to 
hypertrophic  pyloric  stenosis  fail  to  respond  to 
medical  treatment.5  A fine  sense  of  judgment 
may  be  required  in  determining  when  to  aban- 
don conservative  measures  in  favor  of  sur- 
gical operation.  Progressive  starvation  on  an 
unsuccessful  medical  regimen  increases  the 
operative  risk.  Dehydration  can  be  more 
easily  controlled  than  hypoproteinemia,  alkyl- 
losis,  and  the  starvation  factor.  Nutritional 
edema  is  uncommon  even  in  seriously  debilita- 
ted babies.®  Two  infants  with  pyloric  obstruc- 
tion in  this  series  were  treated  by  a modified 
Rammstedt  operation.  Feedings  were  started 
in  2 to  4 hours  after  operation  and  both  recov- 
ered ( Table  I ) . 

Volvulus 

Midgut  volvulus  presents  a confusing  pic- 
ture of  intestinal  obstruction  which  may 
tempt  the  peditrician  to  spend  valuable  days 
of  scientific  study  and  observation  in  an  effort 
to  determine  the  exact  cause  and  location  of 
the  lesion.  Such  delay  is  dangerous.  The  baby 
rapidly  worsens  with  inability  to  retain  food 
and  the  frequent  vomiting  of  bile,  succus  en- 
tericus,  and  gastric  juices.  It  is  safer  to  rely 
on  clinical  signs  and  symptoms  to  make  a diag- 
nosis of  obstruction  and  to  proceed  with  the 
operation  not  later  than  the  3rd  or  4th  day 
than  to  attempt  unwise  and  exhausting  x-ray 
studies. 


The  etiology  of  midgut  volvulus  is  said  to  be 
a congenital  anomaly  characterized  by  incom- 
plete rotation  of  the  intestine  with  attachment 
of  the  mesentery  to  a small  area  at  the  origin 
of  the  mesenteric  artery.2  This  permits  ab- 
normal twisting  of  the  small  intestine  in  a 
clock-wise  direction.  Exact  preoperative  diag- 
nosis can  seldom  be  made  with  certainty  by 
whatever  methods  are  used.  The  important 
thing  is  to  recognize  the  presence  of  obstruc- 
tion and  relieve  it  promptly  by  operation. 

Treatment  consists  of  exteriorizing  the  dis- 
tended small  intestine  through  an  abdominal 
incision  and  untwisting  the  volvulus.  Reduc- 
tion of  the  volvulus  within  the  abdomen  is 
usually  not  satisfactory.  It  is  safer  to  exter- 
iorize the  affected  viscera  and  make  certain 
that  the  twisting  has  been  relieved.  Two  cases 
of  midgut  volvulus  in  this  series  (Table  I) 
were  relieved  by  operation  and  recovered. 

Obstruction  Resulting  From  Anomaly  of 
the  Round  Ligament  of  the  Liver 

A search  of  recent  literature  failed  to  dis- 
close any  reported  cases  of  intestinal  obstruc- 
tion resulting  from  anomaly  of  the  round  liga- 
ment of  the  liver.  Two  such  cases  were  en- 
countered in  this  series  (Table  I).  Ladd,  who 
has  had  wide  experience  in  the  surgery  of  in- 
fants, states  that  he  has  not  seen  a case  of  in- 
testinal obstruction  from  this  cause.7 

In  the  first  instance  of  round  ligament  ano- 
maly the  obliterating  umbilical  vessels  were 
found  separated  from  their  normal  attachment 
to  the  anterior  abdominal  wall.  The  round 
ligament  had  been  displaced  posteriorly  but 
remained  attached  at  its  lower  end  to  the  um- 
bilicus and  at  the  upper  end  to  the  liver.  Sev- 
eral loops  of  small  intestine  and  a segment  of 
colon  had  slipped  between  the  anterior  abdomi- 
nal wall  and  the  detached  round  ligament  and 
were  incarcerated  and  constricted  by  the  liga- 
ment but  were  not  gangrenous. 

In  the  second  case  the  round  ligament  was 
displaced  posteriorly  from  the  anterior  abdom- 
inal wall  but  had  carried  with  it  a fold  of 
peritoneum  forming  a pocket  into  which  small 
intestine  had  become  incarcerated  and  was 
constricted  from  behind  by  the  round  liga- 
ment, This  formed  a non-reducible  type  of 
internal  hernia. 

In  both  cases  the  constricted  intestine  was 
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liberated  by  dividing  the  round  ligament  be- 
tween clamps  and  litigating  the  cut  ends. 
Several  months  after  operation  one  of  these 
infants  had  a recurrence  of  intestinal  obstruc- 
tion which  was  found  at  re-operation  to  be  due 
to  adhesions  attached  to  the  cut  hepatic  end 
of  the  round  ligament.  It  is  felt  that  excision 
of  the  round  ligament  at  the  first  operation 
might  have  prevented  the  second  obstruction. 
Both  babies  recovered. 

The  cause  and  location  of  the  obstructing 
lesion  was  not  known  in  these  cases  before 
operation.  It  is  doubtful  if  the  most  skillful 
radiologic  examinations  would  have  been  of 
much  heli>  but  could  have  been  harmful  to 
these  babies.  In  similar  cases  a careful  clini- 
cal diagnosis  of  obstruction  which  is  unre- 
lieved by  one  day  of  conservative  treatment  is 
sufficient  to  warrant  operation. 

Congenital  Atresia  of  the  Alimentary 
Tract 

Inability  to  swallow  is  indicated  by  choking, 
coughing,  attacks  of  cyanosis,  with  the  expul- 
sion of  the  first  feeding  from  the  nose  and 
mouth.  When  esophageal  atresia  is  suspected, 
barium  mixture  for  x-ray  study  should  not  be 
given  as  it  may  spill  back  into  the  tracheo- 
bronchial tree  and  cause  suffocation.  A few 
cubic  centimeters  of  iodized  oil  introduced 
through  a small  soft  tube  is  less  dangerous  and 
will  show  the  level  of  esophageal  obstruction. 

Vomiting  is  an  early  and  unremitting  symp- 
tom of  small  intestinal  atresia.  Symptoms  ap- 
pear after  the  first  feeding  and  the  gastric  and 
abdominal  distention  is  progressive.1  The 
duodenum  is  a common  site  of  atresia  and  is 
to  be  differentiated  from  hypertrophic  pyloric 
stenosis  which  occurs  after  the  age  of  threee 
weeks.  The  absence  of  bile  in  the  vomitus  in- 
dicates that  the  lesion  is  above  the  level  of  the 
ampulla  of  Vater.  The  diagnosis  of  atresia 
can  be  confirmed  by  Farber’s  Test8  which  con- 
sists of  examining  the  meconium  microscopic- 
ally for  squamous  cells.  If  no  squamous  cells 
are  found  it  indicated  that  vernix  cells  swal- 
lowed in  utero  were  prevented  by  complete 
obstruction  from  reaching  the  colon. 

Palliative  operations  such  as  jejunostomy 
for  the  relief  of  duodenal  atresia  are  to  be 
avoided.4  Every  attempt  should  be  made  to 
restore  the  continuity  of  the  intestinal  tract  at 


the  first  operation  during  the  first  three  or  four 
days  after  birth.  Delay  in  doing  the  opera- 
tion after  the  diagnosis  is  made  increases  the 
morbidity  and  mortality.3  Early  exterioriza- 
tion and  opening  of  the  blind  upper  esophageal 
segment  is  essential  in  preventing  aspiration 
pneumonitis  and  pulmonary  atelectasis. 

One  case  of  atresia  was  encountered  in  this 
series  (Table  I).  Atresia  of  the  thoracic 
esophagus  associated  with  tracheo-esophageal 
fistula  and  atresia  of  the  duodenum  did  not 
come  to  operation  until  the  11th  day  at  which 
time  the  advanced  state  of  starvation  and  pul- 
monary complications  presented  a formidable 
problem.  Following  gastrojejunostomy  and 
the  insertion  of  a jejunostomy  feeding  tube 
the  infant  was  successfully  fed  and  passed  its 
first  milk-curd  stools,  but  then  soon  succumbed 
to  pulmonary  complications.  This  case  repre- 
sents the  only  death  in  this  series  and  points 
up  the  importance  of  early  diagnosis  and 
operation. 

Omphalocele 

Omphalocele  is  a congenital  umbilical  even- 
tration which  is  said  to  occur  about  once  in 
10,000  births  (Babcock).  Faulty  embryolo- 
gic  development  from  the  6th  week  of  fetal 
life  results  in  failure  of  the  abdominal  cavity 
to  develop,  causing  abdominal  viscera  to  pro- 
trude into  the  base  of  the  umbilical  cord. 

To  prevent  fatal  complications  from  this 
condition,  replacement  of  the  viscera  and 
closure  oL‘  the  abdominal  wall  should  be  done 
as  soon  after  birth  as  possible.®  Without  op- 
eration the  mortality  is  100  per  cent  from  in- 
testinal obstruction  or  rupture  of  the  thin- 
walled  sac  and  peritonitis.  The  abdominal 
skin  stops  at  the  base  of  the  sac  and  does  not 
cover  the  exteriorized  viscera  which  are  pro- 
tected only  by  peritoneum  and  Wharton's 
jelly  of  the  umbilical  cord.  In  Boston®  twenty 
cases  were  treated  surgically  with  a mortality 
of  50  per  cent.  When  the  sac  was  greater  than 
8 cm.  in  diameter,  the  mortality  was  85  per 
cent. 

One  case  of  omphalocele  occurred  in  this 
series  (Table  I).  The  sac  which  was  approxi- 
mately the  size  of  the  baby’s  head  contained 
the  liver,  stomach,  small  and  large  intestine, 
spleen,  and  pancreas.  Operation  was  per- 
formed two  hours  after  birth.  The  viscera 
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were  replaced  and  the  abdominal  wall  closed 
with  difficulty  under  tension.  The  problem 
was  complicated  by  prematurity,  but  the 
baby  had  an  essentially  uneventful  postopera- 
tive course  and  made  a good  recovery. 

Conclusion 

Successful  treatment  of  intestinal  obstruc- 
tion in  the  newborn  requires  early  diagnosis 
and  early  operation.  The  surgeon  must  not 
procrastinate  once  the  diagnosis  is  made.  Pro- 
longed conservative  treatments  which  do  not 
relieve  the  cause  of  the  obstruction,  increase 
morbidity  and  mortality.  Extensive  scientific 
study,  especially  barium  x-ray  examinations, 
may  be  harmful  and  are  best  avoided.  Early 
feeding  of  the  baby  by  mouth  after  operation 
and  good  nursing  care  are  essential  to  early 
recovery.  Caution  is  indicated  in  the  pro- 
longed use  of  gastro-intestinal  suction  tubes 
and  over-enthusiastic  perenteral  injection 
therapy. 

600  Delaware  Ace  tine. 

Discussion 

Dr.  0.  A.  James  (Milford)  : It  has  been  a 
real  treat  to  hear  the  second  paper  of  Dr. 
Preston’s.  Because  of  the  infrequency  and 
rarity  of  the  lesions  we  have  all  had  a tendency 
to  consider  a complete  obstruction  as  a thing 
not  to  be  considered  in  our  differential  diag- 
nosis and  for  that  reason  we  delay  and  often- 
times deprive  these  babies  of  a chance  to  sur- 
vive. 

The  doctor  has  very  clearly  proven  that,  by 
making  an  accurate  and  early  diagnosis  and 
by  having  good  teamwork,  many  of  these 
babies  can  be  saved  and  can  expect  a normal 
life.  The  mortality  rate  that  he  has  in  his 
series  is  excellent,  better  than  any  that  I have 
seen  reported  elsewhere. 

I will  not  attempt  to  add  anything  to  this 
paper,  but  I would  like  to  say  that  I found  a 
very  good  article  published  recently  by  Profes- 
sor Edwin  M.  Miller  at  the  American  School 
of  Medicine,  University  of  Illinois,  on  obstruc- 
tions in  new  born,  and  in  this  paper  he 
stated  that  clinical  signs  of  partial  or  com- 
plete obstruction  indicate  a strong  probability 
of  congenital  defects.  The  diagnosis  should 
be  made  early.  In  Dr.  Preston’s  series  he  had 
only  one  congenital  defect.  Most  of  them  we 


consider  congenital  defects  have  atresia  or 
stenosis. 

Dr.  Miller’s  paper  stated  that  in  regard  to 
congenital  defects  they  were  most  apt  to  oc- 
cur in  those  cases  where  the  embryological  de- 
velopment was  complex  and  those  places  most 
often  were  the  esophagus  at  the  level  of  the 
partification  of  the  trachea,  the  duodenum, 
the  lower  ileum,  and  also  in  the  large  bowel 
near  the  anus. 

In  the  one  that  Dr.  Preston  told  you  about 
with  the  esophagus  atresia  he  states  there  may 
be  three  possibilities.  First,  you  may  have  a 
complete  absence  of  the  esophagus.  Second, 
you  may  have  that  plus  a connection  between 
the  trachea  and  the  upper  portion.  And 
third,  you  may  have  an  absence  with  a connec- 
tion communication  between  the  lower  portion 
and  the  trachea.  In  many  of  these  the  prog- 
nosis is  very  poor,  but  with  the  improvement 
and  the  nice  chest  surgery  we  have  had  in  the 
last  few  years,  several  cases  have  been  oper- 
ated on  with  success. 

Of  the  obstructions  in  the  intestines  the  one 
with  the  most  gloomy  prognosis  is  that  of  the 
ileum.  The  diagnosis  is  made  too  late  and  the 
patient  does  not  have  a chance. 

Those  of  the  rectum,  and  the  large  bowel, 
are  the  most  frequent  and  there  again  you 
may  have  two  or  three  types.  It  may  be  just  a 
simple  veil,  it  may  be  a short  segment,  or  it 
may  be  the  obliterated  end  of  the  large  bowel. 

I was  very  much  interested  in  Dr.  Preston’s 
remarks  in  regard  to  technique.  Groselin  in 
his  book  has  stressed  the  importance  of  accu- 
rate technique  in  taking  care  of  the  baby,  and 
in  one  edition  I have  seen  they  strongly  advo- 
cate general  anesthesia  with  drip  ether.  Dr. 
Preston  has  had  results  with  local  anesthesia. 

In  regard  to  the  closure,  the  type  of  suture 
that  you  use,  the  thing  is  mainly  what  the 
surgeon  is  accustomed  to  getting  the  best  re- 
sults with,  and  most  surgeons  advocate  a lion- 
organic  suture,  and  preferably  a steel  suture. 

In  the  series  of  cases  of  congenital  anomalies 
reported  in  the  book  of  Groselin  which  con- 
sisted of  atresias  they  had  seven  recoveries, 
seven  successful  operations  within  a series  of 
52  cases,  and  in  both  atresia  and  stenosis  in  a 
series  of  74  they  had  17  recoveries. 

The  one  thing  that  may  account  for  the 
small  number  of  congenital  anomalies  in  Dr. 
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Preston’s  cases  may  be  the  age  of  the  baby, 
but  any  persistent  vomiting  in  a new  born 
baby  should  make  us  all  suspicious  of  a partial 
or  a complete  obstruction.  Because  of  that 
we  should  immediately  start  to  work  to  make 
an  accurate  diagnosis  and  with  the  help  and 
teamwork  of  the  pediatrician  and  the  surgeon 
many,  many  babies  will  have  a chance.  If  we 
all  keep  in  mind  the  importance  of  this,  as  Dr. 
Preston  has  stressed,  I am  sure  it  will  be  great 
satisfaction  to  us  that  we  played  a part  on  the 
team  in  saving  many  lives. 

Dr.  R.  0.  Warren  (Wilmington)  : I am 
pinch-hitting  for  Dr.  O’Donnell  who  is  not 
able  to  be  here  this  morning.  1 am  going  to 
make  my  remarks  very  brief.  1 want  to  em- 
phasize certain  things. 

Dr.  Preston  has  very  adequately  covered 
the  surgical  part  of  it.  1 would  like  to  empha- 
size this:  In  the  new  born  vomiting  is  always 
a prominent  symptom  in  this  particular  course 
of  events.  The  vomiting  starts  early.  It 
usually  starts  with  the  first  feeding  and  it  be- 
comes increasingly  severe.  It  becomes  so  severe 
that  finally  even  a dram  of  water  by  mouth 
will  not  be  retained.  Whether  or  not  it  is  pro- 
jectile depends  upon  the  location  of  the  lesion. 
Even  more  important  than  the  vomiting,  I 
think,  is  the  degree  of  distension  that  you  see 
and  that  in  turn  depends  upon  the  location  of 
the  lesion.  The  lower  the  lesion  is,  the  greater 
the  distension.  Peristaltic  waves  are  seen  also 
and  that  again  helps  to  determine  the  location 
of  the  lesion.  The  lower  the  lesion  the  greater 
the  number  of  peristaltic  waves  you  see.  And 
these  differ  from  the  waves  that  you  see  in 
congenital  stenosis  in  that  they  may  travel 
several  different  ways,  crosswise,  in  the  abdo- 
men depending  upon  the  loops  of  the  gut.  It 
is  very  peculiar  that  one  has  to  practice  for 
fifteen  years  before  one  sees  a case  of  this  kind. 
It  is  more  peculiar  that  you  have  to  learn  the 
hard  way.  The  first  case  1 saw  was  recognized 
at  post  mortem.  The  second  case  I saw  I rec- 
ognized, but  recognized  late.  I fooled  around 
and  gave  the  baby  barium  and  it  died  subse- 
quent to  the  operation.  I am  glad  to  say  that 
the  third  case  I saw  personally  survived. 

Now  there  is  one  other  condition  that  you 
sometimes  see  in  the  new  born  that  is  very 
rare.  I don’t  believe  I have  ever  seen  a com- 
pletely full-fledged  example  of  this,  but  you 


may  have  vomiting  in  the  new  born  with  dis- 
tension, even  death,  because  of  macroconidium 
ileus. 

This  brings  us  to  another  subject  that  l am 
only  going  to  touch  upon  briefly  and  that  is 
that  there  are  a certain  number  of  children 
that  have  a condition  known  as  congenital 
chronic  cystic  fibrosis  of  the  pancreas,  with 
maldevelopment  of  the  intestinal  tract  as  well, 
and  a tendency  in  the  parenteral  action  to  de- 
velop respiratory  symptoms  going  on  to 
chronic  bronchitis,  even  bronchiectasis.  Very 
early  these  babies  may  have  large  collections 
of  macroconidium  and  cause  an  obstruction. 

This  subject  of  chronic  cystic  fibrosis  of  Hie 
pancreas  is  also  interesting  because  in  a series 
of  live  cases  reported  by  Gibbs  and  Pouches 
from  Chicago  and  Dr.  Sams—  I think  maybe 
that  was  the  same  series  that  you  were  talking 
about — two  of  these  cases  of  stenosis  that  were 
operated  on  and  end  to  end  anastomosis  show- 
ed very  poor  ability  to  handle  food  and  one  of 
them  lived  110  days  and  died,  and  the  other 
one  had  a very,  very  stormy  course  in  which 
digestion  was  only  able  to  be  established  by 
large  doses  of  pancreate,  which  is  a drug  we 
also  have  to  use  in  the  chronic  cystic  fibrosis 
of  the  pancreas. 

So  to  sum  up  then,  it  depends  upon  early 
recognition  and  I mean  early,  because  Dr. 
Raphael  back  there  will  tell  you  about  a baby 
at  the  Memorial  Hospital  that  was  distended 
14  hours  after  birth,  operated  on  22  hours  af- 
ter birth  and  died  3(j  hours  after  birth  be- 
cause of  this  condition  in  which  there  was  the 
fibrosis  and  rupture  of  the  ileum,  and  finally 
abscess  behind  the  liver.  So  the  condition  can 
occur  very  early.  It  needs  to  be  met  with  very 
promptly  by  the  pediatrician  observing  the 
case  or  the  general  practitioner  taking  care  of 
small  babies.  The  time  of  operation  is  within 
the  first  few  days,  not  later  than  the  fourth. 
You  have  lost  your  golden  chance  after  the 
fourth  day. 

Dr.  Preston  was  very  good  in  compliment- 
ing us  upon  our  care  of  post-operative  cases, 
but  after  the  surgery  is  done  and  the  baby  is 
in  good  condition  that  follows  more  or  less 
along  by  itself  and  it  is  not  too  difficult  a job 
for  pediatricians  who  know  anything  about  it. 

Dr.  John  F.  Hynes  (Wilmington)  : May  1 
ask  Dr.  Preston  a question  as  to  what  the  rela- 
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five  incidence  of  the  condition  was  in  his  ex- 
perience or  the  experience  at  the  hosptial?  In 
other  words,  if  these  17  eases  represent  all 
cases  during  that  year  on  the  series,  and  what 
the  relative  incidence  of  the  obstruction  in  the 
new  born  was  as  compared  to  all  the  children 
seen. 

Dr.  Preston:  Dr.  Hynes,  these  17  cases  of 
obstruction  represent  only  the  patients  on 
which  I operated  myself.  There  were  others 
that  occurred  during  the  course  of  the  year  at 
the  various  hospitals  in  town  where  I work,  but 
the  incidence  I don’t  know.  I couldn’t  give 
the  exact  figures  on  that.  Certainly  during 
tlie  course  of  a year  every  general  surgeon  in 
town  sees  a relatively  large  number  of  children 
who  require  correction  of  congenital  defects, 
there  are  cases  of  cleft-palate  and  harelips  and 
any  number  of  things  for  which  operations  are 
performed. 

I should  say,  though,  that  these  obstruction 
cases  in  my  own  experience  would  probably 
represent,  well,  say,  half  of  the  children  in  the 
first  year  of  life  who  require  major  operative 
work.  Does  that  answer  the  question  ? 

Dr.  Hynes:  Thank  you. 
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MANAGEMENT  OF  INFECTIONS 
SECONDARY  TO  TUBERCULOSIS 

Joseph  D.  Wassersug,  M.  D.,# 

Quincy,  Mass. 

Lung  suppuration  following  tuberculosis  is 
often  regarded  as  a part  of  the  original  picture 
of  the  disease  rather  than  as  one  of  its  compli- 
cations. Although  it  is  easy  to  understand 
how  this  attitude  became  established,  it  is  per- 
haps best,  in  this  day  of  antibiotic  therapy  and 
chest  surgery,  to  attempt  to  differentiate  the 
secondary  infections  (which  may  harbor  few 
or  no  tubercle  bacilli)  from  the  original  acid- 
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fast  foci.  In  this  way  therapy  may  become 
more  specifically  directed  to  both  the  tubercle 
bacilli  and  the  secondary  invaders,  and  the 
period  of  morbidity  from  such  chronic  lung  in- 
fections may  be  reduced. 

Generally  speaking,  infections  secondary  to 
tuberculosis  can  be  divided  into  four  categor- 
ies, depending  on  the  anatomical  site  of  the 
lesion  under  discussion.  These  four  types  are  : 
(1)  endobronchial  infections,  involving  the 
larger  bronchi,  (2)  bronchiectasis,  (3)  lung 
abscess,  and  (4)  empyema.  It  should  be  clear- 
ly understood  that  this  classification  is  simply 
one  of  convenience  since,  in  clinical  practice, 
the  patient  may  have  more  than  one  type  and 
the  various  types  may  lack  any  sharp  defini- 
tion between  them.  For  example,  it  may  be 
extremely  difficult  to  differentiate  multiple 
small  lung  abscesses  following  tuberculosis 
from  sacculated  bronchiectasis.  Similarly,  it 
may  be  hard  to  decide  just  when  endobronchial 
tuberculosis  (of  the  terminal  bronchioles  and 
beyond  the  range  of  the  bronchoscope)  is  not 
endobronchial  tuberculosis  but  really  bron- 
chiectasis. Nevertheless,  if  this  mixture  of 
different  types  and  the  shading  of  one  patho- 
logical lesion  into  another  are  appreciated  at 
the  outset,  the  discussion  can  be  simplified  by 
considering  each  type  as  if  it  were  a separate 
entity. 

Endobronchial  Tuberculosis 

General  Considerations.  Tuberculous  in- 
volvement of  the  bronchi  may  take  place  at  al- 
most any  stage  of  the  disease,  and  its  incidence 
is  roughly  proportional  to  the  diligence  with 
which  it  is  sought.  If  the  lungs  of  “active” 
cases  are  carefully  sectioned  at  the  autopsy 
table,  pathological  lesions  are  almost  invaria- 
bly found  in  the  terminal  bronchioles  and  in 
the  mucous  membrane  of  the  draining  bronchi. 
At  autopsy,  the  larger  bronchi  and  trachea  are 
involved  in  about  one-third  of  the  cases  exam- 
ined.1 Early  in  the  development  of  the  disease 
these  changes  may  be  non-specific  in  nature 
and  may  be  characterized  simply  by  edema 
and  inflammation.  At  this  stage,  the  lesions 
in  the  lung  parenchyma  may  subside  and  no 
residuals  may  later  be  detected  in  the  draining 
bronchi.  If  the  disease  continues  to  progress, 
however,  ulceration  of  the  bronchus  may  take 
place  and  granulations  may  appear.  At  a 
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later  stage,  progression  to  various  degrees  of 
stenosis  may  be  observed  and  with  it  may  come 
a whole  host  of  complications,  such  as  atelec- 
tasis, necrosis  and  abscess  formation. 

It  can  be  said,  then,  that  endobronchial 
tuberculosis  of  some  degree  can  be  found  post- 
mortem in  practically  all  patients  dying  of 
pulmonary  tuberculosis.  Its  incidence  in  clin- 
ical practice,  as  determined  by  physical  find- 
ings, x-ray  examinations  and  bronchoscopic 
observation,  is  somewhat  less. 

Considerable  light  has  been  shed  on  the 
pathogenesis  of  endobronchial  tuberculosis  by 
a study  of  tuberculous  lungs  obtained  by  resec- 
tion, rather  than  by  autopsy.2  These  resection 
studies  have  enabled  the  pathologist  to  detect 
bronchial  lesions  in  all  stages  of  development, 
in  contrast  to  autopsy  studies  where  only  far- 
advanced,  terminal  processes  are  available  for 
examination.  In  these  resected  lungs,  tuber- 
culosis of  the  major,  lobar  or  segmental  bron- 
chi was  found  in  approximately  50  per  cent  of 
the  specimens  examined.  The  earliest  bron- 
chial lesions  seen  were  submucosal  tubercles 
and  round  cell  infiltrations,  indicating  spread 
by  way  of  the  lymphatics  rather  than  direct 
surface  implantation.  Ulceration  occurred 
when  the  submucosal  tubercles  enlarged,  broke 
down  and  extended  through  the  mucosa. 

Bronchial  tuberculosis,  itself,  may  be  an  ad- 
ditional source  of  trouble  by  causing  further 
extension  of  the  pulmonary  disease  and  by 
perpetuating  a vicious  cycle.  Tension  cavities 
in  the  lung  may  develop  if  air  is  allowed  to 
enter  on  inspiration  but  is  prevented  from 
leaving  the  cavity  on  expiration  by  a ball- 
valve  type  of  mechanism  within  the  affected 
bronchus.  Suppuration,  abscess  formation 
and  bronchiectasis  ai’e  frequent  sequelae  if  the 
bronchial  stenosis  is  complete,  and  these  com- 
plications may  be  far  more  difficult  to  treat 
than  the  original  lung  disease. 

Diagnosis.  Aside  from  direct  bronchoscopic 
inspection,  the  diagnosis  of  endobronchial  tu- 
berculosis can  often  be  made  from  the  patient  's 
symptoms  and  his  physical  and  radiological 
findings.  Wilson2  tabulates  the  conditions 
which  should  make  one  suspect  endobronchial 
tuberculosis  somewhat  as  follows  : 

(1)  Clinical 

a.  Unilateral  wheeze. 

b.  Positive  sputum  or  severe  respira- 


tory symptoms  without  evident 
source  or  with  apparently  controlled 
parenchymal  disease. 

c.  Wide  variations  in  the  amounts  of 
sputum  (indicating  intermittent  re- 
tention). 

d.  Prolonged  fever  following  thoraco- 
plasty. 

(2)  Roentgenological 

a.  Any  of  the  recognized  signs  of  atel- 
ectasis or  obstructive  emphysema. 

b.  Basal  tuberculosis. 

c.  Certain  types  of  cavities. 

According  to  McConkey  and  Gordon,3  tuber- 
culosis stenosis  of  the  major  bronchi  can  be 
diagnosed  clinically  with  an  accuracy  ap- 
proaching 100  per  cent.  The  cardinal  symp- 
tom is  wheezing.  The  diagnostic  sign  is  the 
presence  of  rhonehi,  occasionally  audible,  more 
frequently  palpable,  usually  in  expiration,  and 
loudest  over  the  stenotic  bronchi.  In  their 
series  of  95  tuberculous  patients  there  were 
61  who,  during  the  course  of  their  disease,  de- 
veloped persistent  sonorous  rhonehi  unrelieved 
by  cough.  In  58  patients  (95  per  cent)  the 
diagnosis  of  bronchial  stenosis  was  confirmed 
bronchoscopically.  In  addition  to  wheezing 
and  rhonehi,  an  opaque  or  unexpandable  lung 
in  the  course  of  pneumothorax  is  strongly  sug- 
gestive of  an  underlying  bronchial  stenosis. 
Pain  or  soreness  in  the  sternal  region,  failure 
of  a cavity  to  close  with  thoracoplasty,  and 
clinical  evidence  of  tuberculous  bronchiectasis 
are  among  some  of  the  other  suspicious  find- 
ings that  warrant  bronchoscopic  appraisal. 
Draining  bronchi  from  tuberculous  cavities 
can  often  be  detected  on  the  routine  chest  ro- 
entgenogram if  careful  attention  is  paid  to 
details. 

Treatment.  An  exhaustive  discussion  of  the 
treatment  of  pulmonary  tuberculosis  compli- 
cated by  tracheobronchial  tuberculosis  is  be- 
yond either  the  intention  or  the  scope  of  this 
article.  Suffice  it  to  say  that  opinion  is  defi- 
nitely shifting  toward  the  viewpoint  that  col- 
lapse of  the  affected  lung  by  pneumothorax  is 
contraindicated  since  it  may  convert  a partial 
bronchial  stenosis  to  a complete  occlusion. 
Only  in  cases  of  the  slighest  degree  of  bron- 
chial involvement  can  pneumothorax  be  under- 
taken without  adding  appreciably  to  the 
patient’s  disability.  If  occlusion  results  from 
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pneumothorax,  then  the  patient  may  he  left 
with  an  unexpanded  (and,  even  worse,  unex- 
pandable)  atelectatic  lobe.  Besides,  if  there 
is  a partial  stenosis  with  a tension  cavity  distal 
to  it,  pneumothorax  may  actually  aggravate 
the  picture  by  causing  further  expansion  of 
the  cavity  and  possibly  its  rupture  and  empy- 
ema. Thoracoplasty  is  regarded  as  preferable 
to  pneumothorax.  If  stenosis  is  complete,  or 
almost  complete,  pneumonectomy  or  partial 
resection  of  the  lung  may  be  the  treatment  of 
choice. 

Admittedly,  then,  there  is  still  some  diver- 
gence of  opinion  as  to  what  constitutes  ideal 
management  of  the  parenchymal  disease  when 
it  is  complicated  by  endobronchial  tuberculo- 
sis. It  is  likewise  true  that  medical  opinion  is 
still  far  from  unanimous  as  to  how  the  bron- 
chial lesion  itself  can  be  treated.  Some  men 
continue  to  use  30  per  cent  silver  nitrate  for 
cauterizing  the  visible  bronchial  ulcerations2’4 
while  others  regard  such  local  treatment  as 
either  worthless  or  unnecessary.5  It  would 
seem  logical  that  the  treatment  of  ulcerations 
of  the  respiratory  tract  by  inhalation  of  che- 
motherapeutic and  antibiotic  aerosols  would 
offer  much  promise. 

Treatment.  One  of  the  first  of  the  modern 
drugs  to  be  given  trial  in  the  treatment  of  en- 
dobronchial tuberculosis  was  promin  (the  so- 
dium salt  of  p,p’ — diaminodiphenvlsulfone — 
n,n’ — didextrose  sulfonate).  Although  this 
compound  was  quite  effective  in  the  therapy  of 
experimental  tuberculosis  of  guinea  pigs,  it 
was  relatively  more  toxic  for  humans  and  its 
use  has  been  largely  supplanted  by  streptomy- 
cin. Attention  was  first  called  to  its  possible 
value  in  tracheobronchial  tuberculosis  by  the 
report  of  Zucker,  Pinner  and  Hyman6  who  ad- 
ministered the  drug  by  massive  intravenous 
drip.  It  was  noted  about  the  same  time  that 
nebulized  promin  gave  higher  blood  levels  ot' 
the  drug  with  less  evidence  of  toxicity.7  Sub- 
sequently, Edlin  and  his  co-workers8  reported 
their  results  with  promin  inhalation  in  various 
forms  of  tuberculosis  including  three  cases  of 
tracheobronchial  involvement.  All  three  cases 
did  remarkably  well  on  this  form  of  treatment. 
The  doses  employed  in  their  series  of  tests 
varied  from  1.6  to  3.0  grams  of  promin  per  day 
divided  into  four  or  five  daily  treatments. 

The  demonstrated  toxicity  of  promin,  how- 


ever, was  soon  found  to  limit  sharply  its  gen- 
eral usefulness  in  the  treatment  of  tuberculo- 
sis. At  the  same  time  the  discovery  of  strepto- 
mycin, with  its  greater  margin  of  safety, 
seemed  to  provide  investigators  with  the  anti- 
tuberculosis agent  for  which  they  had  so  long 
been  seeking.  In  June,  1946,  after  preliminary 
tests  had  indicated  that  streptomycin  wTas  ef- 
fective experimentally  and  rather  non-toxic, 
the  Veterans  Administration,  the  Army  and 
the  Navy  began  a joint  investigation  into  the 
effects  of  this  antibiotic  on  human  tuberculo- 
sis.0 In  their  large  and  unparalleled  series  of 
cases,  there  were  81  patients  who  l’eceived 
treatment  for  tuberculous  tracheobronchitis 
and  laryngitis.  It  is  this  group  that  concerns 
us  particularly  here. 

Diagnosis  was  made  either  on  the  basis  of 
biopsy  or  on  the  finding  of  a positive  sputum 
in  the  presence  of  inflammatory  or  ulcerative 
lesions  visualized  by  direct  bronchoscopy  or 
laryngoscopy.  Thirteen  patients,  collected  in 
one  unit  from  many  hospitals,  completed 
therapy  prior  to  January,  1947,  and  had  a 
period  of  at  least  four  months  of  subsequent 
observation  and  follow-up.  Frank  ulcerations 
had  been  observed  repeatedly  in  all  of  these 
patients  prior  to  treatment.  They  received  a 
combination  of  intramuscular  (2.4  gm.  daily) 
and  aerosol  (0.5  gm.  daily  ) therapy.  The  ul- 
ceration healed  within  ninety  days.  There  was 
only  one  relapse  in  this  group  in  the  period  of 
post-treatment  observation.  Subsequently,  an 
attempt  was  made  to  dissociate  the  effects  of 
aerosol  from  intramuscular  therapy  by  em- 
ploying the  different  routes  separately.  It  was 
found  that  aerosol  streptomycin,  by  itself,  was 
rather  ineffective  and  that  the  intramuscular 
route  was  not  as  effective  as  combined  ther- 
apy. Needless  to  say,  the  effect  on  fibrotic 
lesions  of  the  tracheobronchial  tree  wTas  negli- 
gible. 

It  is,  therefore,  the  concensus  of  the  joint 
committee  investigating  these  problems  in 
Army,  Navy  and  Veterans  Hospitals  that : 

‘ ‘ There  can  be  no  argument  as  to  the  effective- 
ness of  streptomycin  in  healing  ulcerative  or 
granulomateous  lesions  of  the  tracheobronchial 
tree  or  larynx.  It  should  be  administered  by 
the  intramuscular  or  the  combined  intramuscu- 
lar-aerosol route.”  The  Committee  on  Therapy 
of  the  American  Trudeau  Society  has  reached 
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similar  conclusions  on  the  basis  of  its  own  in- 
vestigations.10 Combined  parenteral  and  top- 
ical treatment  is  suggested  at  this  time,  pend- 
ing more  complete  information  as  to  the  rela- 
tive merits  of  these  two  methods  of  adminis- 
tration. Streptomycin  therapy  is  advised  for 
treatment  of  progressive  ulcerating  lesions  of 
the  tracheobronchial  tree  although  it  should 
not  be  expected  to  benefit  fibrous  strictures  of 
the  tracheobronchial  passages.  It  may  be,  as 
Waksman11  and  others12  have  suggested,  that 
the  combination  of  an  antibiotic  such  as  strep- 
tomycin with  a chemotherapeutic  sulfone  such 
as  promin  will  prove  superior  to  either  one 
used  singly  in  the  treatment  of  clinical  tuber- 
culosis. 

Bronchiectasis 

General  Considerations.  Bronchiectasis 
may  occur  as  a concomitant  of  tuberculosis,  as 
a sequel  to  it,  or,  indeed,  it  may  be  confused 
with  it.  The  clinical  similarity  between  tuber- 
culosis and  bronchiectasis  is  striking.  In  both 
there  may  be  gradual  wasting,  anorexia  and 
weight  loss.  Almost  any  clinician  who  has 
had  a reasonable  experience  in  chest  diagnosis 
can  cite  instances  of  patients  being  sent  to 
sanatoria  on  a presumptive  diagnosis  of  tuber- 
culosis only  to  have  the  patient  discharged 
with  a final  diagnosis  of  bronchiectasis.  It 
would  not  be  difficult,  surely,  to  collect  a 
group  of  cases  whose  first  two  or  three  diag- 
noses from  a tuberculous  sanatorium  were 
“bronchiectasis”  but  who  returned  for  a third 
or  fourth  time  with  tubercle  bacilli  in  their 
suptum  who  eventually  died  of  far-advanced 
tuberculosis. 

Because  of  the  close  similarity  between  these 
two  diseases,  tuberculosis  should  be  suspected 
in  even/  case  of  bronchiectasis,  at  least  to  the 
extent  of  examining  the  sputum  for  tubercle 
bacilli.  This  is  urgent  for  two  reasons.  First, 
the  patient  who  is  unknowingly  giving  off 
tubercle  bacilli  in  his  sputum  is  a menace  to 
public  health.  Secondly  the  presence  of 
absence  of  tubercle  bacilli  may  alter  the  plan 
of  therapy,  especially  if  resection  of  the  lung 
is  contemplated.  Even  if  the  bronchiectasis 
seems  confined  to  the  lower  lobes,  it  is  wise  to 
consider  tuberculosis  as  a possible  etiological 
factor.  Although  it  is  a convenient  rule  of 
thumb  to  consider  bronchiectasis  limited  to  an 


upper  lobe  as  tuberculous,  and  limited  to  the 
lower  lobe  as  non-tuberculous,  this  rule  is  far 
from  absolute.  Mitchell  and  Thornton,1 :1  for 
example,  have  found  five  cases  of  tuberculosis 
associated  with  bronchiectasis  involving  a 
lower  lobe,  which  represents  5 per  cent  of  the 
cases  of  bronchiectasis  seen  in  the  University 
of  Chicago  clinics  during  a ten-year  period. 
Hinshaw14  also  points  out  that  tuberculosis 
may  occur  in  any  portion  of  the  lung  and  when 
it  is  in  a lower  lobe  it  may  resemble  bronchiec- 
tasis. 

The  frequency  with  which  bronchiectasis  ap- 
pears as  a complication  or  a sequel  of  tubercu- 
losis is  still  not  fully  appreciated.  The  two 
factors  that  are  most  likely  to  cause  bronchiec- 
tasis— infection  of  the  bronchial  wall  and  ob- 
struction of  the  bronchial  lumen  with  atelelec- 
tasis  distal  to  it — are  rather  common  accom- 
paniments of  tuberculosis  at  some  time  during 
its  evolution  and  development.  Ulceration 
weakens  the  bronchial  wall  and  allows  for  di- 
latation to  take  place.  Atelectasis  sets  the 
scene  for  infection,  with  its  resulting  bronchial 
and  pulmonary  suppuration. 

In  tuberculosis,  these  two  processes  of  ul- 
ceration and  atelectasis  are  so  intimately  re- 
lated that  it  is  difficult  to  dissociate  the  two 
when  one  endeavors  to  determine  which  shares 
the  greater  responsibility.  Almost  invariably, 
bronchiectasis  can  be  found  distal  to  the  site 
of  a true  bronchostenosis.  Other  mechanisms 
that  can  cause  bronchial  occlusion,  atelectasis 
and  subsequent  bronchiectasis  are : (1)  fibrous 
scars  which  kink  or  distort  bronchi,  and  (2) 
extramural  compression  of  the  bronchi  from 
enlarged  peribronchial  lymph  nodes.  And,  as 
will  be  pointed  out  in  greater  detail,  various 
collapse  measures  that  are  intended  to  control 
tuberculosis  may  actually  increase  the  degree 
of  distortion  of  the  bronchial  tree  and  either 
cause  bronchiectasis  or  aggravate  it  if  it  al- 
ready exists.  Certainly,  there  are  many  pos- 
sible mechanisms  by  which  bronchiectasis  can 
develop  during  the  course  of  tuberculosis. 

Diagnosis.  In  some  instances  it  may  be 
possible  to  suspect  bronchiectasis  upon  exam- 
ination of  the  routine  chest  roentgenogram.1" 
but  errors  of  both  omission  and  commission  are 
possible  unless  bronchography  is  performed. 
The  technic  of  bronchography  varies  somewhat 
in  its  details  from  investigator  to  investigator 
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but,  apparently,  satisfactory  results  can  be  ob- 
tained with  any  one  of  a number  of  different 
procedures.  It  is  important,  however,  to  ac- 
quire familiarity  with  one  method  before  trust- 
worthy results  can  be  obtained.  Positioning  of 
the  patient,  anesthetization  of  the  pharynx, 
and  instillation  of  the  oil — all  these  demand  a 
certain  attention  to  detail  that  is  acquired 
only  with  experience.  The  various  technics 
by  which  good  bronchograms  can  be  obtained 
are  discussed  in  great  detail  in  the  papers  of 
Adams  and  Davenport,16  Slater17  and  Poppe18 
and  nothing  more  need  be  said  about  it  here. 

Bronchoscopy  may  be  a further  aid  to  diag- 
nosis both  in  a negative  and  a positive  way. 
If  a patient  has  an  abundant  cough  and  ex- 
pectoration, and  the  routine  x-ray  and  bron- 
ehoseopie  examinations  are  negative,  bronchi- 
ectasis should  be  suspected  and  bronchography 
done.  The  bronchoscope  almost  always  fails 
to  detect  bronchiectasis  on  direct  inspection  be- 
cause the  dilated  terminal  bronchioles  are  be- 
yond the  range  of  the  instrument.  In  cases  of 
tuberculosis,  or  subsequent  to  active  tubercu- 
losis, a bronchoscopic  examination  may  reveal 
narrowing  of  the  bronchial  lumen,  distortion 
ol:  the  bronchi,  or  frank  stenosis.  In  any  of 
these  instances,  one  can  postulate  that  there 
will  be  bronchiectasis  distal  to  the  occlusion. 
If  these  conditions  are  found,  it  may  be  of 
value  to  leave  a catheter  in  the  bronchus  after 
the  bronchoscope  is  withdrawn  so  that  select 
portions  of  the  lung  can  be  filled  with  iodized 
oil.  In  this  way  a definite  diagnosis  of  bron- 
chiectasis can  be  made  when  all  other  findings 
are  entirely  negative  or  simply  suggestive. 

Much  of  our  modern  understanding  of  the 
bronchiectatic  changes  that  can  occur  within 
the  lung  in  association  with  or  because  of  tu- 
berculosis are  due  to  the  splendid  and  exhaus- 
tive researches  of  Dormer,  Friedlander,  and 
Wiles.19  These  investigators  have  obtained 
excellent  bronchograms  on  thousands  of  pa- 
tients in  all  stages  of  tuberculosis.  They 
proved,  more  than  anyone  else,  that  the  pro- 
cedure could  be  carried  out  with  a high  degree 
of  safety  and  that  it  yielded  information  of 
great  value.  Their  findings  and  conclusion 
are  well  worth  summarizing  here. 

For  example,  there  are  troublesome  cases  in 
which  a clinician  finds  that  a patient  has  a 
positive  sputum  and  yet  the  routine  x-ray 


fails  to  reveal  the  source  of  the  organisms.  In 
these  cases,  Dormer  et  al10a  have  showed  that 
bronchography  may  provide  the  answer  and 
solve  the  mystery  for  the  clinician.  Collapse 
of  the  lung  by  pneumothorax  or  thoracoplasty 
produces  benefits  that  are  more  apparent  than 
real  when  judged  by  bronchographic  studies. 
In  not  a few  instances,  indeed,  these  proce- 
dures are  truly  harmful.  Dormer  and  his  co- 
workers196 have  adduced  considerable  evidence 
in  support  of  the  viewpoint  that  whatever 
benefit  accrues  from  pneumothorax  in  early 
cases  of  tuberculosis  is  the  result  of  its  effect 
in  eliminating  blockages  in  the  bronchial  sys- 
tem. To  say  that  pneumothorax  puts  the  lung 
to  rest  is  physiological  nonsense.  Anyone 
who  has  watched  a “collapsed”  lung  expand 
and  contract  under  the  fluoroscope  as  the 
patient  inhales  and  exhales  will  concur  with 
this  viewpoint.  If  pneumothorax  produces  a 
kinking  of  a bronchus  or  in  some  other  way 
converts  a partial  stenosis  into  a complete 
stenosis,  atelectasis  or  an  “opaque  lobe”  re- 
sults, and,  in  these  eases,  pneumothorax  is  of 
no  therapeutic  value.  “Artificial  pneumotho- 
rax cannot  get  rid  of  such  a block,”  state  the 
authors, 19e  “it  accentuates  it,  and  unless  the 
normal  relationships  are  quickly  established 
by  cutting  of  adhesions  or  abandoning  the 
pneumothorax  by  aspirating  the  air  the  end- 
result  is  lobar  bronchiectasis  or  lobar  cavita- 
tion. This  lobar  collapse  or  black  lobe  is  one 
of  the  worst  things  that  can  happen  in  a case 
of  artificial  pneumothorax.” 

Thoracoplasty  fails  just  as  badly  when  it  is 
evaluated  on  the  basis  of  bronchograms.  After 
study  of  thousands  of  bronchograms  in  pul- 
monary tuberculosis,  Dormer  and  his  col- 
leagues191 states:  “We  have  learned  that  no 
case  is  a simple  proposition  of  cavities  to  be 
closed,  but  primarily  a bronchiectasis  with 
cavitation;  that  this  curse  of  bronchial  block 
dogs  all  cases  of  pulmonary  tuberculosis  and 
leaves  a trail  of  devastation.  We  realized  that 
tuberculous  bronchiectasis  and  cavitation  are 
pathologically  similar  to  ordinary  bronchiec- 
tasis and  lung  abscess.  Yet,  although  thoraco- 
plasty has  been  abandoned  as  a treatment  for 
the  latter  forms  of  lung  damage,  it  issued 
almost  indiscriminately  in  tuberculosis.” 
After  thoracoplasty,  the  cavities  may  remain 
closed  but  the  bronchiectasis  persists  in  every 


November,  1948 


Delaware  State  Medical  Journal 


245 


case.  Thoracoplasty,  according  to  the  evi- 
dence presented  by  these  researchers,  is  a hit- 
or-miss  affair  and  the  end  result  is  not  due  to 
the  skill  of  the  operator  or  the  prognostic  abil- 
ity of  the  physician  but  to  the  element  of 
chance  or  some  factors  beyond  our  knowledge 
or  control.  In  not  a few  cases  in  thoracoplasty 
aggravates  the  bronchiectasis  and  the  ultimate 
result  is  not  relief  but  further  lung  damage. 

Treatment.  It  was  quite  natural  for  Dor- 
mer and  his  colleagues  to  attempt  to  find  a 
direct  intrabronchia  1 approach  by  suspending 
various  sulfonamides  in  the  iodized  oil  that 
was  instilled  into  the  bronchi.  When  it  was 
discovered  that  minute  amounts  of  sulfanila- 
mide caused  no  noticeable  harm,  larger  quan- 
tities were  used  until  the  authors  were  sus- 
pending as  much  as  2 gm.  of  sulfonamides  in 
each  5 cc.  of  iodized  oil.  Although  the  total 
number  of  cases  in  which  this  form  of  therapy 
was  used  is  small,  they  found  that  three  cases 
who  had  positive  sputum  for  years  became 
negative,  and  that  a few  cases  of  chronic  lung 
abscess  improved  dramatically.  By  their 
method,  they  were  able  to  concentrate  as  much 
as  3 gm.  of  sulfonamide  powders  in  a few 
dilated  bronchi — an  enormous  amount  as  com- 
pared with  the  quantity  which  would  reach 
the  bronchi  after  oral  administration.  The 
suspension  in  oil  may  have  had  the  additional 
advantage  of  more  prolonged  action  of  the 
chemotherapeutic  agent  than  would  be  obtain- 
ed by  instillation  of  the  sulfonamides  in  an 
aqueous  medium. 

Other  clinicians  have  also  reported  some  de- 
gree of  success  with  the  sulfonamides  in  the 
therapy  of  bronchiectasis,  either  complicated 
or  uncomplicated  by  tuberculosis.  Latraverse20 
used  a 5 per  cent  solution  of  sodium  sulfathia- 
zole  by  instillation  into  the  bronchi  either  by 
way  of  bronchoscope  or  a laryngeal  cannula  or 
catheter.  He  found  that  it  had  practically  no 
irritative  effect  on  the  bronchial  mucosa  and 
that  it  had  a favorable  influence  on  the  course 
of  the  disease.  In  two  eases  in  which  there  was 
partial  bronchial  stenosis  due  to  engorgement 
of  the  mucous  membrane,  sulfathiazole  instilla- 
tion relieved  the  stenosis  and  caused  the  swell- 
ing to  disappear.  Norris21  employed  sulfadia- 
zine orally  and  a 5 per  cent  aqueous  suspen- 
sion of  microcrystalline  sulfathiazole  by  intra- 
tracheal or  intrabronchial  instillation  and  de- 


termined that  significant  concentrations  of  the 
drug  persisted  in  the  bronchial  secretions  for 
as  long  as  48  hours.  The  experience  of  Edlin 
and  his  colleagues8  indicates  that  the  sulfone, 
promin,  may  have  a wider  usefulness  in  the 
therapy  of  bronchiectasis  following  tuberculo- 
sis than  is  currently  the  vogue. 

Interest  currently  centers  on  the  antibiotics, 
given  both  intramuscularly  and  by  inhalation. 
Aerosolization  ot'  penicillin  and  streptomycin 
can  be  performed  as  a preliminary  to  surgery, 
in  advanced  cases  that  are  unsuitable  for  sur- 
gery or  in  early  cases  with  the  expectation  of 
making  surgery  unnecessary.  Postural  drain- 
age is  commonly  carried  out  prior  to  the  inhal- 
ation of  the  antibiotic  to  clear  the  tracheo- 
bronchial tree  as  effectively  as  possible.  In 
many  instances  the  purulent  secretion  from 
the  bronchi  becomes  thinner,  less  odorous  and 
less  voluminous  promptly  after  the  first  few 
doses,  the  patient’s  temperature  subsides  and 
there  is  an  increase  in  the  sense  of  well-being. 
Nebulization  of  aerosols  for  the  treatment  of 
bronchiectasis  has  been  one  of  the  most  note- 
worthy recent  advances  in  the  management  of 
these  cases  both  from  the  medical  and  surgical 
standpoints. 

Although  a detailed  discussion  of  the  treat- 
ment of  bronchiectasis  is  not  intended  here,  it 
may  be  well  to  record  the  experience  of  Olsen22 
at  the  Mayo  Clinic.  Of  a group  of  8(1  patients 
with  chronic  bronchiectasis,  4(1  were  given 
penicillin  aerosolization  in  preparation  for 
surgical  resection  of  portions  of  the  lung  and 
(he  remaining  40  were  treated  in  the  hope  of 
reducing  the  volume  of  pulmonary  secretions. 
Since  organisms  that  are  insensitive  to  penicil- 
lin are  commonly  found  in  bronchiectasis  and 
since  organisms  such  as  Hemophilus  influenzae 
that  are  susceptible  to  streptomycin  are  fre- 
quently present,  Olsen  also  added  streptomy- 
cin hydrochloride  to  the  penicillin  solution  in 
27  of  the  above  cases.  The  penicillin  solutions 
were  prepared  by  dissolving  the  sodium  salt 
of  penicillin  in  an  isotonic  solution  of  sodium 
chloride  in  concentrations  of  10,000  units  per 
cubic  centimeter  and  20  to  30  cc.  were  nebu- 
lized quite  easily  each  day  by  the  patients. 
Streptomycin  hydrochloride  was  likewise  dis- 
solved in  saline  solution  and  was  used  in  con- 
centrations of  25  to  50  mg.  per  cc.  It  was 
found  that  200,000  units  of  penicillin  could  be 
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readily  combined  with  0.5  to  1.0  gm.  of  strep- 
tomycin in  20  to  30  cc.  of  saline  for  nebuliza- 
tion  without  impairing  the  antibacterial  ac- 
tivity of  the  penicillin  and  without  rendering 
the  streptomycin  unstable. 

A definite  reduction  in  the  volume  of  the 
pulmonary  secretions  was  obtained  in  the  pre- 
operative period  of  those  patients  treated  sur- 
gically. As  a matter  of  fact,  the  routine  post- 
operative bronchoscopic  examination  often  re- 
vealed that  the  bronchial  tree  was  practically 
free  from  secretions.  The  40  non-surgical  cases 
were  treated  in  the  hospital  for  periods  of  two 
to  eight  weeks  with  an  average  of  four  weeks. 
Half  of  this  group  was  given  only  penicillin 
aerosolization  and  the  other  half  was  given 
penicillin  in  combination  with  streptomycin. 
In  21  cases  penicillin  aerosolization  treatment 
reduced  the  volume  of  the  sputum  to  at  least 
one-fourth  of  its  original  volume.  When 
streptomycin  was  combined  with  penicillin  a 
considerably  greater  improvement  was  obtain- 
ed. Of  the  20  patients  treated  with  combined 
penicillin  and  streptomycin  aerosols.  18  ob- 
tained a satisfactory  result. 

The  results  of  aerosolization  therapy  for 
bronchiectasis  at  the  Boston  City  Hospital2" 
are  similar  to  those  obtained  by  Olsen.  Of  42 
treated  patients,  eight  had  subsequent  surgical 
removal  of  a lobe  or  lobes.  Penicillin  aero- 
solization is  regarded  as  a most  effective  pro- 
cedure in  preparing  patients  for  operation  and 
in  preventing  postoperative  infections.  Aero- 
solization appears  to  be  superior  to  intramus- 
cular injection  of  penicillin  in  these  cases.  In 
some  instances  there  was  actual  improvement 
in  the  appearance  of  the  bronchi  upon  subse- 
quent bronchography.  In  others,  the  vital 
capacity  increased  30  to  40  per  cent  above  the 
levels  before  institution  of  aerosol  therapy. 
With  streptomycin  aerosolization,  however,  it 
must  be  cautioned  that  drug-fastness  may  de- 
velop and,  in  these  cases,  even  massive  closes 
may  fail  to  eradicate  the  infecting  organism. 

An  interesting  modification  of  aerosol  ther- 
apy has  recently  been  devised  by  Bryson  and 
Grace.24  Instead  of  using  distilled  water  or 
isotonic  saline  as  the  vehicle  in  which  one  drug 
is  suspended  or  dissolved,  these  investigators 
employ  a bacteriostatic  and  bactericidal  ca- 
tionic detergent  such  as  Zephiran  (alkyl  di- 
methyl benzyl  ammonium  chlorides  in  aqueous 


solution).  Since  the  cationic  detergents  have 
a pronounced  “wetting  action”  they  should 
have  a special  usefulness  in  thinning  out  viscid 
secretions  that  may  be  present  in  bronchiecta- 
sis. In  practically  all  instances  they  have  felt 
it  advisable  to  supplement  the  aerosolization 
treatments  with  intramuscular  injection  of  the 
antibiotic.  Another  procedure  that  has  proved 
helpful  is  the  administration  of  a bronchodila- 
tor  (such  as  neosynefrin)  by  nebulization  im- 
mediately prior  to  the  use  of  the  antibiotic 
solution.  One  hundred  thousand  units  ot' 
penicillin  are  dissolved  in  3 cc.  of  Zephiran  in 
a 1:1000  aqueous  solution;  and  this  is  nebu- 
lized every  eight  hours.  Patient  cooperation 
is  important.  The  patient  is  carefully  in- 
structed to  use  forced  expiration  and  then  in- 
hale deeply  to  the  full  limit  of  his  vital  capac- 
ity so  that  the  maximum  effect  of  the  anti- 
biotic-detergent solution  can  be  obtained.  Of 
21  patients  with  bronchiectasis  treated  by  this 
method,  follow-up  has  revealed  that  5 were  not 
helped,  6 improved  temporarily,  and  10  were 
definitely  benefited.  It  is  apparent  that  this 
procedure  warrants  further  exploration  espe- 
cially in  combination  with  streptomycin.  Its 
adaptability  to  the  theory  of  tuberculosis  and 
the  complications  of  tuberculosis  is  readily 
appreciated  by  the  authors  who  state:  “Anti- 
biotic-detergent aerosol  therapy  should  be  re- 
garded as  a supplement  to  the  conservative 
management  of  tuberculosis,  an  approach  that 
should  be  thoroughly  explored  before  resorting 
to  surgery.” 

The  technic  of  bronchial  lavage  carries  the 
idea  behind  aerosolization  one  step  further  in 
that  a solution  rather  than  a vapor  of  an  anti- 
biotic or  chemotherapeutic  agent  is  applied 
topically  to  the  bronchial  tree.  Siltzbaeh2"'  has 
cited  several  cases  in  which  nebulized  penicil- 
lin apparently  failed  to  reach  the  affected 
bronchus  but  in  which  the  successful  topical 
administration  of  penicillin  could  be  effected 
either  through  a tracheal  catheter  or  directly 
to  the  bronchial  orifice  by  means  of  a broncho- 
scope. Of  13  patients  with  chronic  bronchiec- 
tasis, ten  had  a drop  of  50  per  cent  or  more  in 
the  volume  of  sputum  within  twenty-four 
hours  following  the  penicillin  instillations. 

Recently,  Stevenson26  has  described  a simpli- 
fied technic  for  bronchial  lavage  that  is  quite 
adaptable  to  home  and  office  use.  The  technic 
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is  similar  to  that  of  bronchography  in  which 
the  pharynx  is  anesthetized  and  the  solution 
is  instilled  through  a tracheal  cannula,  the  tip 
of  which  is  held  just  above  the  epiglottis.  A 
cleansing  solution  can  be  instilled,  with  or 
without  an  antibiotic  added,  and  the  patient 
is  instructed  how  to  position  himself  so  that  the 
solution  runs  into  the  desired  bronchus.  Treat- 
ments are  given  from  three  to  five  times  a week 
at  first  until  the  procedure  becomes  so  familial' 
to  the  patient  that  he  can  carry  them  out  by 
himself  as  indicated  at  home.  Such  simplifica- 
tions in  the  management  of  bronchiectasis 
should  prove  most  helpful  to  both  patient  and 
physician  in  the  therapy  of  this  chronic  dis- 
ease. 

Lung  Abscess 

General  Considerations.  The  close  associa- 
tion that  exists  between  bronchiectasis  and 
lung  abscess  is  illustrated  by  the  fact  that 
many  investigators  consider  them  under  one 
heading  of  “suppurative  diseases  of  the  lung.'’ 
In  tuberculosis  it  may  be  most  difficult  to  de- 
termine whether  or  not  the  suppuration  that 
may  follow  the  onslaught  of  the  disease  is 
caused  by  ectatic  bronchi  or  small  multiple 
lung  abscesses.  Clinically  it  may  be  impos- 
sible to  distinguish  between  the  two  and  even 
bronchography  may  not  provide  a definite 
answer.  Pathologically,  tuberculous  cavities 
are  abscesses  but,  as  has  already  been  pointed 
out,  bronchiolar  changes  are  frequent  accom- 
paniments of  the  parenchymal  involvement. 
Since  much  of  the  medical  literature  that  has 
been  written  about  these  conditions  appeared 
before  the  discovery  of  the  antibiotics  and 
their  widespread  use  in  clinical  practice,  it  is 
well  to  accept  with  some  reservation  the  data 
indicating  that  lung  abscess  is  an  immediate 
surgical  emergency.  Perhaps  the  best  recent 
evaluation  of  the  problem  is  that  of  Mudd27 
who  classifies  the  cases  in  three  groups : 
(1)  those  that  heal  spontaneously,  with  or 
without  antibiotics;  (2)  those  that  do  not  heal 
rapidly  and  leave  an  appreciably  roentgen  ray 
shadow  at  the  site  of  the  abscess  and  who 
should  be  treated  either  by  external  drainage 
or  lobectomy,  and  (3)  those  in  whom  the 
abscess  is  chronic  and  thick-walled  and  who 
should  preferably  be  treated  by  lobectomy. 

Treatment.  Multiple  lung  abscesses  in  tu- 


berculosis usually  contain  tubercle  bacilli  and 
the  management  of  these  cases,  accordingly,  is 
that  of  the  original  disease.  The  prime  con- 
sideration in  such  instances  is  bed  rest.  With 
bed  rest  alone,  it  is  possible  to  obtain  healing 
of  single  or  multiple  small  tuberculous  cavi- 
ties, and  the  healing  may  be  so  complete  as  to 
leave  no  roentgenographie  trace  of'  the  cavity. 
In  other  instances  even  fairly  large  cavities 
may  close  and  leave  only  a fine  linear  density 
as  the  only  evidence  of  its  presence  on  the  ro- 
entgenogram. Occasionally  such  cavities  un- 
dergo apparent  healing  only  to  lead  to  recur- 
rence at  a later  date.  They  should  therefore 
be  observed  carefully  over  long  periods  of 
time. 

The  surgical  management  of  tuberculous 
cavitation  is  a difficult  and  involved  phase  of 
the  treatment  of  this  disease  and  its  discussion 
is  left  to  specialized  works  on  this  subject. 
Whether  thoracoplasty  or  resection  ( lobecto- 
my or  pneumonectomy)  is  performed  depends 
on  such  factors  as  the  size  of  the  cavity  (or 
cavities),  the  thickness  of  its  wall,  the  condi- 
tion of  the  bronchus  into  which  it  empties  and 
the  intracavity  pressure  in  the  case  of  giant 
cavities.  Whereas  small  cavities  may  be  bene- 
fited by  therapy  with  streptomycin  aerosoliza- 
tion  and  intramuscular  streptomycin  as  in  the 
case  of  bronchiectasis,  it  is  generally  agreed 
that  antibiotics  are  of  but  little  direct  benefit 
when  the  cavities  are  large.  In  any  case 
where  there  is  extensive  destruction  of  lung 
tissue,  the  defect  will  have  to  be  corrected  by 
surgical  means  even  if  the  antibiotic  or  chemo- 
therapeutic agent  completely  eradicated  the 
tubercle  bacillus.  On  the  other  hand,  even 
though  these  agents  are  not  of  direct  benefit, 
they  do  play  a valuable  role  in  preparing  the 
patient  for  surgery  and  in  minimizing  post- 
operative complications. 

Empyema 

General  Considerations.  Just  when  a tu- 
berculous pleurisy  with  effusion  can  be  more 
properly  designated  as  an  “empyema”  is  still 
a matter  of  some  dispute.  Some  writers  con- 
sider an  empyema  to  be  present  when  the  iluid 
aspirated  from  the  pleural  space  is  grossly 
purulent;  others,  when  large  numbers  of  lym- 
phocytes or  polymorphonuclear  leucocytes  are 
present  even  though  the  fluid  may  be  only 
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slightly  turbid  grossly;  and  still  others,  when 
a few  lymphocytes  are  found  in  the  centri- 
fuged sediment  even  though  the  aspirated  spe- 
cimen may  be  relatively  clear  or  straw  colored. 
This  lack  of  uniformity  in  the  definition  of 
terms  has  made  evaluation  of  different  forms 
of  therapy  most  difficult  and  accounts  for  the 
controversial  reports  that  are  received  con- 
cerning the  various  types  of  therapy. 

Empyema  secondary  to  tuberculosis  can 
arise  in  several  ways.  Quite  commonly  it 
makes  its  appearance  either  secondary  to  spon- 
taneous pneumothorax  or  to  artificial  pneu- 
mothorax given  for  therapeutic  reasons.  This 
is  especially  true  if  adhesions  are  present  be- 
tween the  visceral  and  parietal  pleuras.  If 
adhesions  are  stretched  or  are  otherwise  irri- 
tated, the  irritation  in  some  way  may  provide 
the  formation  of  fluid  in  the  pleural  space. 
Fluid  may  also  appear  as  the  result  of  two 
other  mechanisms  associated  with  pneumotho- 
rax. If  artificial  pneumothorax  is  continued 
over  many  years  there  often  is  associated  with 
it  some  thickening  of  the  pleura.  Later,  when 
an  attempt  is  made  to  re-expand  the  lung,  it 
is  found  that  the  lung  fails  to  respond  nor- 
mally to  increasingly  negative  pressures,  and 
fluid,  infected  or  otherwise,  may  make  its  ap- 
pearance. Similarly,  if  one  or  more  lobes  are 
atelectatic  following  pneumothorax,  the  af- 
fected lobe  or  lobes  may  fail  to  re-expand 
when  an  attempt  is  made  to  discontinue  the 
pneumothorax  and,  as  the  negative  pressures 
within  the  chest  become  higher,  fluid  may  de- 
velop. Sudden  discontinuation  of  pneumotho- 
rax treatments  may  also  incite  one  of  these 
mechanisms  and  cause  fluid  to  appear.  For 
this  reason,  whenever  therapeutic  pneumotho- 
rax is  being  abandoned,  it  is  done  as  gradually 
as  possible.  Needless  to  say,  a pleural  space 
can  become  infected  from  without  as  a result 
of  a thoracentesis  or  artificial  pneumothorax. 

Aside  from  its  association  with  pneumotho- 
rax. there  are  other  mechanisms  by  which  in- 
fected fluid  develops.  Empyema  may  result 
from  the  rupture  into  the  pleural  space  of  a 
small  subpleural  caseous  focus.  It  may  be 
that  many  instances  of  pleurisy  with  effusion 
are  due  to  this  mechanism  even  when  the  sub- 
pleural focus  may  be  so  small  as  to  be  invisible 
on  the  roentgenogram.  In  other  instances  the 
pleural  lining  may  actually  be  studded  with 


countless  miliary  foci  that  are  readily  demon- 
strable on  thoracoscopic  examination.  In 
these  cases  fluid  may  be  provoked  and  this 
fluid  may  be  sterile  by  culture  or  animal  inoc- 
ulation tests.  The  finding  of  a “negative’7 
fluid  in  such  cases  is  not  surprising  if  one  re- 
members that  these  miliary  nodules  on  the 
pleural  surface  may  act  as  irritants,  but  unless 
caseation  and  necrosis  develops  they  will  fail 
to  shed  tubercle  bacilli  into  the  fluid  around 
them.  These  cases  may  be  contrasted  with 
those  who  have  readily  demonstrable  tubercu- 
lous lesions  in  the  pulmonary  parenchyma  and 
in  whom  tuberculous  empyema  develops  as  a 
complication  in  the  course  of  the  disease. 

Treatment.  In  view  of  the  foregoing  consid- 
erations, certain  general  principles  of  therapy 
or  prophylaxis  can  be  laid  down.  First,  in  re- 
gard to  pneumothorax  therapy  it  is  best  to  dis- 
continue a poor  collapse  promptly.  If  adhe- 
sions are  found  after  pneumothorax  has  been 
induced,  they  should  be  cut  if  possible  to  avoid 
a complicating  empyema.  If  the  pneumotho- 
rax is  inadequate  for  other  reasons,  such  as 
atelectatic  lobes,  then  empyema  may  be  an  im- 
minent complication  and  an  attempt  should 
lie  made  to  re-expand  the  lung,  either  partially 
or  completely.  If  the  patient  has  extensive 
parenchymal  disease  and  considerable  diffi- 
culty is  encountered  in  re-expanding  the  lung, 
it  may  be  well  to  convert  such  a case  to  some 
other  form  of  therapy,  such  as  thoracoplasty. 
Finally,  if  fluid  should  develop  under  any  of 
the  above  circumstances,  frequent  aspiration 
should  be  carried  out  to  keep  the  thoracic 
space  as  “dry”  as  possible  while  every  effort 
is  made  to  re-expand  the  lung  or  to  convert  to 
other  forms  of  treatment. 

In  the  past,  tuberculous  empyema  was  al- 
ways considered  as  a most  serious  complica- 
tion of  the  disease  and  was  associated  with  a 
high  mortality.  At  present  the  situation  is 
materially  improved,  largely  because  of  a bet- 
ter selection  of  cases  for  pneumothorax  and 
the  reservation  of  those  cases  who  might  do 
poorly  with  pneumothorax  for  other  forms  of 
surgical  treatment.  Since  thoracoplasty  and 
resection  have  been  made  relatively  safe,  cases 
with  large  apical  cavities  and  adherent  apical 
pleura  (who,  most  likely,  have  firm,  unresect- 
able  adhesions)  are  not  subjected  to  pneumo- 
thorax but  often  have  thoracoplasty  as  an  in- 
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itial  collapse  measure.  The  advances  in  tho- 
racic surgery  have  thus  reduced  the  incidence 
of  tuberculous  empyema.  The  judicious  use 
of  antibiotic  and  chemotherapeutic  agents  will 
probably  do  much  to  lower  the  morbidity  and 
mortality  of  those  cases  in  which  this  compli- 
cation does  occur. 

Almost  every  conceivable  antiseptic  or  anti- 
tuberculosis agent  has  been  injected  or  poured 
into  the  pleural  space  with  the  hope  of  clear- 
ing up  tuberculous  empyema.  Fairly  good  re- 
sults have  been  claimed  for  such  diverse  agents 
as  saline,  merthiolate,  azochloramide,  gomenol, 
paraffin  oil,  neoprontosil  and  oxygen  lavage. 
With  the  advent  of  penicillin,  the  medical 
treatment  of  empyema,  particularly  empyema 
due  to  pyogenic  organisms,  was  placed  on  a 
sound  and  satisfactory  basis. 

Penicillin  could  be  injected  directly  into 
the  pleural  cavity  and  high  local  concent  ra- 
tions could  be  maintained  since  the  drug  dif- 
fused only  slowly  into  the  blood  stream.  Of 
more  than  250  cases  of  empyema  due  to  pneu- 
mococcus, hemolytic  streptococcus  and  staphy- 
lococcus, cited  by  Finland,28  between  one-half 
and  two-thirds  were  completely  cured  without 
operative  drainage  by  the  use  of  aspirations 
and  instillations  of  penicillin.  Even  in  cases 
of  putrid  empyema,  remarkably  good  results 
were  obtained  in  some  instances.  On  the  basis 
of  these  extensive  investigations  Finland  says : 
“Traditional  indications  for  surgery  will  have 
to  be  revised  in  the  light  of  these  experiences. 
There  is  no  doubt  from  a review  of  the  litera- 
ture and  from  our  own  experience  that  per- 
sistence in  this  form  of  treatment  has  resulted 
iu  remarkable  cures  of  well  established  cases  of 
empyema  within  three  to  six  weeks  and  a fol- 
low-up of  these  cases  has  indicated  that  mark- 
edly thickened  pleuras  have  resolved  so  that 
they  could  no  longer  be  seen  in  the  x-ray  films. 
Clinically,  there  has  been  no  reduction  in  the 
pulmonary  function.” 

In  the  empyemas  that  are  secondary  tuber- 
culosis, penicillin’s  usefulness  is  somewhat 
more  limited.  If  the  empyema  is  of  the 
“mixed  type,”  with  both  acid  fast  organisms 
and  other  penicillin-sensitive  bacteria,  the 
penicillin  instillations  may  rid  the  empyema 
cavity  of  the  latter  but  are  without  effect  on 
the  tubercle  bacilli.  It  had  been  hoped  that 
streptomycin  would  accomplish  in  these  cases 


what  penicillin  failed  to  do  but,  as  yet,  this 
hope  has  not  materialized.  At  present,  strep- 
tomycin is  not  recommended  for  the  treatment 
of  chronic  empyema  of  tuberculous  origin  be- 
cause of  its  apparent  ineffectiveness  in  the 
studies  thus  far  reported  although  it  has  been 
amply  demonstrated  that  when  streptomycin 
is  injected  intramuscularly  more  than  ade- 
quate concentrations  of  this  antibiotic  can  be 
found  in  the  pleural  cavity.29  The  reasons  for 
the  failure  of  streptomycin  to  be  effective  in 
these  cases  is  not  clear  and  further  evaluation 
is  indicated.  It  may  be  that  better  results  will 
lie  obtained  when  streptomycin  is  combined 
with  a chemotherapeutic  agent  such  as  promin 
or  with  a cationic  detergent,  used  intrapleu- 
ral l.v,  as  suggested  by  Bryson  and  Grace.24  On 
the  other  hand,  further  experience  may  con- 
firm the  ineffectiveness  of  streptomycin  in 
such  cases  of  chronic  empyema  and,  perhaps, 
some  alternative  form  of  treatment  may  gain 
wrider  usefulness.  The  recent  experiments  of 
O’Brien,  Brown  and  Pearse30  with  irrigations 
of  the  pleural  cavity  with  glycerite  of  hydro- 
gen peroxide  solution  may  then  prove  to  be  a 
worthwhile  step  in  the  right  direction. 

Summary  and  Conclusions 
Infections  of  the  lung,  bronchi,  and  pleural 
space  occur  quite  commonly  secondary  to  tu- 
berculosis, but  much  can  be  gained  therapeu- 
tically if  these  secondary  injections  are  differ- 
entiated from  the  original  disease  and  prop- 
erly treated. 

1 1 Hancock  Street. 
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CHRISTMAS  SEALS— 1948 

The  annual  appearance  of  the  tuberculosis 
seal  makes  us  realize  that  another  Christmas 
season  is  near.  November  22nd  marks  the 
opening  of  the  42nd  annual  seal  sale  for  tuber- 
culosis funds  in  Delaware.  The  little  Christ- 
mas seal  was  originated  and  sold  for  the  first 
time  in  Delaware  in  1907  by  the  late  Miss 
Emily  P.  Bissell.  Until  her  recent  death  Miss 
Bissell  was  president  of  the  Delaware  Anti- 
Tuberculosis  Society.  When  she  launched  her 
first  seal  sale  in  1907  many 
thought  that  her  idea  of 
selling  small  stamps  to 
finance  a tuberculosis  pro- 
gram would  be  but  a fad 
and  fancy.  A little  piece 
of  paper  printed  in  several 
colors  has  little  intrinsic 
value  in  itself,  but  throughout  the  years  the 
seal  has  grown  and  grown  as  a messenger  of 
health  and  today  may  be  proud  of  its  heritage. 

Today  Christmas  seal  funds  help  finance 
the  activities  of  more  than  3000  tuberculosis 
associations  affiliated  with  the  National  Tu- 
berculosis Association,  and  the  results  attained 
in  the  nation-wide  fight  against  one  of  our 
most  devastating  diseases  have  been  most 
gratifying.  It  is  estimated  that  in  the  past 
forty  years  the  tuberculosis  death  rate  has 
been  cut  more  than  two-thirds,  and  that  four 
million  American  lives  have  been  prolonged  or 
saved.  It  was  in  October,  1907,  when  Miss 
Bissell  was  asked  to  help  raise  three  himdrecl 
dollars  to  keep  open  an  open  air  tuberculosis 
shack  near  the  Brandywine  which  was  shelter- 
ing eighty  charity  patients,  tended  by  a nurse 
and  cook.  Miss  Bissell's  first  seal  sale  real- 
ized three  thousand  dollars. 

Not  only  was  the  shack  saved,  but  there  was 
enough  money  to  buy  the  site  of  the  present 
Hope  Farm,  in  whose  modern  buildings  Dela- 
ware’s continuing  fight  against  tuberculosis 
now  centers.  For,  although  the  current  death 
rate  from  tuberculosis  in  the  United  States 
has  fallen  to  little  more  than  one-fifth  of  what 
it  was  in  1907,  it  still  ranks  first  among  all  dis- 
ease-killers of  Americans  between  15  and  45 
years  of  age. 

The  surprising  success  of  that  experiment — 
ten  times  the  sum  Miss  Bissell  hoped  to  raise — 

( Concluded  on  Page  253 ) 


0948 

FIGHT  TB 

Buy  Christmas  Seals 


November,  1948 


Delaware  State  Medical  Journal 


251 


+ 


&()  L l 


o r i a 


/ + 


DELAWARE  STATE 

MEDICAL  JOURNAL 

Owned  and  published  by  the  Medical  Society  of  Delaware, 
a scientific  society,  non-profit  corporation.  Issued  about 
the  twentieth  of  each  month  under  the  supervision  of 
the  Committee  on  Publication. 

VV.  Edwin  Bird,  M.  D Editor 

822  North  American  Building 

Gerald  A.  Beatty,  M.  D Associate  Editor 

503  Delaware  Avenue 

M.  A.  Tarumianz,  M.  D Assoc.  & Managing  Editor 

Farnhurst,  Del. 

Articles  are  accepted  for  publication  on  condition  that 
they  are  contributed  solely  to  this  Journal.  Manuscripts 
must  be  typewritten,  double  spaced,  with  wide  margins, 
and  the  original  copy  submitted.  Photographs  and 
drawing  for  illustrations  must  be  carefully  marked  and 
show  clearly  what  is  intended. 

Footnotes  and  bibliographies  should  conform  to  the  style 
of  the  Quarterly  Cumulative  Index  Medicus,  published 
by  the  American  Medical  Association,  Chicago. 

Changes  in  manuscript  after  an  article  has  been  set 
in  type  will  be  charged  to  the  author.  The  Journal 
pays  only  part  of  the  cost  of  tables  and  illustrations.  Un- 
used manuscripts  will  not  be  returned  unless  return  post- 
age is  forwarded.  Reprints  may  be  obtained  at  cost,  pro- 
vided request  is  made  of  the  printers  before  publication. 

The  right  is  reserved  to  reject  material  submitted  for 
publication.  The  Journal  is  not  responsible  for  views 
expressed  in  any  article  signed  by  the  author. 

All  advertisements  are  received  subject  to  the  approval 
of  the  Council  on  Pharmacy  and  Chemistry  of  the  A.  M.  A. 
Advertising  forms  close  the  25th  of  the  preceding  month. 

Matter  appearing  in  The  Journal  is  covered  by  copy- 
right. As  a rule,  no  objection  will  be  made  to  its  repro- 
duction in  reputable  medical  journals,  if  proper  credit 
is  given.  The  reproduction  in  whole  or  in  part,  for 
commercial  purposes  of  articles  appearing  in  The 
Joural  will  not  be  permitted. 

Subscription  price:  $4.00  per  annum,  in  advance. 

Single  copies,  50  cents.  Foreign  countries:  $5.00  per 

annum. 


Vol.  20  November,  1948  No.  11 


What  Next  ? 

Following  their  constitutional  mandate,  the 
great  American  public  has  gone  to  the  polls 
and  has  elected  a President  who  will  serve  tor 
four  years  beginning  next  January,  1949.  The 
result  of  this  election  was  a total  upset — no- 
body expected  the  election  of  Mr.  Truman,  and 
even  he  didn't  expect  to  win  until  the  staff 
director  of  the  Democratic  Senate  Policy  Com- 
mittee, Mr.  Leslie  L.  Biffle,  disguised  as  a 
chicken  and  egg  buyer,  went  out  on  the  high- 
ways and  byways  of  five  midwestern  states 
and  discovered  for  himself  that  the  farmer, 
the  laborer,  and  the  small  businessman  were 
going  to  vote  for  Mr.  Truman.  To  the  rank 
and  tile  of  the  medical  profession  of  this  coun- 
try the  election  comes  not  only  as  a startling 
surprise  but,  perhaps,  a bitter  disappoint- 
ment, since  Mr.  Dewey  was  the  only  candidate 
who  stated  unequivocally  that  he  was  opposed 
to  socialized  medicine. 

Now  what?  According  to  Mr.  Arthur 
Krock,  the  famous  political  columnist  of  the 


New  York  Times,  we  are  going  to  have  a labor 
government  on  a capitalistic  base.  Should  this 
turn  out  to  be  true,  then  the  United  States  will 
be  following  all  too  closely  in  the  pattern  of 
Great  Britain,  and  if  this  pattern  be  followed 
still  further,  we  Americans,  like  the  English- 
men, will  be  faced  with  socialized  medicine,  in 
two  years  or  less.  Indeed,  one  of  the  leading 
planks  on  M r.  Truman 's  plat  form  was  a social- 
ized medicine  plank,  and  the  present  political 
powwow  at  Ivey  West  points  to  the  fact  that 
they  are  getting  the  machinery  ready  to  put 
into  actual  legislation  every  plank  of  their 
platform. 

What  is  there  left  to  prevent  the  socializa- 
tion of  medicine  in  this  country?  Just  one 
thing— voluntary  prepayment  plans,  such  as 
the  Blue  Cross-Blue  Shield  Plans  and  private 
insurance  via  the  commercial  carrier.  Both  of 
these  avenues  of  social  security  have  been  ex- 
panding at  a tremendous  rate  in  recent  years, 
but  there  seems  to  be  a large  element  in  the 
American  electorate  who  are  not  content  to 
have  medical  plans  developed  rationally,  if 
somewhat  slower,  by  the  process  of  evolution; 
rather  they  want  the  thing  done  overnight,  as 
a matter  of  revolution.  This  will  not  be  good 
for  America — it  has  not  been  good  for  any 
country  that  ever  tried  it. 

The  American  medical  profession  between 
now  and  the  next  convening  of  Congress  will 
have  just  one  chance  to  ward  off  this  Darno- 
elean  sword  which  hangs  over  its  head.  The 
Blue  Cross  Commission  and  the  Blue  Shield 
Commission,  with  Dr.  Paul  R.  Hawley  as  joint 
executive  officer,  have  evolved  a set  of  Pro- 
posals for  a national  setup  to  take  care  of  na- 
tional enrollment  on  a national  basis.  There 
had  been  considerable  confusion  and  misun- 
derstanding, and  even  some  fear  of  these  Pro- 
posals until  the  recent  Conference  at  French 
Lick,  Indiana,  when  they  were  completely  and 
satisfactorily  explained  and  then  remanded 
back  to  their  sponsoring  medical  societies  for 
their  understanding  and  possible  approval. 

When  the  original  drafts  of  these  Proposals 
were  considered  by  the  House  of  Delegates  of 
the  A.  M.  A.  at  its  June  Session  in  Chicago,  the 
House  did  not  approve  them  at  that  time,  but 
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advised  they  be  given  further  study.  It  seems 
to  us  that  with  the  conference  at  French  Lick 
in  mind  and  the  recent  election  in  mind,  suffi- 
cient time  has  already  been  given  to  Proposals, 
and  the  time  for  action  is  now  at  hand.  Delay 
may  be  disastrous.  If  the  House  of  Delegates 
of  the  A.  M.  A.  appreciates  the  serious  situa- 
tion in  which  American  medicine  now  finds  it- 
self, it  will  waste  no  time  in  approving  these 
Proposals,  perhaps  with  amendments  that  will 
satisfy  whatever  diverging  groups  of  thought 
that  still  remain.  Since  this  is  to  be  a labor 
government,  according  to  Mr.  Krock,  the  one 
consoling  thought  at  the  moment  is  that  at  the 
French  Lick  Conference  Mr.  Harry  Becker, 
in  charge  of  the  Welfare  Department  of  the 
C.  I.  0.,  made  an  address  in  which  he  stated 
that  labor  regarded  the  Blue  Cross-Blue 
Shield  Plans  as  its  best  buy,  but  that  if  ar- 
rangements could  not  be  made  on  a national 
basis  they  would  then  turn  to  the  commercial 
carriers,  and  if  these  could  not  or  would  not 
produce  a satisfactory  package,  they  would  set 
up  their  own  insurance  organization,  and  add- 
ed that  they  would  have  no  difficulty  in 
financing  it.  Hence,  if  Blue  Cross-Blue  Shield 
can  expand  rapidly  enough  to  satisfy  what  will 
be  the  determining  element  in  our  next  na- 
tional administration,  there  is  a possibility, 
perhaps  a small  one  but  still  a possibility,  that 
the  enactment  of  the  actually  socializing  legis- 
lation may  be  deferred.  In  other  words,  it  is 
now  up  to  the  House  of  Delegates  of  the  A. 
M.  A.  to  approve  these  Blue  Cross-Blue  Shield 
Proposals  promptly — or  else  ! 


V.  A.  Schedule  Changes 
In  this  issue  of  The  Journal  is  a revision 
of  the  fee  schedule  of  the  Y.  A.,  effective  July 
1,  1948,  affecting  radiology.  Fortunately,  all 
of  these  changes  represent  an  increase  in  the 
fees  allowed.  To  keep  your  files  correct  in 
this  schedule  business  make  a note  that  the 
complete  original  schedule  was  printed  in  the 
issue  of  March,  1948.  x\  few  reprints  of  this 
schedule  are  available  at  The  Journal  office. 


Dr.  Howard  Honored 
At  the  twenty-seventh  annual  meeting  of 
the  American  Society  of  Clinical  Pathologists, 
held  in  Chicago  on  October  14,  Dr.  John  Y . 
Howard,  pathologist  of  the  Delaware  Hospital, 


was  elected  to  serve  for  a term  of  three  years 
on  the  Board  of  Censors  of  the  Society. 

Correction 

In  our  editorial  last  month  the  Recording 
Secretary  of  the  Woman ’s  Auxiliary  was  given 
as  Mrs.  S.  W.  Rennie,  w'hereas  that  office  is 
now  held  by  Mrs.  C.  Leith  Munson,  also  of 
Wilmington.  The  Journal  regrets  it  was 
misinformed. 

V.  A.  FEE  SCHEDULE 

Amendments  as  of  July  1,  1948 

X-RAY  THERAPY,  DEEP  & SUPERFICIAL 

9500 —  Original  consultation  10.00 

9501 —  Superficial  therapy, 

benign  lesion,  per 

treatment,  one  to  three 

fields  5.00 

9502 —  Superficial  therapy. 

benign  lesion,  per 

treatment,  more  than 

three  fields  10.00 

9503 —  Superficial  therapy 

for  skin  cancer,  per  treatment  15.00 

9504 —  Maximum  fee  for  superficial  X-ray 

therapy  for  skin  cancer  50.00AA 

9505 —  Deep  X-ray  therapy,  per 

treatment  10.00 

9506 —  Maximum  fee  for  deep  X-ray 

therapy  (unless  greater  amount 
is  approved  by  the  Branch 
Medical  Director  in  consulta- 
tion with  the  Branch  Office 
Section  Chief  250.00 

9507 —  Each  follow-up  visit  5.00 

Radium  & Radon  Therapy 


9600 —  Original  consultation  

9601 —  Office  radium  treatment  

. 10.00 

. 10.00 

25.00AA 

9602 — Operative  radium 

insertion  or  intra- 
cavity implantation  

. 75.00 

15.00AA 

9603 —  Interstitial  radon  therapy,  office 

9604 —  Interstitial  radon  therapy, 

hospital,  operative  

25.00 

100.00 

TOTAL  FEES  I OR  CERTAIN  X-RAY  PROCEDURES 


Arteriography, 
phlebographv  .... 

PREPARATION 
Item  No.  Fee 

...  0270  35.00 

X-RAY 
Item  No.  Fee 

9101  15.00 

TOTAL 

50.00 

Bronchography  

...  0271 

10.00 

9102 

25.00 

35.00 

Colon,  barium 
enema  



9103 

12.00 

12.00 

Cystography  

..  

— 

9104 

15.00 

15.00 

Gall  bladder, 
Graham  tech- 
nique   

9108 

20.00 

20.00 

Gastrointestinal , 
barium  meal 
and  enema  

0030 

35.00 

35.00 

Myelography  

...  0272 

15.00 

9114 

20.00 

35.00 

Pneumoencepha- 
lography   

...  0273 

15.00 

9118 

20.00 

35.00 

Pyelography,  intra 
venous  



9119 

20.00 

20.00 

Pyelography,  ret- 
rograde   

...  0215 

35.00 

9120 

15.00 

50.00 

Small  intesti- 
nal series  



— 

9125 

20.00 

20.00 

Stomach  and  duode- 
num, barium 
meal  

9131 

15.00 

15.00 

Urethrocysto- 
graphy   



— 

9133 

12.00 

12.00 

Uterosalpingo- 
graphy   

...  2026 

15.00 

9134 

25.00 

40.00 

Ventriculo- 
graphy   

....  0275 

50.00 

9135 

20.00 

70.00 
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CHRISTMAS  SEALS— 1948 

( Concluded  from  Page  250) 

prompted  the  thought  that  a nation-wide  ef- 
fort during  the  next  holiday  season  might  be 
worth  while.  Largely  through  the  influence 
of  Miss  Mabel  T.  Boardman,  then  its  active 
and  later  honorary  secretary,  the  National 
Red  Cross  sponsored  the  1908  stamp,  which 
was  designed  by  Howard  Pyle.  To  pave  the 
way  for  this  Miss  Bissell  sent  out  letters  and 
news  releases  to  6,000  newspapers,  personally 
advancing  the  cost  of  this  publicity  because 
she  was  sure  the  returns  would  far  more  than 
cover  expenses.  This  first  nation-wide  sale 
brought  in  $135,000. 

Despite  such  a record,  there  still  were  those 
who  doubted  the  lasting  power  of  the  idea.  It 
soon  would  fade  out  as  a passing  fad,  but  those 
who  felt  otherwise  pinned  much  of  their  faith 
to  something  that  happened  at  the  opening  of 
the  first  Philadelphia  sale — December  16th. 
1907 — when  a really  ragged  newsboy  reached 
up  a penny — he  was  too  small  to  see  over  the 
counter — and  said,  “Gimme  one.  Me  sister’s 
got  it ! ’ ’ If  a street  kid  could  get  the  message, 
surely  the  messenger  would  not  fail  the  cause 
it  served  ! It  didn’t ! And  when,  in  1910,  the 
Red  Cross  asked  the  National  Tuberculosis 
Association  to  manage  the  annual  campaigns, 
mounting  returns  marked  each  succeeding  seal 
sale.  “Stamp”  was  dropped  from  the  name 
to  avoid  postage  confusion.  In  1919  the  Asso- 
ciation became  the  seal’s  sole  sponsor,  and  in 
the  next  year’s  design  the  Red  Cross  symbol 
was  replaced  by  the  double-barred  adaptation 
of  the  Lorraine  Cross — official  international 
emblem  of  all  tuberculosis  organizations-  now 
featured  on  each  issue  of  this  biggest  little 
thing  in  the  world.  Ninety-five  per  cent  of 
the  total  funds  raised  in  Delaware  each  year 
from  the  seal  sale  remain  in  the  state  to 
finance  the  activities  of  the  Delaware  Anti- 
Tuberculosis  Society.  The  other  five  per  cent 
assists  in  the  nation-wide  campaign  of  the 
National  Tuberculosis  Association. 

Readers  of  The  Journal  are  familiar  with 
the  Christmas  seal  activities  in  Delaware, 
which  have  been  wide  and  varied.  First  of  all 
the  Society  realizes  that  it  takes  a lot  of  or- 


ganizations and  people  to  coordinate  an  effec- 
tive program  against  tuberculosis.  The  So- 
ciety’s relations,  throughout  the  many  years, 
with  the  official  health  agencies,  the  medical 
societies,  the  medical  professions,  and  educa- 
tional officials  have  been  most  pleasant. 
Christmas  seal  services  include  nursing  service 
for  the  indigent  in  the  Wilmington  area  in 
cooperation  with  the  Wilmington  Visiting 
Nurse  Association;  a cooperative  program  oi 
rehabilitation  in  the  sanatoria  with  the  Reha- 
bilitation Division  of  the  State  Board  of  Edu- 
cation ; mass  x-ray  surveys  in  the  schools,  in- 
dustries, and  for  community  groups  with  the 
State  Health  Department  and  the  Wilmington 
City  Health  Department;  a state-wide  health 
education  program;  and  the  maintenance  of 
Sunnybrook  Cottage.  This  year  in  April  the 
Society  opened  its  diagnostic  chest  clinic  in 
the  Buckner  Building.  This  service  now  pro- 
vides a long  felt  need  in  the  Wilmington  area. 
It  provides  x-rays  for  suspicious  cases  found 
in  the  surveys,  x-rays  for  pre-employment 
foodhandlers,  and  x-rays  for  referrals  from 
the  state  and  city  health  centers,  and  for  refer- 
rals by  physicians  of  patients  who  are  unable 
to  pay  for  such  service.  The  Society  also  pro- 
vides educational  and  scientific  literature  on 
the  subject  of  tuberculosis  to  the  physicians  in 
the  state  and  a monthly  copy  of  Tuberculosis 
Abstracts. 

Dr.  William  Marshall,  Jr.,  Milford,  Dela- 
ware, is  president  of  the  Society.  Members  of 
the  Medical  Society  of  Delaware  serving  as 
members  of  the  Executive  Committee  or  the 
Board  of  Directors  of  the  Society  are:  Dr. 
Marshall;  Dr.  Gerald  A.  Beatty,  President, 
Wilmington  Board  of  Health;  Dr.  Edwin  Ca- 
meron, State  Health  Department;  Dr.  J.  Le- 
lancl  Fox,  Seaford;  Dr.  George  Tf.  Gehrmann. 
duPont  Company;  Dr.  A.  Parker  Hitchens: 
Dr.  James  E.  Marvel,  Laurel ; Dr.  Joseph  S. 
McDaniel,  Dover;  Dr.  Laurence  D.  Phillips, 
Brandywine  Sanatorium;  Dr.  Meredith  1. 
Samuel;  Dr.  Alfred  R.  Shands,  Jr.,  Nemours 
Foundation;  Dr.  M.  A.  Tarumianz,  Delaware 
State  Hospital;  and  Dr.  George  M.  VanVal- 
kenburgh,  Georgetown. 
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INTERIM  SESSION— A.M.A. 

Registrations  and  hotel  reservations  are 
now  being  accepted  for  the  second  annual  In- 
terim Meeting  of  the  American  Medical  Asso- 
ciation at  St.  Louis,  November  30  to  noon, 
December  3,  1948. 

On  the  eve  of  the  Interim  Meeting,  Satur- 
day, November  27,  the  first  national  Medical 
Public  Relations  Conference  will  be  held 
under  sponsorship  of  the  A.  M.  A.  at  the  Stat- 
ler  Hotel. 

Planned  to  be  especially  valuable  to  the  gen- 
eral practitioner,  the  Interim  Session  will  of- 
fer lecture  meetings,  conducted  by  medical 
leaders  on  conditions  most  often  seen  in  daily 
practice.  Subjects  to  be  discussed  include  dia- 
betes, heart  disease,  cancer,  poliomyelitis,  ob- 
stetrics, pediatrics,  dermatology,  genitro-urin- 
ary  conditions,  hypertension,  anesthesia,  tu- 
berculosis, jaundice,  laboratory  diagnosis, 
x-ray  diagnosis,  and  physical  medicine  as  ap- 
plied to  the  treatment  of  arthritis. 

Diagnosis  and  treatment  will  be  stressed  in 
a wide  variety  of  clinical  conferences,  which 
will  be  correlated  with  the  lecture  meetings. 
Leading  practitioners  from  all  sections  of  the 
nation  will  conduct  these  conferences. 

Evening  programs  will  feature  distinguish- 
ed speakers,  the  award  of  the  general  practi- 
tioner medal,  and  fun.  Entertainment  will 
be  provided,  free  of  charge  to  physicians  and 
their  guests  of  course,  by  stars  of  the  amuse- 
ment world. 

A scientific  exhibit  with  nearly  100  dis- 
plays will  show  clinical  and  pathological  mate- 
rial on  subjects  dealt  with  in  the  clinical  con- 
ferences. 

Approximately  115  leading  firms  will  dis- 
play technical  exhibits,  which  will  include  new 
products,  equipment,  and  medical  publica- 
tions. All  exhibits  will  be  open  from  Tuesday 
at  8:30  a.  m.  to  Friday  noon,  November  30  to 
December  3. 

Papers  will  be  read  at  the  General  Scien- 
tific Meetings  in  the  St.  Louis  Opera  House 
from  9 to  10  a.  m.  and  from  2 to  3 p.  m.  each 
day.  At  least  six  demonstration  units  are 
planned  for  each  half  day  in  the  Scientific 
Exhibit  from  10  :30  a.  m.  to  12  noon,  and  from 
3 :30  p.  m.  to  5 p.  m.  Small  rooms  will  be  pro- 
vided for  these  demonstrations  and  provision 


is  being  made  so  that  physicians  can  take  all 
the  notes  they  wish  in  comfort. 

Intermissions  in  the  program  will  be  from 
10  to  10  :30  a.  m.,  12  noon  to  2 p.  m.,  and  5 p. 
m.  to  6 p.  m.  each  day. 

Officers  and  members  of  the  House  of 
Delegates  will  stay  at  the  Statler  Hotel.  Those 
attending  the  Medical  Public  Relations  Con- 
ference will  stay  at  the  Lennox  Hotel. 

A registration  form  which  enables  the  physi- 
cian to  save  time  by  securing  a registration 
card  in  advance  is  appearing  in  The  Journal 
of  the  American  Medical  Association  every 
other  week  until  the  Interim  Meeting.  A con- 
venient blank  for  making  reservations  at  a 
number  of  St.  Louis’  best  hotels,  which  are 
within  easy  walking  distance  of  the  St.  Louis 
Auditorium,  is  also  printed  in  The  Journal. 

All  reservations  must  be  cleared  through  the 
Chairman,  Subcommittee  on  Hotels,  American 
Medical  Association,  Hotel  Reservation  Bu- 
reau, 1420  Syndicate  Trust  Building,  St. 
Louis  1,  Mo.,  and  must  be  received  before  No- 
vember 9,  1948. 


DIARETES  DETECTION 

The  discovery  and  treatment  of  diabetes 
mellitus  at  an  early  stage  demands  the  atten- 
tion of  all  practicing  physicians.  Failure  to 
discover  and  treat  diabetes  early  results  in 
preventable  disabilities  and  impairments  of 
health.  In  the  Diabetes  Exhibit  at  the  Annual 
Meeting  of  the  American  Medical  Association 
held  in  Chicago  in  June,  1948,  it  was  shown 
that  the  mortality  rate  for  diabetics  first  seen 
when  a complication  had  occurred  was  three 
times  the  rate  for  diabetics  first  seen  earlier 
and  before  impairments  had  developed.  Ac- 
tually the  future  for  the  diabetic  patient  un- 
der medical  treatment  is  brighter  and  more 
hopeful  today  than  ever  before. 

In  1929,  Dr.  George  IT.  Gigelow  and  Dr. 
Herbert  Lombard  began  a study  of  chronic 
disease  in  Massachusetts  which  led  to  the  pub- 
lication of  statistics  showing  that  the  number 
of  diabetic  patients  in  Massachusetts  was  far 
higher  than  had  been  heretofore  thought.  In 
1935,  a National  Health  Survey  was  conducted 
which  confirmed  these  figures.  In  Oxford, 
Massachusetts,  results  of  a survey  by  the 
United  States  Public  Health  Service  indicates 
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that  at  least  a million  undiagnosed  diabetics 
exist  in  the  United  States  and  Canada. 

District  and  state  medical  societies  now 
have  the  opportunity  to  take  the  lead  in  the 
fight  against  diabetes  in  response  to  an  appeal 
to  the  practicing  physicians  of  the  United 
States,  presently  being  made  by  the  Committee 
on  Diabetes  Detection  of  the  American  Dia- 
betes Association.  This  committee  was  ap- 
pointed by  Dr.  Charles  H.  Best,  President,  at 
the  Annual  Meeting  in  June,  1948.  Plans  are 
being  formulated  for  National  Diabetes  Week, 
December  6 to  12,  1948. 

As  a first  step  in  a full-scale  attack  on  dia- 
betes, eighth  among  the  leading  causes  of 
death,  a medical  society  should  appoint  its 
committee  on  diabetes.  The  National  Commit- 
tee on  Diabetes  Detection  stands  ready  to  as- 
sist local  committees  in  their  work.  Already 
the  Committee  is  preparing  material  contain- 
ing information  on  diabetes  for  use  by  the  phy- 
sician in  his  own  town.  These  materials  include 
programs  for  medical  meetings,  radio  broad- 
casts and  spot  radio  announcements  for  use  by 
city  and  county  medical  societies,  and  sugges- 
tions for  cooperation  with  local  hospitals  to- 
ward the  control  of  diabetes. 

The  Committees  on  Post-Graduate  Instruc- 
tion in  state  and  county  societies  should  plan 
instructions  and  demonstrations  in  diabetes  in 
county  meetings  this  fall.  Also,  hospital  staff 
meetings  should  provide  a place  on  their  pro- 
gram for  diabetes.  Committees  on  Public 
Relations  and  Public  Information  should  plan 
meetings  for  instruction  of  laymen  including 
patients,  their  families,  and  all  others  inter- 
ested. 

Women,  too,  have  an  important  role  to  play 
in  the  fight  to  control  diabetes.  It  is  signifi- 
cant that  diabetes  is  more  frequent  among 
women  than  among  men.  It  is  desirable  to  en- 
list the  aid  of  women’s  organizations,  espe- 
cially the  women’s  auxiliaries  of  the  medical 
societies,  as  an  adjunct  to  the  program  plan- 
ned by  medical  societies. 

Already  a number  of  local  diabetes  associa- 
tions affiliated  with  the  American  Diabetes 
Association  have  been  formed.  More  such 
associations  composed  of  physicians  are  need- 
ed. With  the  cooperation  of  the  physicians 
within  their  area,  these  associations  have  ac- 
cepted the  challenge  and  will  strive  to  find 


and  treat  the  million  hidden  diabetics.  Asso- 
ciations will  be  assisted  by  the  American  Dia- 
betes Association  in  attaining  such  objectives 
as:  More  graduate  courses  in  diabetes  for  phy- 
sicians ; providing  better  laboratory  services ; 
and  helping  with  instructions  for  patients. 
Now  is  the  time  for  action — will  the  practicing 
physicians  seize  this  opportunity  for  progress 
in  an  all-important  field  or  will  he  prefer  to 
surrender  to  others  his  responsibility  for  dia- 
betes detection  and  treatment? — Committee  on 
Diabetes  Detection,  Howard  F.  Root,  Chair- 
man, 81  Bay  State  Road,  Boston,  Massachu- 
setts. 


International  Congress  on 
Rheumatic  Diseases 

The  first  International  Congress  on  Rheu- 
matic Diseases  ever  held  in  the  United  States 
will  take  place  at  the  Waldorf  Astoria  in  New 
York  City  May  30  to  June  3,  1949,  inclusive. 
This  seventh  International  Congress  is  spon- 
sored by  the  International  League  Against 
Rheumatism.  The  host  is  the  American  Rheu- 
matism Association  in  cooperation  with  the 
New  York  Rheumatism  Association. 

Seven  (five  morning  and  two  afternoon) 
scientific  sessions  are  planned.  Also  five  one- 
hour  round  table  conferences  on  various  clini- 
cal topics  will  be  held  under  the  leadership  of 
authorities  in  the  respective  fields.  Short 
clinics,  papers  and  reports  will  be  given  con- 
currently  at  four  or  five  New  York  hospitals 
during  three  afternoons.  Evening  entertain- 
ment will  be  provided.  The  registration  fee 
is  $10.00. 

Instantaneous  translations  of  the  scientific 
papers  will  be  made  by  means  of  the  I.  B.  M. 
wireless  system  similar  to  that  used  at  the  ses- 
sions of  the  United  Nations.  The  official  lan- 
guages of  the  Congress  will  be  English,  French 
and  Spanish. 

The  Congress  has  the  official  sanction  of  the 
United  States  Department  of  State  which  will 
cooperate  in  the  issuance  of  official  invita- 
tions. This  is  an  open  meeting.  Members  of 
the  International,  the  European,  and  the  Pan 
American  Leagues  Against  Rheumatism  as 
well  as  the  Canadian  Rheumatism  Association, 
British  Empire  Rheumatism  Council,  the  He- 
berden  Society  of  London,  and  the  ten  state  or 
city  Rheumatism  Societies  affiliated  with  the 
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American  Rheumatism  Association  are  espe- 
cially invited. 

The  annual  American  Medical  Association 
scientific  convention  will  be  held  in  Atlantic 
City  (3-4  hours  from  New  York)  during  the 
week  following  the  Congress  (June  6 to  June 
10,  1949)  after  which  a post-convention  tour 
has  been  planned. 

Further  information  concerning  the  Con- 
gress will  be  released  in  the  future. 


The  South  Atlantic  Association  of  Obstetri- 
cians and  Gynecologists  announces  the  estab- 
lishment of  ‘ The  Foundation  Prize.  ’ Authors 
of  papers  on  Obstetrical  or  Gynecological  sub- 
jects desiring  to  compete  for  the  prize  may  ob- 
tain information  from  Dr.  E.  D.  Colvin,  Secre- 
tary-Treasurer, 1259  Clifton  Road,  N.  E.,  At- 
lanta. Ga. 


The  Eastern  Section  of  the  American  Fed- 
eration for  Clinical  Research  will  hold  its  an- 
nual meeting  in  Philadelphia  on  Saturday, 
December  4,  1948,  at  the  Temple  University 
School  of  Medicine. 


BOOK  REVIEWS 

Essentials  of  Pathology.  By  Laurence  W. 
Smith,  M.  D.,  formerly  Professor  of  Patholo- 
gy. Temple  University;  and  Edwin  S.  Gault, 
Associate  Professor  of  Pathology  and  Bacte- 
riology, Temple  University.  Third  Edition.  Pp. 
764,  with  740  illustrations.  Cloth.  Price, 
S12.00.  Philadelphia:  Blakiston  Company,  1948. 

The  new  3rd  edition  of  this  text  on  Pathol- 
ogy has  become  a more  useful  reference,  as 
well  as  a text,  for  the  student.  The  use  of  261 
case  reports  to  emphasize  presentation  of  ma- 
terial continues  to  be  an  interesting  experi- 
ment. Their  former  circumlocution  has  been 
shortened  to  an  advantage.  Whether  case 
summaries  belong  in  a student  or  reference 
text  is  questionable.  This  writer  feels  the 
principle  is  sound,  but  questions  whether 
there  is  practical  benefit. 

( hie  of  the  most  outstanding  features  of  the 
book  is  the  number  of  excellent  illustrations 
which  come  closer  to  filling  the  need  for  a 
teaching  atlas.  There  are  a few  cuts  which 
are  below  standard  and  should  be  replaced  or 
eliminated,  but  by  and  large,  each  illustration 
presents  the  information  desired. 

No  doubt  one  could  question  the  presenta- 
tion of  specific  subject  material  and  the  clarity 
of  opinion  on  controversial  topics.  Such  is 


human  and  is  why  one  needs  several  books  to 
cover  a problem. 

As  a general  introductory  pathology  and  a 
handy  reference  book  it  is  to  be  recommended. 

A.  M.  A.  Interns’  Manual.  Pp.  209.  Cloth. 
Price,  $2.25.  Philadelphia:  W.  B.  Saunders  Com- 
pany, 1948. 

This  handy  little  volume  is  the  successor  to 
“Hospital  Practice  for  Interns”  published  in 
1932  and  “A.  M.  A.  Interns’  Manual”  pub- 
lished in  1938.  (In  the  present  volume,  the 
section  on  drugs  is  arranged  alphabetically). 
The  chapter  headings  are  as  follows:  (1)  In- 
ternships and  Residencies — General  Informa- 
tion (2)  Clinical  and  Laboratory  Data;  (3) 
Drug  Administration;  (4)  Materia  Medica — 
Useful  Drugs;  (5)  Acute  Poisoning:  Diagno- 
sis and  Treatment;  (6)  Diet  and  Nutrition; 
(7)  Physical  Medicine;  (8)  Lawful  Scope  of 
Intern  Practice;  (9)  The  American  Medical 
Association. 

As  indicated  by  the  title,  the  needs  of  the 
intern  have  been  given  the  foremost  consid- 
eration. The  manual  is  to  be  used  as  an  ad- 
junct to  any  hospital  rule  book  or  hospital  for- 
mulary which  may  be  in  effect  in  the  hospital 
in  which  the  intern  is  serving.  The  manual 
should  prove  even  more  useful  to  interns  in 
hospitals  which  do  not  supply  printed  copies 
of  rules,  prescriptions,  and  procedures. 

We  not  only  recommend  the  book,  but  we 
recommend  that  the  second  group  of  hospitals 
make  a present  of  it  to  every  intern  as  he  be- 
gins his  internship. 

Physician’s  Handbook.  By  John  Warken- 
tin,  Ph.  I).,  M.  D„  and  John  D.  Lange,  M.  S., 
M.  D.  5th  edition.  Pp.  293.  Paper.  Price, 
$2.00.  Palo  Alto,  California:  University  Medi- 
cal Publishers,  1948. 

The  purpose  of  this  Handbook  has  been  to 
summarize  tersely,  clearly  and  comprehensive- 
ly, diagnostic  procedures  and  factual  data, 
which  a physician  must  have  quickly  available. 
At  the  same  time  the  scope  of  this  Handbook 
has  been  extended  so  as  to  be  a serviceable 
pocket-reference  for  many  types  of  medical 
practice.  An  effort  has  been  made  to  include 
a relatively  complete  laboratory  manual,  the 
common  clinical  tests,  and  such  other  factual 
information  as  is  more  readily  forgotten. 

This  is  an  excellent  pocket  companion.  Rec- 
ommended to  medical  students  and  interns  as 
a welcome  reminder  of  essential  material.  A 
practicing  physician  may  well  benefit  from  its 
refreshing  pages. 
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The  inactivity  following  surgery  or  disease,  and  often 
encountered  in  the  aged,  makes  constipation  a likely  occur- 
rence. Dehydration,  too,  frequently  is  a significant  con- 
tributing factor. 


When  the  "smoothage”  of  Metamucil  is  employed  in  the 
management  of  constipation,  normal  evacuation  is  permitted 
without  irritation  or  undue  pressure  on  sutures  and  incisions. 
Thus  straining  is  minimized. 

Metamucil  promotes  smooth,  normal  evacuation  by  fur- 
nishing a non-irritating  water-retaining  colloidal  residue  in 
the  large  bowel. 


METAMUCIL8 

RESEARCH  IN  THE  SERVICE  Of  MEDICINE 


is  the  highly  refined  mucilloid  of  Plantago  ovata 
(50%),  a seed  of  the  psyllium  group,  combined 
with  dextrose  (50%),  as  a dispersing  agent. 
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surface 


infections 


UOMSS0 

°F  N/TROFURAZONE'  s. 


>A»AriON  FOR  TOPICAL  A1 


■€6$%!/2*d'  usually  respond  rapidly  to  topical 
Furacin  therapy.*  The  infection,  odor  and  discharge  diminish  promptly  without  delay  of  healing.  Because 
the  abnormal  skin  surrounding  such  chronic  lesions  may  be  especially  prone  to  develop  sensitization— it  is  ad- 
visable to  apply  Furacin  to  such  ulcers  only  until  the  infection  is  controlled— often  within  five  days.  Any  bland 
preparation  and  aseptic  technic  may  be  used  thereafter  until  healing  is  complete.  Furacin  N.N.R.,  brand  of 
nitrofurazone,  is  available  as  Furacin  Soluble  Dressing  and  as  Furacin  Solution,  both  containing  0.2  per  cent 
Furacin.®  These  preparations  are  indicated  for  topical  application  in  the  prophylaxis  or  treatment  of  infections 
of  wounds,  second  and  third  degree  burns,  cutaneous  ulcers,  pyodermas  and  skin  grafts.  Literature  on  request. 


EATON  LABORATORIES,  INC.,  NORWICH.  N.Y. 

♦ Downing.  J.  G..  Hanson,  M.  C.  and  Lamb,  M. : Use  of  5-Nitro-2-Furaldehyde  Semicarbazone  in  Dermatology,  J.  A.  M.  A. 
1SS  :299,  1947.  • Shipley,  E.  R.  and  Dodd,  M.  C. : Clinical  Observations  on  Furacin  Soluble  Dressing  in  the  Treatment  of 

Surface  Infections,  Surg.  Gynec.  & Obst.  Si  :366,  1947.  • Miller.  J.,  Rodriquez,  J.  and  Domonkos,  A. : Evaluation  of 

Penicillin  in  Topical  Therapy,  New  York  State  J.  Med.  47:2316,  1947. 
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MORE  AND  MORE 


MERLE  L.  YOUNGS  • PRESIDENT 
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Matlack  i 


the  Marshall  Square  sanitarium 

WEST  CHESTER,  PENNA. 


FOR  CHRONIC 
DISEASES 
AND 

PSYCHIATRIC 

PATIENTS 


Everett  Sperry  Barr,  M.D. 
Director 

I.  M.  Wayyoner,  M.D. 
Medical  Director 


A recognized  hospital  of  120  beds 

r„E  housing  facilities  provide  for  group- 
ing of  different  types  of  patients.  12  build- 
ings and  6 acres  ground  in  West  Chester, 
farms  of  400  acres  with  appropriate  build- 
ings three  miles  from  West  Chester. 

Physiotherapy,  occupational  and  recrea- 
tional therapy,  shock  therapy  when  indi- 
cated, medical  and  nursing  supervision  are 
included  in  the  weekly  rates. 

Resident  psychiatrist.  Medical  Director. 
Adequate  medical  staff.  Clinical  laboratory. 
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MILK  that  is 

EASIEE  TO  DIGEST 


People  who  have  difficulty  digesting  reg- 
ular milk  often  find  that  they  can  assimi- 
late Sealtest  Homogenized  Vitamin  D Milk 
with  ease.  Smoother  and  better  tasting,  it 
has  cream  in  every  nourishing  drop  . . . 
and  equal  food  value,  too.  For  when  this 
fine  milk  is  processed  in  the  Sealtest  plants, 
the  food  particles  are  broken  up  and  dis- 
tributed through  the  bottle.  400  U.S.P. 
units  of  bone-protecting  vitamin  D are 
added,  too.  It’s  milk  you  can  recommend 
with  confidence. 


ACCIDENT  • HOSPITAL  • SICKNESS 

INSURANCE 


For  Physicians,  Surgeons,  Dentists  Exclusively 


$5,000.00  accidental  death  $8.00 

$25.00  weekly  indemnity,  accident  and  sickness  Quarterly 


$10,000.00  accidental  death  $16.00 

$50.00  weekly  indemnity,  accident  and  sickness  Quarterly 

$15,000.00  accidental  death  $24.00 

$75.00  weekly  indemnity,  accident  and  sickness  Quarterly 

$20,000.00  accidental  death  $32.00 

$100.00  weekly  indemnity,  accident  and  sick-  Quarterly 
ness 

ALSO  HOSPITAL  EXPENSE  FOE  MEMBERS, 
WIVES  AND  CHILDREN 


85c  out  of  each  $ 1.00  gross  income  used  for 
members’’  benefits 


$3,000,000.00  $15,000,000.00 

INVESTED  ASSETS  PAID  FOR  CLAIMS 

$200,000.00  deposited  with  State  of  Nebraska  for  proteetien 
of  our  members. 

Disability  need  not  be  incurred  in  line  of  duty — benefits 
from  the  beginning  day  of  disability 

PHYSICIANS  CASUALTY  ASSOCIATION 
PHYSICIANS  HEALTH  ASSOCIATION 

46  years  under  the  same  management 

400  First  National  Bank  Building  • Omaha  2,  Nebraska 


CARE . . . 

in  Compounding 

The  moment  a patient  places  your  prescription 
in  the  hands  of  a pharmacist,  that  pharmacist 
becomes  the  guardian  of  your  professional  repu- 
tation. Thus  it  is  imperative  to  you,  Doctor, 
to  know  that  your  prescriptions  are  compounded 
with  skill  and  care. 

Because  many  of  your  colleagues  know  that  our 
prescription  departments  employ  only  conscien- 
tious, skilled,  registered  pharmacists  — stock 
the  more  dependable  drugs,  chemicals  and 
pharmaceutical  specialties  — use  the  latest  and 
most  exquisitely  accurate  equipment  — and 
dispense  precisely  compounded,  double-checked 
prescriptions,  they  often  direct  their  patients 
to  us.  You're  invited  to  join  this  group. 

We  welcome  oil  recommendations  and  assure 
the  medical  profession  that  their  patients  are 
served  promptly,  courteously,  at  fair  prices  and 
with  professionally  precise  prescriptions. 

ECKERD'S 

DRUG  STORES 

723  Market  Street  — 513  Market  Street 
900  Orange  Street 
Wilmington,  Delaware 
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NEWSPAPER 

A/7 

and 

W 

PERIODICAL 

V/Vi e maintain 

PRINTING 

prompt  city-wide 

delivery  service 

An  important  branch 
of  our  business  is  the 
printing  of  all  kinds 
of  weekly  and  monthly 

for  prescriptions* 

■a 

*■ 

papers  and  magazines 

CAPPEAU’S 

Drug  Stores  of  Service 

The  Sunday  Star 

DELAWARE  AVE.  at  DUPONT  ST. 
Dial  8537 

Printing  Department 

30TH  & MARKET  STREETS 

Established  1881 

Dial  2-0952 

VALENTINE'S 

\/ALSPAR 

V HOUSE  PAINT 

WHOLESALE  DISTRIBUTORS 

VALSPAR  PRODUCTS 

ALSO  EVERYTHING  THE  HOSPITAL 
MAY  NEED  IN: 

HARDWARE 

FRAIM'S  DAIRIES 

Distributors  of  rich  Grade  "A"  pas- 
teurized Guernsey  and  Jersey  milk 
testing  about  4.80  butter  fat,  and 
rich  Grade  "A"  Raw  Guernsey  milk 
testing  about  4.80.  This  milk  comes 
from  cows  which  are  tuberculin  and 
blood  tested. 

Try  our  Sunshine  Vitamin  "D"  milk, 
testing  about  4 per  cent,  Cream 
Buttermilk,  and  other  high  grade 
dairy  products. 

VANDEVER  AVE.  & LAMOTTE  ST. 

Wilmington,  Delaware 

JANITOR  SUPPLIES 
CHINA  WARE 
ENAMEL  WARE,  ETC. 

Flowers  . . . 

Delaware  Hardware 

Geo.  Carson  Boyd 

Company 

at  216  West  10th  Street 

HARDWARE  SINCE  1822 
2nd  & Shipley  Sts.  Wilmington,  Del. 

Phone:  4388 
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Enjoy  instant,  plentiful  hot  water 


For  downright  conven- 
ience, comfort  and  health 
of  your  family  — you 
should  have  an  ample, 
reliable  supply  of  hot 
water  ! With  an  Auto 
matic  Gas  Water  Heat 
er  in  your  Home,  you're 
sure  of  all  the  hot  water 
you  want,  when  you  want 
it.  For  lightening  house- 
hold tasks,  bathing, 
ing,  laundering  and  many 
other  uses.  Besides,  you  save  time  and  worry, 
for  you're  sure  of  constant  water  tempera- 
tures at  low  cost.  Arrange  for  the  installation 
of  an  Automatic  Gas  Water  Heater  in  your 
home  now.  Ask  your  Plumber,  or  stop  in  to 
see  us. 


DELAWARE  POWER  E LIGHT  CO. 


With  an  Automatic  Gas 

WATER  HEATER 


Garrett,  Miller  & 
Company 

Electrical  Supplies 
Heating  and  Cooking  Appliances 
G.  E.  Motors 

N.  E.  Cor.  4th  and  Orange  Sts. 
Wilmington  - - - - Delaware 


A Store  for  . . . 

Quality  Minded  Folk 
Who  are  Thrift  Conscious 

LEIBOWITZ'S 

224-226  MARKET  STREET 
Wilmington,  Delaware 
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In  conditions  of  faulty  body  mechanics,  closer  together.  Therefore,  chronic  strain 

the  nonuse  of  the  abdominal  muscles  al-  of  the  muscles,  ligaments  and  joints  of  the 

lows  the  pelvis  to  rotate  downward  and  spine  and  pelvis  occurs. 

forward,  bringing  the  sacrum  up  and  back. 

, . r i i l Camp  Anatomical  Supports  have  an  ad- 

There  results  an  increased  forward  lumbar  r y . . 

...  , c * r u i lustment  by  means  of  which  their  lower 

curve  with  the  articular  facets  of  the  lum-  ' ’ 

, »i  , • * l t sections  can  be  evenly  and  accurately 

bar  spine  crowded  together  in  the  back.  / . ’ 

brought  about  the  major  portion  of  the 

The  dorsal  spine  curves  backward  with  bony  pelvis.  When  the  pelvis  is  thus  stead- 

compression  of  the  dorsal  intervertebral  ied,  the  patient  can  contract  the  abdominal 

discs  and  the  cervical  spine  curves  forward  muscles  with  ease  and  then  with  slight 

with  the  articular  facets  in  this  region  movement  straighten  the  upper  back. 

Relieving  back  strain  and  fatigue  due  to  faulty  body  mechanics  is  a feature  of  the 
Camp  Support  illustrated  and  other  types  for  Prenatal,  Postnatal,  Postoperative, 
Pendulous  Abdomen,  Visceroptosis,  Nephroptosis,  Hernia  and  Orthopedic  conditions. 

S.  H.  CAMP  AND  COMPANY  • JACKSON,  MICHIGAN 

World's  Largest  Manufacturers  of  Scientific  Supports 
Offices  in  New  York  • Chicago  • Windsor,  Ontario  • London,  England 


L SUPPORT 
MECHANICS 
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S&wtce 

Preparations  by  Luzier  are  selected  to  suit  the  individual's  cosmetic 
requirements  and  preferences  as  determined  by  the  answrs  to  a 
Selection  Questionnaire.  They  are  made  available  to  the  public 
by  Cosmetic  Consultants  who  assist  with  the  selection  of  suitable 
types,  shades,  and  variations  of  Luzier  preparations  and  suggest 
the  manner  of  application  to  obtain  the  best  results,  the  most  desirable 
cosmetic  effect 

Formulas  may  be  had  on  written  request  and  in  specific  cases,  when  there 
is  a history  or  suspicion  of  allergy,  materials  are  available  for  testing. 
Luzier's  Fine  Cosmetics  and  Perfumes  are  distributed  in  Delaware  by: 

META  MITCHELL 
701  West  10th  Street 
Wilmington  16,  Delaware 

Phone:  2-2502 


Invented  in  1861,  Hanger  Artificial 
Limbs  have  been  constantly  improved 
over  the  years.  Today,  the  Hanger 
Leg  is  recognized  as  one  of  the  world's 
finest  artificial  limbs. 

Hanger  Research  is  continually  develop- 
ing and  testing  new  ideas,  new  methods, 
and  new  materials.  From  these  efforts 
have  come  many  outstanding  achieve- 
ments, adding  greatly  to  the  comfort 
and  to  the  ever-increasing  utility  of 
the  limb.  Hip  control,  dural  light  con- 
struction, natural  action  joints,  the  flexi- 
ble foot,  are  a few  of  the  many  ad- 
vancements of  recent  years. 

The  many  Hanger  companies  in  many  key  cities 
throughout  the  United  States  are  constantly  study- 
ing, planning,  and  developing  new  improvements 
to  give  you  an  ever  better  artificial  limb. 


HANGERS 


ARTIFICIAL 
LIMBS 


334-336  N.  13th  Street 
Philadelphia  7,  Penna. 


DANFORTH 
DRUG  STORE,  Inc. 

124  MARKET  STREET 
WILMINGTON,  DEL. 

Prescription  Specialists 

Agents  for  all 

PRINCIPAL  BIOLOGICAL, 
PHARMACEUTICAL  AND 
GENERAL  HOSPITAL 
SUPPLIES 

Complete  and  Fresh  Stock 
Always  on  Hand 

We  Feature  CAMP  Belts 

EXPERT  FITTERS  OF  TRUSSES 

Phones:  5-6271  - 5-6272 
We  Deliver 
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PARKE 

Institutional  Supplier 
Of  Fine  Foods 

• 

COFFEE  TEAS 

SPICES  CANNED  FOODS 

FLAVORING  EXTRACTS 

• 

L.  H.  Parke  Company 

Philadelphia  - Pittsburgh 


Baynard  Optical 
Company 

Prescription  Opticians 

We  Specialize  in  Making 
Spectacles  and  Lenses 
According  to  Eye  Physicians’ 
Prescriptions 


5th  and  Market  Sts. 
Wilmington,  Delaware 


Freihofer's 

Enriched 
Perfect  Bread 

Vitamins 

Iron 

Minerals 

Fresh  from  the  oven 

made  in  Wilmington 


A Wilson  Home  Freezer 

for  healthful,  luxurious  living 

• • • 

Models  from  6 cu.  ft.  to  60  cu.  ft. 
on  display  at 

Diamond  Ice  & Coal  Co. 

827  Market  Street 


Blankets  — Sheets  — Spreads  — 
Linens  — Cotton  Goods 

Rhoads  Company 

Hospital  Textile  Specialists  Since  1891 
Alanufacturers  — Converters 
Direct  Alill  Agents 
Imports  — Distributors 
MAIN  OFFICE 

401  North  Broad  Street,  Philadelphia,  Pa. 
FACTORY 
Philadelphia,  Penna. 


Delaware  State  Medical  Journal 


XXV11 


« 


November, 


1948 


WHY  MANY  LEADING 
NOSE  AND  THROAT 
SPECIALISTS  SUGGEST 


Where  smoking  is  a factor  in  a throat  condition, 
the  physician  may  advise  "Don't  Smoke." 
But  where  the  patient  persists,  many  eminent 
specialists  suggest  "Change  to  Philip  Morris".  . . 
the  one  cigarette  proved  definitely  less  irritating.* ** 
Perhaps  you  too  will  find  it  advantageous 
to  suggest  to  your  throat  patients 
" Change  to  Philip  Morris."  For  your 
own  smoking  as  well,  Doctor,  in  fact  for  all 
smokers,  Philip  Morris  is  by  far  the  wisest  choice. 

PHILIP  MORRIS 

Philip  Morris  & Co.,  Ltd.,  Inc. 
119  Fifth  Avenue,  N.  Y. 


IF  YOU  SMOKE  A PIPE  ...  We  suggest  an 
unusually  fine  new  blend— Country  Doctor  Pipe 
Mixture.  Made  by  the  same  process  as  used  in 
the  manufacture  of  Philip  Morris  Cigarettes. 


*Co mpletely  documented  evidence  on  file. 

** Reprints  on  Request: 

Laryngoscope,  Feb.  1935,  Vo  I.  XLV , No.  2,  149-154,-  Laryngo « 
scope,  Jan.  1937,  Vo  I.  XLVII,  No.  I,  58-60;  F roc.  Soc.  Exp . 
Biol,  and  Med.,  1934,  32,241;  N.  Y.  State  Jcurn.  Med.,  Vol, 
35,  6-1-25,  No.  II,  590-592. 


Not  very  much:  (l)  When  the  baby  is  bun- 
dled to  protect  against  weather  or  (2)  when 
shaded  to  protect  against  glare  or  (3)  when 
the  sun  does  not  shine  for  days  at  a time. 
Mead’s  Oleum  Percomorphum  is  a pro- 
phylactic against  rickets  available  365^ 
days  in  the  year,  in  measurable  potency  and 
in  controllable  dosage.  Use  the  sun,  too. 


This  baby  s mother  learned 
about  Mead’s  Oleum  Percomor- 
phum  from  her  physician,  not  from 
public  advertising  or  displays. 

"Servamus  Fidem" 
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BACKGROUND 


Three  Decades  of  Clinical  Experience 

THE  use  of  cow’s  milk,  water  and  carbohydrate  mix- 
tures represents  the  one  system  of  infant  feeding  that 
consistently,  for  over  three  decades,  has  received  universal 
pediatric  recognition.  No  carbohydrate  employed  in  this 
system  of  infant  feeding  enjoys  so  rich  and  enduring  a 
background  of  authoritative  clinical  experience  as  Dextri- 
Maltose. 

DEXTRI-MALTOSE  No.  1 (with  2%  sodium  chloride),  for  normal  babies. 

DEXTRI-MALTOSE  No.  2 (plain,  salt  free),  permits  salt  modifications  by  the  physician. 
DEXTRI-MALTOSE  No.  3 (with  3%  potassium  bicarbonate),  for  constipated  babies. 

These  products  are  hypo-allergenic. 

DEXTRI-MALTOSE 

Please  enclose  professional  card  when  requesting  samples  of  Mead  Johnson  products  to  cooperate  in  preventing  their 

reaching  unauthorized  persons 

Mead  Johnson  & Company,  Evansville,  Ind.,  U.  S.  A. 


in  i ii  T 


Ampoules  T HF.F.I.I N in  Oil: 

0.1  mg.  1000  International  Units  Amp.  178 
0.2  mg.  2000  International  Units  Amp.  179 
0.5  mg.  5000  International  Units  Amp.  191 
1 mg.  10,000  International  Units  Amp.  182 

Ampoules  THEELIIS  Aqueous  Suspension: 

1 mg.  10,000  International  Units  Amp.  312 

2 mg.  20,000  International  Units  Amp.  304 
5 mg.  50,000  International  Units  Amp.  313 
Boxes  of  6 and  25  Amp.  312  Boxes  6 and  50 

Steri-Vial9® T heelin  in  Oil,  10  cc.  (1  mg.  per  cc.) 


THEELIN  has  the  distinction 
of  being  the  first  estrogen  isolated  in  pure 
crystalline  form  and  the  first  to  assume  clinical 
importance.  Moreover,  the  early  laboratory  and  clinical  work  with  THEELIN 
largely  formed  the  groundwork  for  the  entire  modern  concept  of 

estrogens  and  their  physiological  effects. 

Theelin 


(a  naturally -occurring  estrogen) 


Firmly  rooted 

in  endocrine  research,  THEELIN  has  had  a strong  sound 
growth  far  two  decades.  This  pioneer  estrogen  has  been 
successfully  employed  in  millions  of  doses.  Thorough  appraisal  of  THEELIN 
is  presented  in  its  bibliography,  which  now  consists  of  over  400  references 
in  scientific  publications  — impressive  evidence  that  THEELIN  produces 
specific  effects  in  relieving  symptoms  and  sequelae  of  both  the  natural  and 
the  artificial  menopause.  Being  a pure  crystalline  substance,  with  potency 
determined  by  weight,  THEELIN  is  100%  active  estrogen. 


PARKE,  DAVIS  & COMPANY  • DETROIT  32,  MICHIGAN 
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SALYRGAN  THEOPHYLLINE 

Brand  of  Mersalyl  and  Theophylline 


WINTHROP  STEARNS 


INC. 


New  York  13,  N.  Y.  Windsor,  Ont. 


Although  mercurial  diuretics  are  most  active  on 
parenteral  injection,  oral  administration  of  Salyrgan- 
Theophylline  tablets  is  usually  quite  satisfactory.  The 
method  is  of  distinct  value  when  injections  are  imprac- 
ticable, as  well  as  when  the  frequency  of  injections  is 
to  be  reduced.  Average  dose:  5 tablets  after  breakfast 
once  a week,  or  1 tablet  three  or  four  times  daily  on 
two  successive  days  of  the  week. 


Bottles  of  25,  100,  500 
and  1 000  tablets. 
Also  for  injection  — 
ampuls  of  1 cc.  and  2 cc. 


SALYRGAN,  trademark  registered 
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CAMP 


For  patients  of  intermediate  and  stocky  types  of  build. 


LUMBOSACRAL 

AILMENTS 

An  Orthopedic  Surgeon*  in 
writing  on  the  treatment  of 
lumbosacral  disorders  in  his 
book  Backache  and  Sciatic 
Neuritis  states  as  follows:  — 
“Every  patient  should  be  given 
prolonged  conservative  treat- 
ment before  radical  measures 
are  considered.  Non-operative 
treatment  consists  of  recum- 
bency in  bed,  the  application 
of  support  (adhesive  strapping 
and  belts  of  various  types) 
and  physical  therapeutic  meas- 
ures. When  backache  at  the 
lumbosacral  junction  is  un- 
controllable by  such  measures, 
a fusion  operation  is  recom- 
mended.” 


The  Camp  Support  (illustrated)  is  a practical,  comfortable  aid  in 
lumbosacral  disorders. 

The  side  lacing  adjustment  provides  a steadying  influence  upon  the 
pelvic  girdle  and  the  lumbosacral  articulation.  The  back  is  well  boned, 
resting  and  supporting  the  lumbar  spine. 

The  garment  is  easily  removed  for  physical  therapeutic  treatments. 


*Philip  Lewin,  M.  D.,  F.A.C.S. 

Backache  and  Sciatic  Neuritis, 

Chapter  XXXIX,  Page  5S0 

Published  1943  by  Lea  & Febiger,  Philadelphia 


S.  H.  CAMP  and  COMPANY*  JACKSON,  MICHIGAN 

World's  Largest  Manufacturers  of  Scientific  Supports 
Offices  in  New  York  • Chicago  • Windsor,  Ontario  • London,  England 
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Further  evidence  of  the  safety 
of  Benzedrine  Sulfate  therapy 

More  data,  showing  that  Benzedrine  Sulfate,  in  proper  dosage, 
produced  no  toxic  effects,  have  lately  been  published 
in  a study  by  Caveness.1 

He  gave  the  drug  for  14  consecutive  weeks  to  23  unselected 
hospital  patients  whose  ages  averaged  65  years.  Daily  dosages 
over  the  period  ranged  from  5 to  30  mg.  The  author  observes: 

. . no  significant  changes  were  noted  in  the  cardiovascular,  urinary, 
hematopoietic,  or  respiratory  systems  . . 

From  this  study,  it  would  appear  that  Benzedrine  Sulfate 
may  be  safely  used  in  the  treatment  of  depression  in  the  aged. 

1.  New  York  State  J Med.  47:1003 


Benzedrine*  Sulfate  tablets  • elixir 


( racemic  amphetamine  sulfate , S.K.F .) 

one  of  the  fundamental  drugs  in  medicine 


Smith,  Kline  & French  Laboratories,  Philadelphia 


•T.M.  Reg.  U.S.  I’at.  Off. 
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Experience  is  the  Best  Teacher 


John  William 
Ballantyne 

( 1861-1923 ) 

proved  it  in 
obstetrics 


Ballantyne,  in  his  early 

studies  of  anatomical  and 
pathological  conditions  found  in 
the  new-born,  sensed  the  value 
of  routine  prenatal  care  in  ob- 
stetrics. At  the  same  time,  other 
obstetricians  were  beginning  to 
realize  the  necessity  of  greater 
attention  during  the  ante  partum 
period  as  a result  of  their  investi- 
gations of  eclampsia.  It  remained 
for  Ballantyne,  however,  to  be 
the  first  to  establish  a clinic  for 
the  expectant  mother.  World- 
wide acceptance  of  his  concepts 
quickly  followed  Ballantyne's 
successful  experiences  in  prena- 
tal supervision. 


EXPERIENCE  IS  THE  BEST  TEACHER 
IN  CIGARETTES,  TOO! 

Yes.  experience  is  the  best  teacher  in  choosing  a cigarette! 
Millions  of  smokers  who  have  tried  and  compared  many 
different  brands  of  cigarettes  have  found  that  Camels  suit 
them  best. 

Try  Camels.  See  if  your  own  taste  doesn't  appreciate 
the  rich,  full  flavor  of  Camels.  See  if  your  own  throat 
doesn't  welcome  Camel’s  cool,  cool  mildness. 

Let  your  own  experience  tell  you  why,  with  scores  of 
smokers  who  have  tried  and  compared,  Camels  are  the 
“Choice  of  Experience.” 

.1  ccording  to  a ,\7f  I i»> n ni #/#<  surrey: 


More  JDoetors  Smoke  € L l At EJLS 

than  any  other  cigarette 

In  a nationwide  survey  by  three  independent  research  organizations.  113.597  doctors  were 
asked  to  name  the  cigarette  they  smoked.  More  doctors  named  Camel  than  any  other  brand. 
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may  be  retained  for  biafcbtty  new 


• Nutritional  authorities  warn  that  "the  possibility  of 
protein  deficiency  in  the  diets  of  children  has  received  some 
but  insufficient,  attention”  . . . and  that  children  "with 
normal  values  are  the  exception  rather  than  the  rule.””* 

• Many  progressive  pediatricians,  in  prescribing  formulas, 
standardize  on  the  high-protein  infant  food,  DRYCO  — 
since  it  represents  such  a rich  source  of  all  the  essential 
amino  acids.  DRYCO  is  also  characterized  by  a high-mineral 
low-fat  and  intermediate  carbohydrate  content  — with 
more  than  adequate  vitamins  A,  Bi,  Bj  and  D. 

It  is  quickly  soluble  in  cold  or  warm  water, 

and  may  be  used  with  or  without  added  carbohydrates. 

Special  processing  facilitates  digestion  by 

assuring  soft  curd  formation  in  the  stomach. 

:;<BOGERT,  L.  J . : Nutrition  and  Physical  Fitness,  4th  edition,  1943, 
Chapter  IX,  p.  22. 

**A.M.A.:  Handbook  of  Nutrition,  1943,  p.  360. 

BORDEN'S  PRESCRIPTION  PRODUCTS  DIVISION 

350  MADISON  AVENUE,  NEW  YORK  17,  N.  Y. 

DRYCO  is  made  from  spray-dried,  pasteurized,  superior  quality  whole  milk 
and  skim  milk.  Provides  2 500  U.  S.  P.  units  Vitamin  A and  400  U.  S.  P. 
units  Vitamin  D per  reconstituted  quart.  Supplies  31  Vz  calories 
per  tablespoon.  Available  at  all  drug  stores  in  1 and  2 Vi  lb.  cans. 
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middle  age 


mental  ease 


The  woman  in  the  climacterium  may  be  disturbed  by 
disquieting  thoughts  and  foolish  fears.  Such  mental 
anguish  is  oftentimes  allayed  when  the  physical 
symptoms  associated  with  declining  ovarian  function 
have  been  relieved. 

" Premarin by  bringing  about  remission  of  meno- 
pausal symptoms,  restores  mental  ease  in  a majority 
of  instances.  Furthermore,  there  is  a "plus"  in 
'‘'Premarin". . .the  gratifying  "sense  of  well-being" 
usually  experienced  by  the  patient  following  adminis- 
tration of  this  naturally  occurring,  orally  active  estrogen. 

Flexible  dosage  regimens  to  adapt  treatment  to  the 
particular  needs  of  the  patient  are  made  possible  with 
"Premarin"  Tablets  of  2.5,  1 .25,  or  0.625  mg.,  and 
liquid— 0.625  mg.  per  4 cc.  [one  teaspoonful). 

While  sodium  estrone  sulfate  is  the  principal  estrogen 
in  "Premarin,"  other  equine  estrogens. . .estradiol, 
equilin,  equilenin,  hippulin  ...are  probably 
also  present  in  varying  amounts  as 
water  soluble  conjugates. 


CONJUGATED  ESTROGENS  (equine) 


Ayerst,  McKenna  & Harrison  Limited  22  East  40th  Street,  New  York  1 6,  New  York 

v * • 4818 

*Estrogenic  Substances  (water  soluble)  also  known  as  Conjugated  Estrogens  (equine) 
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Normal  childhood,  a chance  to  compete  and  play  with  other  children  on  equal  terms — 
that  is  the  hope  and  prayer  of  petit  mal  victims,  and  their  parents.  And  that  is  the  cheer- 
ing prospect  v hich  Tridione  holds  forth.  Clinical  reports  show  that  a high  percentage  of 
cases  not  amenable  to  other  forms  of  therapy  react  favorably  to  Tridione.  In  one  study, 
Tridione  was  given  to  166  patients  with  petit  mal , myoclonic  jerks  and  akinetic  seizures  who 
had  not  been  benefited  by  other  medication.1  With  Tridione,  83%  showed  fewer  seizures. 

Some  of  the  patients  became  seizure-free  and  remained  so  even  after  Tridione  was  with- 
drawn. Similar  results  have  been  reported  by  other  investigators.  Thus  it  is  not  surprising 
to  find  Tridione  designated  as  the  drug  of  choice  in  the  petit  mal  triad.  Why  not  give  it  a 
trial  in  your  next  petit  mal  case?  You  may  obtain  Tridione  in  0.15-Gm.  Dulcet*  Tablets, 
in  0.3-Gm.  capsules,  and  in  a flavored  solution  containing  0.15  Gm.  per  fluidrachm.  For 
literature  on  Tridione,  just  drop  a line  to  Abbott  Laboratories,  North  Chicago,  Illinois. 

^Medicated  Sugar  Tablets,  Abbott.  T.M.  Reg.  U.S.  Pat.  Off. 


1.  Lennox,  W.  C.  (1947),  Tridione  in  the  Treatment  of  Epilepsy,  J.Amer. 
Med.  Assn.,  134:138,  May  10.  2.  Merritt,  H.H.  (1947),  Recent  Advance* 
in  the  Treatment  of  Epilepsy,  with  Particular  Emphasis  on  the  Use  of 
Tridione,  Arch.  Neurol.  A Psychiat.,  57:130,  Jan.  3.  Gibbs,  F.  A.  (1947), 

New  Drugs  of  Value  in  the  Treatment  of  Epilepsy,  Annals  Int.  Med., 
27:543,  Oct.  4.  Fetterman,  J.  L.,  and  Weil,  A.  A.  (1947),  Practical 
Aspects  of  Epilepsy  (with  special  consideration  of  epilepsy  in  children), 

Med.  Clin.  N.  America,  31:1273,  Sept.  5.  Liebert,  E.  (1947),  Treatment 
of  Neurological  Disorders  with  Tridione,  III.  Med.  J.,  91:311,  June. 


^Jrtdwne & 

(TRIMETHADIONE,  ABBOTT) 


mt 

P 


CORPORATIO 


BLOOMFIELD,  NEW 


"'Much  has  been  done,  much  remains  to 
do,  a way  has  been  opened,  and  to  the 
possibilities  in  the  scientific  development 
medicine  there  seems  to  be  no  limit’.' 
Sir  William  Osler,  Aequanimitas 

V.  , 

|$  yesterday’s  therapeutic  triumph 
leeomes  today’s  routine  procedure, 

k'. 

lysicians  everywhere  look  forward 
the  revelations  of  the  future, 
le  perfection  of  today’s  resources 
and  the  expedition  of  those  of 
tomorrow  are  the  unremitting  aims 
of  Schering  Corporation,  manufac- 
turers of  hormones,  chemotherapeutic 
agents,  x-ray  diagnostic  media  and 

.V.  ' - ' 

her  pharmaceutical  products. 


SCHERING 
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TWOFOLD  PROTECTION 

VAGINAL  JELLY 

Provides  the  patient  with  twofold  protection- 

1.  It  occludes  the  cervix  for  as  long  as  10  hours 

2.  It  immobilizes  sperm  in  the  fastest  time  recognized 
under  the  Brown  and  Gamble  technique 

The  crystal  clarity  and  agreeable  odor  of  “RAMSES”* 
Vaginal  Jelly t appeal  to  the  patient’s  esthetic  sense. 
There  is  no  better  product  available. 

COMPLETE  LITERATURE  TO  PHYSICIANS  ON  REQUEST. 

f Active  Ingredients:  Dodecaethyleneglycol  Monolaurate  5%;  Boric  Acid  1%, 
Alcohol  5%. 

gynecological  division 

JULIUS  SCHMID >,  Inc. 

423  West  35th  Street , New  York  19,  N.  Y 

quality  first  since  1883 


*The  word  "RAMSES" 
is  a registered  trademark 
of  Julios  Schmid,  Inc. 
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1376374 


PHILADELPHIA  3 PA 


Aqueous  Suspension 
of  Mineral  Oil^^ 
Plain  *ls 


Active 
Ingredient: 
Mineral  Oil  65%. 

DIRECTIONS:  Adults,  one  table- 
spoonful. Children  over  six  years 
old;  one  teaspoonful.  May  be 
thinned  with  water,  milk  or  fruit 
juice  if  desired. 

CAUTION:  To  be  taken  only  at 
bedtime.  Oo  not  use  at  any  other 
time  or  administer  to  infants, except 
upon  the  advice  of  a physician. 


SHAKE  WELL 
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Whai  Whim6  anti  JandeA- 

O/uPuict  Good  MuPutioih 


Often  perverted  food  attitudes  and 
abnormal  outlooks  regarding  foods  and 
nutrition  interfere  with  adequacy  in 
dietary  intake  or  are  responsible  for 
nutritionally  improper  eating  habits. 
Accordingly,  excessive  amounts  of 
foods  one-sided  in  nutrient  content  are 
consumed,  or  more  desirable  foods  are 
avoided,  to  the  detriment  of  the  nutri- 
tional health. 

When  such  dietary  whims  and  fan- 
cies rule,  the  delicious  supplementary 
food  drink,  Ovaltine  in  milk,  finds  spe- 
cial usefulness  for  readjusting  the  daily 


nutrient  intake.  Its  bounty  ol  nutrients 
virtually  assures  complementation  of 
inadequate  dietaries  to  full  allowances 
of  required  nutrients.  Its  flavorfulness 
induces  its  ready  acceptance  and  con- 
tinued use. 

Ovaltine  in  milk,  three  glassfuls 
daily,  supplies  the  abundance  of  essen- 
tial nutrients  itemized  in  the  accom- 
panying table.  Its  protein  is  biologically 
complete,  the  nutrients  dietetically  are 
well-proportioned;  and  it  is  quickly 
digested  and  assimilated  for  meeting 
metabolic  needs. 


THE  WANDER  COMPANY,  360  N.  MICHIGAN  AVE.,  CHICAGO  1,  ILL. 


Three  servings  daily  of  Ovaltine,  each  made  of 
Vl  or.  of  Ovaltine  and  8 oz.  of  whole  milk,*  provide: 


CALORIES 

. . 669 

VITAMIN  A . . . 

. . . 3000  I.U. 

PROTEIN 

. . 32.1  Gm. 

VITAMIN  Bi  . . . 

. . . 1.16  mg. 

FAT 

. . 31  5 Gm. 

RIBOFLAVIN  . . . 

. . . 2.00  mg. 

CARBOHYDRATE  . 

64.8  Gm 

NIACIN  

. . . 6.8  mg. 

CALCIUM  

. 1.12  Gm. 

VITAMIN  C . . . 

. . . 30.0  mg. 

PHOSPHORUS  . . . 

. 0.94  Gm. 

VITAMIN  D . . . 

. . . 417  I.U. 

IRON  

12  0 mg. 

COPPER  

. . . 0.50  mg. 

1 Based  on  average  reported  values  for  milk. 
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prolonged  action  The  effect  of  each  application  of  Privine  provides  t\vo  to  six  hours  of  nasal 
comfort,  thus  avoiding  the  inconvenience  of  frequent  fe-application. 


bland  and  non-irritating  Privine  is  prepared  in  an  isotonic  aqueous  solution  buffered  to  a pH 
of  6.2  to  6.3.  Artificial  differences  in  osmotic  pressure  between  solution  and  epithelium 
are  avoided;  stinging  and  burning  are  usually  absent. 


relatively  free  from  systemic  effects  Although  a sedative  effect  is  occasionally  noted  in 
infants  and  young  children  — usually  after  gross  overdosage  — Privine  is 
generally  free  of  systemic  effect.  1 he  absence  of  central  nervous  stimulation  permits 
the  use  of  Privine  before  retiring  without  interfering  with  restful  sleep. 


• CIBA  PHARMACEUTICAL  PRODUCTS.  INC.,  SUMMIT,  NEW  JERSEY 


Privine  0.05  per  cent  for  all  prescription  purposes;  0.1  per  cent  strength  reserved  for  office  procedures. 


PRIVINE  (brand  of  naphazoline)  Trade  Mark  Reg.  ll.S.  Pat.  Off. 
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In  Angina  Pectoris  the  incapacitating  symp- 
toms frequently  may  be  prevented  by  ap- 
propriately regulated  administration  of  a 
vasodilator  having  a sustained  effect.  This 
type  of  medication  may  be  indicated: 

FOR  THE  PERSON 

• who  suffers  “ indigestion ” and  “gas”  after  a 
heavy  meal. 

• who  is  compelled  to  stop  and  rest  when  climb- 
ing a flight  of  stairs. 

• who  is  stricken  with  precordial  pain  on  un- 
usual exertion  or  emotion,  or  when  exposed 
to  cold. 

The  vasodilatation  produced  by  Erythrol 


Tetranitrate  Merck  (Erythrityl  Tetrani- 
trate  Tablets  U.S.P.)  begins  about  15  min- 
utes after  administration,  and  lasts  from 
3 to  4 hours. 

Experience  has  shown  that  the  acute 
attack  of  anginal  pain  is  most  readily  re- 
lieved by  the  prompt  removal  of  the  pro- 
vocative factor,  and  by  the  use  of  organic 
nitrates  or  nitrites.  For  prophylactic  pur- 
poses— to  control  anticipated  paroxysms — 
the  delayed  but  prolonged  action  of  Ery- 
throl Tetranitrate  is  reported  as  especially 
useful.  Erythrol  Tetranitrate,  because  of  its 
slow  and  prolonged  action,  also  is  of  value 
for  preventing  nocturnal  attacks. 


ERYTHROL  TETRANITRATE 
MERCK 

(ERYTHRITYL  TETRANITRATE  U.  S.  P.) 

£)/ccf/t /e</ 

MERCK  & CO.,  Inc.  RAHWAY.  NEW  JERSEY 

. //., 


In  the  treatment  of  pernicious  anemia  it  is  important  to  re- 
store and  maintain  a normal  blood  picture.  Equally  impor- 
tant is  the  prevention  of  irreversible  neurological  changes. 

Injectable  Liver  Extracts,  Lilly,  provide  a one-product 
solution  for  the  treatment  of  pernicious  anemia.  With  suit- 
able doses,  not  only  is  the  red-blood-cell  count  maintained 
at  normal  levels,  but  central-nervous-system  degeneration  is 
prevented  as  well.  Fully  potent,  injectable  liver  extract  so- 
lutions are  available  in  strengths  of  1,  2,  5, 10,  and  15  U.S.P. 
units  per  cc. 

Complete  literature  is  available  from  Eh  Lilly  and  Com- 
pany upon  request. 


A "One -Product  Treatment" 
for  Pernicious  Anemia 


ELI  LILLY  AND  COMPANY,  INDIANAPOLIS  6,  INDIANA,  U.  S.  A. 


A 15  x 12  reproduction  of  this  Stevan  Dohanos  illustration 
is  available  upon  request. 
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Lilly  in  the  Republic  of  the  Philippines 


in  1906,  the  Medical  Department  of  the  Univer- 
sity of  the  Philippines  was  established.  The 
original  faculty  consisted  of  men  from  the  Bu- 
reau of  Science  and  other  men  from  the  best 
American  medical  schools.  Now  both  faculty 
and  staff  of  the  Bureau  of  Science  are  almost 
entirely  Filipino,  graduated  from  their  own  na- 
tional school.  Hospital  and  medical  services 
have  continued  to  improve,  with  more  emphasis 
placed  upon  medical  research.  Important  con- 
tributions may  be  expected  from  the  laboratories 
of  Filipino  medical  research  institutions. 

In  1926,  Eli  Lilly  and  Company  placed  its 
first  resident  representative  in  Manila.  Since  that 
date,  medical  research  centers  in  the  Republic 


of  the  Philippines  have  been  visited  regularly. 
Here,  as  elsewhere  in  the  world,  the  Lilly  Re- 
search Laboratories  offer  their  complete  re- 
sources for  the  practical  development  of  mutual- 
ly interesting  problems.  Through  the  teamwork 
of  pure  and  developmental  research  organiza- 
tions, new  and  improved  medication  becomes 
available  to  all. 
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PROCEEDINGS:  MEDICAL  SOCIETY  OF 
DELAWARE 

TUESDAY  MORNING  SESSION 
September  14,  1948 

The  159th  Annual  Session  of  the  Medical  Society 
of  Delaware  convened  at  9:45  o'clock.  Colony  Club, 
Rehoboth,  Dr.  Howard  S.  Riggins  of  Seaford,  Presi- 
dent, presiding. 

President  Riggin:  Will  the  meeting  come  to 

order? 

Will  everyone  please  stand?  The  Reverend 
Charles  R.  Leech,  rector  of  All  Saints  Episcopal 
Church  of  Rehoboth,  will  jmonounce  the  invo- 
cation. 

Dr.  Leech: 

Reverend  Charles  R.  Leech:  Almighty  God,  our 
Heavenly  Father,  in  whom  we  live  and  move  and 
have  our  being,  we  give  thee  thanks  for  the  gifts 
of  brain  and  heart  and  hand  thou  hast  bestowed 
upon  Thy  children.  We  thank  Thee  especially 
for  the  healing  art,  to  the  service  of  which  these 
gifts  are  used. 

Bless  this  meeting  and  the  purpose  for  which 
these  physicians  have  come  together.  Prosper 
their  deliberations  and  grant  that  out  of  that  which 
they  do  here  in  this  day,  thou  may  be  abundantly 
served.  The  work  of  Thy  kingdom  be  blessed  as 
these,  Thy  servants,  are  able  to  advance. 

Grant  that  all  may  be  done  to  the  honor  and 
glory  of  Thy  holy  name  as  each  brings  the  gift 
that  he  is  capable  of  bringing. 

We  ask  this,  with  Thy  continuing  blessing,  in 
the  name  of  Jesus  Christ,  our  Savior  and  Lord. 
Amen. 

President  Riggin:  It  is  now  my  pleasure  to 

introduce  Colonel  Carlton  Schaeffer,  the  Mayor 
of  Rehoboth,  who  will  deliver  the  address  of  wel- 
come. 

Honorable  Carlton  Schaeffer:  Mr.  President 

and  Members  of  the  Medical  Society  of  Delaware: 
Rehoboth  feels  signally  honored  that  your  organi- 
zation comes  here  for  its  159th  session.  We  know 
that  a great  deal  of  good  will  be  derived  from 
your  discussions  here  this  week.  You  are  meet- 
ing in  a town  that  is  always  ready  and  willing  to 
help  as  an  adjunct  in  fighting  the  various  diseases 
that  are  particularly  prevalent  with  mankind  to- 
day. 

For  your  information,  I might  say  that  during 
the  last  polio  drive,  Rehoboth  Beach  was  the  first 
community  of  any  size  in  the  State  of  Delaware 
to  complete  its  assignment  of  funds  to  be  raised, 
and  we  went  more  than  60  per  cent  over  the 
assigned  amount. 

I mention  that  to  show  that  you  are  not  with- 
out friends  here.  We  are  anxious  to  work  with 
the  medical  profession  at  all  times.  At  the  same 
time  we  are  very  proud  of  our  hospital  in  our 
sister  city  of  Lewes,  the  Beebe  Hospital.  We  feel 
that  they  are  doing  a fine  work,  and  Rehoboth 
always  wants  to  bear  its  share  of  that  responsi- 
bility. 

There  is  one  thing  on  the  minds  of  a good  many 
people  in  Rehoboth  today  which  will  help  you, 
I believe,  in  the  future.  We  are  working  for  a 
convention  hall.  Plans  are  progressing  very  nice- 


ly and  very  rapidly,  and  that  hall  is  being  designed 
to  seat  900  to  1200  people,  divided  into  sections 
where  various  organizations  can  divide  up  into 
their  sections  and  hold  their  meetings.  You  will 
have  excellent  exhibit  space.  I hope  that  within 
the  next  two  years  we  will  be  able  to  invite  you 
down  to  participate  with  us  in  the  first  year's  pro- 
gram in  our  new  hall. 

I happen  to  be  an  engineer,  and  they  are  sup- 
posed to  be  considered  pretty  rough,  crude  people 
at  times.  There  are  many  kinds  of  engineers,  as 
there  are  various  branches  of  the  medical  profes- 
sion. Sometimes  at  our  conventions  the  really 
rough  ones  go  astray  and  get  into  a little  trouble 
here  and  there.  We  don't  expect  that  the  doctors 
are  going  to  be  in  any  trouble  while  they  are  in 
Rehoboth.  but  should  some  of  our  gendarmes  run 
across  you  and  criticize  you  for  something  you  did. 
if  you  can’t  talk  yourself  out  of  it.  I hope  you  will 
call  on  me,  and  I will  give  you  all  the  benefit  that 
I can. 

Again.  1 want  to  welcome  you  here  on  behalf  of 
the  city  of  Rehoboth,  and  anything  we  can  do  for 
you  while  you  are  here,  or  at  any  other  time,  we 
hope  that  you  will  call  on  us.  Thank  you. 

President  Riggin:  The  first  scientific  paper  of 

the  morning  is  “Problems  in  Genito-Urinary  Diag- 
nosis and  Treatment  in  a Community  Hospital.” 
I take  great  pleasure  in  introducing  to  you  our 
speaker,  Dr.  Ervin  L.  Stambaugh,  attending  sur- 
geon of  the  Beebe  Hospital. 

Dr.  Stambaugh  then  read  his  prepared  paper, 
which  was  discussed  by  Drs.  L.  W.  Anderson  and 
B.  S.  Vallett. 

President  Riggin:  For  come  unknown  reason, 

which  I can’t  explain  at  this  moment,  1 overlooked 
the  report  of  the  House  of  Delegates.  Therefore, 
at  this  time.  Dr.  Gerald  A.  Beatty  will  give  us  the 
report  of  the  House  of  Delegates. 

. . . Secretary  Beatty  read  the  prepared  report 
(See  Transactions,  this  issue). 

President  Riggin:  At  the  last  moment  Dr.  Fred 
W.  Wittich,  of  Minneapolis,  found  it  absolutely 
impossible  to  get  here,  but  he  sent  his  paper  and 
slides,  and  Dr.  Charles  W.  Bancroft,  of  Wilming- 
ton, will  read  Dr.  Wittich’s  paper  and  show  the 
slides. 

. . . Dr.  Bancroft  then  presented  Dr.  Wittich’s 
paper  entitled  “The  Importance  of  Allergic  Dis- 
eases in  Medicine,”  which  was  discussed  bv  Dr. 
L.  C.  McGee. 

President  Riggin:  The  next  paper  is  “Ollice 

Gynecology,”  which  will  be  presented  by  Dr.  John 
B.  Montgomery,  Clinical  Professor  of  Gynecology, 
Jefferson  Medical  College. 

. . . Dr.  Montgomery  then  presented  his  address, 
which  was  discussed  by  Dr.  O.  V.  James. 

The  meeting  thereupon  adjourned  at  12:25 
o’clock. 


TUESDAY  AFTERNOON  SESSION 
September  I 4,  1 948 

The  session  convened  at  2:20  o’clock.  President 
Riggin  presiding. 

President  Riggin:  Gentlemen,  will  you  please 

take  your  seats? 

The  next  paper  will  be  by  Dr.  Hart  E.  Van 
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Riper  of  New  York,  Medical  Director  of  the  Na- 
tional Foundation  for  Infantile  Paralysis. 

. . . Dr.  Van  Riper  presented  his  prepared  paper, 
which  was  discussed  by  Drs.  A.  R.  Shands,  G.  J. 
lloines  and  E.  R.  Mayerburg  . . . 

President  Riggin:  The  next  paper  on  the  pro- 

gram is  “Factors  Which  Have  Contributed  to  the 
Low  Mortality  Rate  in  Obstetric  Practice,”  by 
Dr.  Thaddeus  L.  Montgomery,  Professor  of  Ob- 
stetrics and  Gynecology,  at  Jefferson. 

. . . Dr.  Montgomery  presented  his  prepared 
paper,  which  was  discussed  by  Drs.  Douglas 
Sanders  and  B.  S.  Vallett. 

President  Riggin:  The  next  paper  is  “Diagnosis 

and  Treatment  of  Foot  and  Hand  Eruptions,”  by 
Dr.  Clarence  S.  Livingood,  Professor  of  Derma- 
tology and  Syphilology,  Jefferson  Medical  College. 

. . . Dr.  Livingood  then  presented  his  address, 
which  was  discussed  by  Drs.  A.  D.  King  and  Law- 
rence Katzenstein. 

President  Riggin:  Our  next  and  last  speaker  of 

the  afternoon  is  Dr.  Russell  Wigh,  Assistant 
Radiologist  of  Jefferson  Hospital,  who  will  speak 
on  “Some  Limitations  of  Roentgen  Diagnosis.” 

. . . Dr.  Wigh  presented  his  prepared  paper, 
which  was  discussed  by  Dr.  Ira  Burns  . . . 

The  session  thereupon  adjourned  at  5:30  o’clock. 


WEDNESDAY  MORNING  SESSION 
September  15,  1948 

The  session  convened  at  10:15  o’clock,  President 
Riggin  presiding. 

President  Riggin:  The  meeting  will  please  come 
to  order. 

We  are  obliged  this  morning  to  eliminate  the 
first  paper,  the  paper  by  Dr.  Robert  R.  Layton, 
due  to  mechanical  conditions  over  which  we  have 
no  control. 

The  first  paper  of  the  morning  will  be  “The 
Management  of  Cardiac  Infarction — With  Empha- 
sis on  Recent  Trends,”  by  Dr.  Lawrence  S.  Carey, 
Associate  in  Medicine,  Jefferson  Medical  College. 
Dr.  Carey: 

. . . Dr.  Carey  then  presented  his  prepared  paper, 
which  was  discussed  by  Drs.  E.  R.  Miller  and 
J.  R.  Durham. 

President  Riggin:  The  next  speaker  on  the  pro- 
gram is  Dr.  Richard  T.  Smith,  Chief  Clinical  As- 
sistant in  Medicine  (Arthritis),  Jefferson  Medical 
College,  who  will  talk  on,  “Modern  Trends  in  the 
Treatment  of  Arthritis.” 

. . . Dr.  Smith  presented  his  prepared  paper, 
which  was  discussed  by  Dr.  E.  R.  Miller. 

Secretary  Beatty:  It  is  an  old  Delaware  Medi- 

cal Society  custom  at  this  point  in  the  state  con- 
ventions for  our  State  President  to  literally  drool 
pearls  of  wisdom  from  his  vast  wisdom  and  wide 
experience.  I hope  Dr.  Riggin  will  stray  from 
the  prepared  text  and  drop  a few  of  the  pearls 
which  he  so  easily  dispensed  last  night. 

I would  like  now  to  introduce  Dr.  Howard  S. 
Riggin,  who  will  talk  to  us  on  “The  General  Prac- 
titioner and  the  County  Medical  Society.” 

. . . President  Riggin  presented  Iris  prepared 
address,  which  was  published  in  The  Journal, 
October,  1948. 

President  Riggin:  Now,  gentlemen,  we  come 

to  a very  wonderful  part  of  the  program,  the 
election  of  a President  for  1949,  and  this  year  the 
Presidential  election  goes  to  New  Castle  County. 

Does  the  Chair  hear  a nomination  for  President 
of  the  Medical  Society  of  Delaware  for  the  year 
1949? 

Dr.  J.  D.  Niles:  Gentlemen,  it  is  my  honor  to 

nominate  the  incoming  President  of  the  Medical 
Society  of  Delaware.  Before  I do  so,  I wish  to  try 
to  impart  to  you  the  enormity  of  being  President 
of  the  Society.  It  is  our  greatest  gesture  in  the 


medical  profession  to  one  of  our  members  to  have 
him  as  our  State  President. 

To  be  eligible  to  be  President  of  the  Society 
does  not  mean  that  he  has  to  be  a man  who  has 
been  in  the  limelight,  a man  of  popularity,  any 
more  than  an  obscure  practitioner  who  has  spent 
his  years  faithfully  attending  the  ill,  carrying 
himself  at  a moral  standard  and  using  the  precepts 
of  medical  ethics.  He  is  just  as  eligible  as  a man 
who  lives  in  the  city  and  is  a great  specialist,  a 
very  great  surgeon,  or  the  head  of  a big  institution. 
Therefore  I say  that  when  we  select  our  President, 
it  is  a great  honor,  and  it  is  uniformly  distributed, 
as  far  as  applicant  is  concerned,  to  all  of  us. 

However,  the  requirements  to  be  our  President 
mean  that  we  cannot  hand  this  out  to  Tom,  Dick 
and  Harry,  and  the  younger  members.  They  have 
to  be  men  who  have  shown  their  integrity,  their 
sincerity,  their  faithfulness  to  our  Society  and  the 
medical  profession  and  the  people  that  they  attend. 

Therefore  there  isn’t  anything  that  I can  con- 
ceive that  is  a greater  compliment  than  to  extend 
to  one  of  our  members  the  selection  as  our  Presi- 
dent. 

We,  the  older  men  of  the  Society,  feel  the  value 
of  this,  and  that  is  the  reason  why  very  few  young 
men  of  our  Medical  Society  are  ever  selected.  It 
is  not  because  they  don’t  have  the  ability,  it  doesn’t 
mean  that  they  don’t  have  the  standards,  but  they 
haven’t  had  the  time  to  become  venerable  in  the 
Society.  And  I hope  that  in  the  future  we  will 
still  carry  on  the  same  ideas  of  feeling  that  a man 
who  is  to  become  President  of  our  Society  must 
be  a man  who  has  for  years  served  faithfully, 
lived  up  to  the  rules,  regulations,  of  our  medical 
ethics,  and  is  outstanding  in  character. 

I have  a man  of  this  type.  I have  a man  who 
has  been  in  our  community  for  over  30  years. 
He  has  built  one  of  the  finest  institutions  in  the 
United  States,  the  Delaware  State  Hospital.  He 
has  organized  and  run  that  institution,  put  it  on 
its  feet,  until  we  Delawareans  can  be  proud  of  it. 
It  is  accepted  over  our  nation  as  a first-class  in- 
stitution. 

I feel  that  this  candidate  that  I have  in  mind 
has  accomplished  this  more  or  less  single-handed. 
This  same  man  had  an  ideal  in  mind.  It  was  a 
health  center.  He  conceived  the  idea,  made  all 
the  arrangements  and  worked  hard  to  get  to  our 
governmental  heads  and  finally  succeeded  in  in- 
stituting what  is  known  as  the  Governor  Bacon 
Health  Center.  He  didn't  have  much  encourage- 
ment, but  he  was  persistent,  and  as  it  has  develop- 
ed, we  who  were  prejudiced  may  begin  to  realize 
that  it  is  going  to  be  another  great  and  outstand- 
ing feature  of  our  state. 

I wasn’t  particularly  enthusiastic  in  the  begin- 
ning, and,  in  fact,  I made  the  crack  once  or  twice 
that  I felt  perhaps  that  was  a costly  white  ele- 
phant that  we  were  going  to  have  on  our  hands. 
However,  I was  forced,  or  happened,  perhaps,  to 
sit  on  the  inner  ring  and  hear  what  the  develop- 
ments were  and  what  they  were  for,  and  I began 
to  realize  that  he  again  had  conceived  something 
that  would  make  Delaware  outstanding. 

I have  had  the  occasion  to  meet  with  leading 
physicians  of  the  United  States,  acting  as  a repre- 
sentative of  Delaware  to  the  National  Physicians 
Committee,  and  as  the  program  advanced,  there 
were  demands  for  reports  as  to  the  condition  of 
each  state.  Those  who  wanted  regimented  medi- 
cine had  put  in  reports  and  we  were  forced  to  put 
in  reports  to  combat  their  reports.  This  state  has 
been  surveyed  many  times,  and  every  report  that 
I gave — and  I have  had  many  of  the  physicians 
helping  me  in  getting  this  up— I am  happy  to  state 
that  our  state  from  all  standpoints,  such  as  the 
underprivileged,  hospitalization,  is  outstanding, 
and  it  is  of  very  little  interest  to  those  who  are 
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fighting  for  regimented  medicine,  because  there 
is  very  little  improvement  that  they  can  make  in 
the  State  of  Delaware,  and  the  only  thing  that  we 
have  to  do  with  respect  to  our  last  report  on  rural 
medicine  is  the  wording  of  it.  We  want  our  gram- 
mar to  be  right.  We  had  a special  committee 
and  did  so,  but  the  principle  of  the  report  was  the 
same,  that  we  are  in  very  fine  condition  here. 

In  explaining  that  I just  want  to  emphasize  the 
fact  that  this  Governor  Bacon  Health  Center  is 
another  indication  of  the  high  standards  of  the 
medical  profession  in  Delaware. 

There  is  one  other  thing  that  I want  to  state 
while  I am  here.  A year  ago  I made  the  state- 
ment that  Delaware  was  one  of  three  states  that 
hadn’t  contributed  to  or  made  any  effort  to  become 
a member  of  the  National  Physicians  Committee 
to  fight  regimented  medicine.  This  year  the  report 
came  back  that  it  stood  second  in  its  support  to 
this  action,  which  I think  is  highly  complimen- 
tary. We  stand  second  in  the  United  States. 

I don’t  want  to  prolong  this  oration,  but  I can’t 
overlook  telling  you  of  some  of  the  achievements 
of  the  man  I want  to  nominate.  In  the  first  place 
he  is  President  of  the  Board  of  Inspection  and 
Rating  of  the  Mental  Hospitals  of  the  United 
States  and  Canada.  He  is  chairman  of  the  Com- 
mittee on  Policies  of  the  American  Psychiatric 
Association,  a member  of  the  Council  of  the  Penn- 
sylvania Psychiatric  Association,  a member  of  the 
Board  of  the  Psychiatric  Foundation,  a member  of 
the  Board  of  the  National  Committee  for  Mental 
Hygiene. 

Gentlemen,  I take  great  pleasure  in  nominating 
Dr.  Tarumianz  for  President  of  the  State  Medical 
Society,  and  in  the  next  breath  I want  to  read  a 
telegram  from  one  of  our  friends:  “Dr.  J.  D. 

Niles,  Colony  Club.  Sorry  I cannot  be  with  you 
today  in  person  to  second  the  nomination  of  our 
good  friend  Dr.  T.  I take  this  method  to  do  so. 
He  is  a loyal  adopted  son  of  Delaware,  a phy- 
sician of  ability  and  character,  of  whom  all  of  us 
may  be  justly  proud.  He  has  served  medicine 
and  the  people  of  our  state  honorably  and  faith- 
fully for  a great  number  of  years.  He  richly 
deserves  the  honor.  Congratulate  him  for  me. 
Emil  R.  Mayerberg.” 

President  Riggin:  Gentlemen,  you  have  heard 

the  nomination  and  the  second. 

Dr.  C.  J.  Prickett:  It  is  a real  pleasure  for 

Kent  County  to  second  the  nomination  of  Dr. 
Tarumianz  as  President  of  the  State  Society,  an 
office  which  he  is  so  thoroughly  capable  of  holding. 

Dr.  Bruce  Barnes:  Sussex  County  takes  pleas- 

ure in  seconding  the  nomination  of  Dr.  Tarumianz 
as  President  of  our  State  Society. 

Dr.  C.  E.  Wagner:  Mr.  President,  I am  sure  that 

all  of  us  are  in  entire  agreement  with  w-hat  Dr. 
Niles  said  in  placing  the  name  of  Dr.  Tarumianz 
in  nomination  as  President  of  our  State  Society, 
and  seconded  that  we  accept  Dr.  Tarumianz 

by  acclamation. 

. . . The  motion  was  duly  seconded  . . . 

President  Riggin:  The  motion  has  been  made 

and  seconded  that  we  accept  Dr.  Tarumianz 

as  President,  and  that  the  Secretary  cast  one 
vote.  The  Chair  also  recognizes  the  three  seconds 
to  that,  and  I will  appoint  Dr.  Niles  and  Dr. 
Prickett  and  Dr.  Barnes  to  escort  the  President- 
elect to  the  platform. 

Has  the  Secretary  cast  that  vote? 

Secretary  Beatty:  The  vote  has  been  cast. 

President  Riggin:  Congratulations! 

President-Elect  Tarumianz:  Mr.  President  and 

Fellow-  Members  of  the  Society:  I hardly  know- 

how to  start,  in  humility,  to  accept  these  great 
honors  bestowed  upon  me.  I can  assure  you  that 
I will  try.  I will  give  my  heart  and  soul,  if  neces- 
sary, my  mind,  not  to  disappoint  you.  And  my 


endeavor  will  depend  entirely  on  the  support  from 
the  members  of  this  Society. 

Gentlemen,  thirty  years  of  service  has  taught 
me  one  thing:  that  you  must  have  the  cooperation 
of  your  fellow-men  to  achieve  success,  and  that 
you  must  not  become  disturbed  when  somebody 
opposes  you  in  your  endeavor  to  accomplish  some- 
thing for  humanity. 

As  you  all  know,  I have  fought  battles  many 
times.  It  hasn’t  been  an  easy  task.  I remember 
very  well,  about  six  months  after  I arrived  in 
Farnhurst,  I was  very  depressed,  sitting  with 
patients,  on  a Board,  and  trying  to  organize  my 
own  mind;  should  I adhere  to  my  tenacity,  per- 
severance and  stick  to  the  job,  or  should  i leave 
the  place  honorably,  without  disturbing  my  emo- 
tions? 

This  was  on  an  afternoon.  A few-  ladies  were 
visiting  friends.  They  saw  me  sitting  in  the  day 
room,  among  dilapidated  patients.  One  of  the 
ladies  approached  me  and  said,  “My  poor  young 
man”  — - I was  a young  man  — “are  you  really 
suffering  very  much  in  this  environment?  Could 
w-e  help  you?” 

So,  you  see.  the  psychiatrist  became  the  patient 
to  realize  w hat  patients  go  through  in  institutions. 
I,  for  one,  believe  that  mental  illnesses  have  not 
been  accepted  by  physicians  at  large  until  recent- 
ly. Now-  the  medical  profession  recognizes  that, 
after  all.  functional  illness  depends  entirely  on 
personality  makeup.  Certainly,  you  can’t  expect 
everyone  to  react  to  the  conditions  on  the  same 
basis.  Therefore,  each  individual  reacts  to  the 
environment  according  to  his  own  inherent  quali- 
ties of  personality.  That  is  axiomatic,  you  couldn’t 
fight  against  that. 

That  being  so,  how  dare  w-e,  as  human  beings, 
not  attempt  to  recognize  the  reaction  of  various 
individuals  so  endowred?  Why  should  I become 
upset  because  Mr.  X doesn’t  wish  to  recognize 
my  own  opinion? 

We  heard  today  about  heart  conditions,  that  it 
is  very  essential  that  we  do  not  excite  people  or 
create  any  undue  excitement?  Today,  in  psy- 
cosomatie  medicine  one  doesn’t  really  have  to  talk 
about  it.  That  is  also  axiomatic.  It  is  not  a 
theory.  It  is  accepted  by  the  majority  of  medical 
men  throughout  the  world. 

Gentlemen,  I wish  you  would  think  with  me 
for  just  a moment,  it  might  not  be  very  w-ise 
just  at  this  time  for  me  to  express  my  viewpoints 
in  regard  to  the  future,  but  we  should  attempt  to 
do  so.  We  have  used  w-ords  to  fight  against  an 
enemy  to  medicine,  socialized  medicine.  Words 
alone  will  never  be  a curative  factor  in  these  pro- 
cedures. 1 think  each  individual  should  attempt 
to  exercise  his  own  good  judgment  in  his  ow-n 
practice. 

If  men  and  women  in  the  community  will  con- 
tinue to  suffer  from  lack  of  proper  care  and  treat- 
ment, whether  it  is  due  to  lack  of  home  care  or 
hospital  care  is  immaterial  to  me,  they  are  going 
to  react  differently  than  you  and  I are  accustomed 
to  reacting,  because  of  our  previous  experiences 
in  our  social  structure.  Socialism  cannot  be 
fought  by  words.  It  must  be  fought  by  action. 
Preservation  of  our  capitalistic  life  forces  us  to 
use  good  common  sense,  not  to  deprive  people  of 
their  inherent  comforts  and  necessities  which  are 
adjuncts  to  their  existence. 

I have  been  inspecting  some  of  the  hospitals 
throughout  the  United  States,  mental  hospitals. 
What  I have  seen  is  not  describable.  What  you 
have  seen  in  magazines,  Life  and  others,  is  not 
sufficient  description,  because  they  can  never  de- 
scribe in  any  w-ay  the  misery  of  human  beings 
deprived  of  things  that  are  inherently  theirs. 

Just  imagine  your  child,  my  child,  having  early 
misconduct  because  of  misunderstanding  of  their 
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parents,  because  of  their  lack  of  concept  as  to  per- 
sonality reactions.  A child  is  treated  regardless 
of  his  inherent  qualities.  Therefore  he  grows  and 
grows,  becomes  a mature  human  being.  He  is  al- 
ready under  the  severe  reaction  of  his  previous 
experiences.  He  becomes  anti-social.  Do  you 
wonder  why  so  many  brilliant  men  become  devi- 
ated from  what  their  parents  were? 

There  is  reason  for  all  that.  They  are  not  just 
born  that  way.  Very  few  are  constitutionally  psy- 
chopaths, but  they  have  acquired  that  because  of 
their  environment,  because  of  misunderstanding, 
and  because  they  were  not  accepted  on  the  basis 
of  their  inherent  qualities  of  personality. 

So  let’s  fight  socialized  medicine  not  with  words 
but  let’s  give  the  patients,  regardless  of  their 
status,  a good,  kind  approach. 

Once  we  accept  that  it  is  the  duty  of  our  pro- 
fession to  assume  that  responsibility,  I wouldn’t 
worry  about  socialized  medicine.  There  will  never 
be  socialized  medicine  in  the  adjusted  capitalistic 
country.  Great  Britain  is  not  a well  adjusted 
capitalistic  country  any  more.  It  is  not  a choice, 
gentlemen,  between  a semi-capitalistic  and  a capi- 
talistic country  but  it  is  a choice  between  com- 
munism and  democracy.  I often  use  the  word 
“republicanism,”  because  the  word  “democracy” 
has  been  so  abused  by  totalitarian  countries  that  I 
hate  to  use  it  in  connection  with  our  profession. 
However,  let  us  use  human  approach  in  regard  to 
the  men  and  women  and  children  who  come  to 
our  offices. 

Thank  you  very  much  again.  I wish  to  ex- 
press my  deep  appreciation  for  this  great  honor, 
and  I can  assure  you  that  I will  try  to  be  your 
humble  leader  throughout  1949.  It  gives  me  dou- 
ble pleasure,  because  I intend  to  be  very  active  in 
the  newly  organized  Governor  Bacon  Health  Cen- 
ter, which  is  primarily  a preventive  medical 
center.  The  place  will  be  opened  October  28,  and 
you  all  will  be  invited  to  come  for  the  dedication 
of  the  center.  I hope  that  you  will  all  be  able  to 
be  present,  since  we  intend  to  show  you  not  only 
the  facilities  as  to  physical  conditions,  but  would 
like  to  show  you  what  we  mean  when  we  say  that 
by  spending  $1  million  a year  we  might  be  able 
to  save  many,  many  human  lives  from  that  which 
you  saw  recently  in  this  hall. 

Thank  you  again. 

President  Riggin:  The  meeting  is  adjourned. 

. . . The  session  thereupon  adjourned  at  12:35 
o’clock  . . . 


WEDNESDAY  AFTERNOON  SESSION 
September  1 5,  1 948 

The  session  convened  at  2:10  o'clock,  President 
Riggin  presiding. 

President  Riggin:  Will  the  meeting  please  come 
to  order? 

The  first  paper  of  the  afternoon  will  be  “The 
Use  of  Radioactive  Isotopes  in  Clinical  Medicine,” 
by  Dr.  John  L.  Bowers,  Chief,  Section  on  Medicine, 
Division  of  Biology  and  Medicine,  United  States 
Atomic  Energy  Commission,  Washington,  D.  C. 

. . . Dr.  Bowers  then  presented  his  prepared 
paper,  which  was  discussed  by  Drs.  H.  S.  Reed, 
J.  W.  Spies,  J.  W.  Howard  and  J.  W.  Hooker. 

President  Riggin:  The  next  paper  is  “Infectious 
Hepatitis,”  by  Dr.  W.  Paul  Havens  of  Philadelphia, 
Associate  in  Medicine,  Jefferson  Medical  College. 

. . . Dr.  Havens  then  delivered  his  address,  which 
was  discussed  by  Dr.  J.  W.  Howard. 

President  Riggin:  The  next  paper  on  the  pro- 

gram, “Delivery  of  Quadruplets  by  Caesarean  Sec- 
tion,” will  be  presented  by  Dr.  John  C.  Ullery  of 
Philadelphia,  Associate  in  Obstetrics,  Jefferson 
Medical  College. 

. . . Dr.  Ullery  then  presented  a motion  picture 
illustrating  his  subject. 


President  Riggin:  The  next  paper  is  “The  In- 

tensive Therapy  of  Syphilis,”  by  Dr.  Norman  R. 
Ingraham.  Jr..  Associate  Professor  of  Dermatology 
and  Syphilology.  University  of  Pennsylvania. 

. . . Dr.  Ingraham  then  presented  his  prepared 
paper. 

President  Riggin:  The  final  paper  is  “The  Po- 

tential Inguinal  Hernia,”  by  Dr.  Howard  L.  Reed, 
Assistant  Medical  Director,  Hercules  Powder  Co. 

. . . Dr.  Reed  then  presented  his  prepared  paper. 

President  Riggin:  This,  gentlemen,  brings  to  a 

close  our  1948  Annual  Session.  Our  essayists 
have  brought  to  us  papers  of  great  interest  and 
value,  and  we  take  pleasure  in  extending  to  all 
of  them  our  sincere  thanks.  Also,  we  wish  to 
thank  our  exhibitors  for  contributing  so  greatly 
to  the  success  of  our  meeting.  And  finally,  we 
thank  all  you  busy  doctors  for  your  presence  at 
our  various  meetings.  We  know  you  have  profit- 
ed a great  deal  by  coming  here. 

I want  to  take  this  occasion  to  thank  the  Society 
again  for  the  high  honor  it  has  conferred  on  me 
by  electing  me  its  President  for  the  year  1948. 
This  is  an  honor  I shall  always  cherish,  and  proud- 
ly remember. 

And  now,  if  there  be  no  other  business,  the 
Society  stands  adjourned. 

The  Society  then  adjourned  at  5:15  o’clock. 


TRANSACTIONS:  HOUSE  OF  DELEGATES 

September  13,  1948 

The  meeting  of  the  House  of  Delegates,  Medical 
Society  of  Delaware,  convened  at  9:00  o’clock, 
Monday  evening,  September  13,  1948,  at  the  Coun- 
try Club,  Rehoboth,  Delaware,  Dr.  Howard  S. 
Riggin,  of  Seaford,  President,  presiding. 

President  Riggin:  Will  the  meeting  please  come 
to  order,  gentlemen? 

We  will  now  have  the  roll  call. 

. . . Roll  Call  . . . 

Secretary  Beatty:  We  have  a quorum  and  you 
may  proceed,  Mr.  President. 

President  Riggin:  We  will  now  have  the  min- 

utes of  the  last  meeting. 

Dr.  Bruce  Barnes  (Seaford):  I move  the  read- 

ing of  the  minutes  be  dispensed  with. 

. . . The  motion  was  duly  seconded  . . . 

Secretary  Beatty:  Ordinarily,  the  reading  of 

the  previous  minutes  has  been  dispensed  with, 
as  the  minutes  have  been  printed  in  The  Journal. 

President  Riggin:  It  has  been  moved  and  sec- 

onded that  the  reading  of  the  minutes  be  dis- 
pensed with.  Those  in  favor  say  “Aye”;  opposed, 
“No.”  It  is  carried. 

Next  is  the  reports  of  the  officers. 

Report  of  the  President 

I have  very  little  to  report.  There  has  been 
no  legislation  this  year.  All  of  my  activities,  prac- 
tically, have  been  in  attending  committee  meet- 
ings throughout  the  state  and  things  of  that  kind. 

There  is  one  thing  about  which  I want  to  make 
some  remarks.  Last  3rear,  at  the  House  of  Dele- 
gates, they  decided  to  have  an  Executive  Secretary. 
The  part-time  Executive  Secretary,  Dr.  Bird,  was 
nominated  and  elected  at  the  office  of  Dr.  Taru- 
mianz,  and  I think  one  of  the  best  things  we  ever 
did  was  to  have  an  Executive  Secretary.  I don’t 
see  how  we  would  ever  have  functioned  this  year, 
with  Dr.  Beatty  going  into  the  Board  of  Health. 

I think  the  very  best  thing  they  ever  did  was 
being  successful  in  getting  the  services  of  Dr. 
Bird.  I don’t  know  how  we  ever  would  have 
put  this  meeting  on  down  here  if  we  hadn’t  had 
Dr.  Bird  on  the  job.  Nothing  has  been  neglected. 
All  of  our  correspondence  is  up  to  date.  All  of  the 
space  in  the  hall  where  we  are  going  to  have  our 
meetings  is  rented.  I hope  that  the  Society  will 
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never  again  try  to  go  along  without  an  Executive 
Secretary. 

There  has  not  been  too  much  for  the  President 
to  do  this  year  — there  being  no  legislation  — 
except  to  attend  dinners  and  committee  meetings 
here  and  there,  but  I think  you  will  find  that 
having  an  Executive  Secretary  has  been  the  best 
thing  the  Society  has  ever  done.  I can  see  already 
where  things  are  beginning  to  expand,  and  I 
feel  that  if  this  Society  wants  to  expand  more  it 
has  to  have  a larger  place  in  which  to  do  it.  1 
don't  know  how  successful  this  hall  here  in  Re- 
hoboth  is  going  to  be.  We  had  to  black  it  out. 
and  I think  we  will  be  able  to  regulate  the  tem- 
perature tomorrow  to  a certain  degree,  so  that  it 
is  not  too  hot,  but  I think  the  Society  should  look 
ahead  for  larger  quarters  for  our  state  meetings. 
The  Academy  of  Medicine  is  fine,  but  there  is  not 
room  there  for  much  display  for  any  of  these 
people  who  want  to  come  down. 

I hope,  too,  that  Dr.  Bird  will  see  fit  to  continue 
and  I hope  the  Society  will  see  fit  to  have  him 
continue,  because  without  him  we  would  have  sim- 
ply been  lost  down  in  this  part  of  the  country.  He 
has  attended  to  everything  — everything  is  up  to 
date,  all  the  correspondence  is  up  to  date.  We  are 
now  in  communication  with  many,  many  states, 
and  the  AMA,  and  so  forth,  which  we  never  did 
before,  simply  because  it  was  impossible  for  any 
one  man  who  has  a lot  of  work  to  do  to  attend  to 
this  work.  Some  of  the  secretaries  have  even  had 
to  give  up  the  job. 

So  I feel  that  the  success  the  Society  has  had 
this  year  is  not  due  to  any  work  of  mine  but  to 
the  fact  that  you  decided  last  year  to  have  an 
Executive  Secretary.  This  is  the  first  year  that 
he  has  been  in  operation,  but  I think,  as  you  go 
along,  you  are  going  to  see  it  is  one  of  the  best 
things  you  ever  did. 

We  will  now  have  a report  from  the  Secretary. 

. . . Secretary  Beatty  read  his  prepared  report, 
as  follows: 

Report  of  the  Secretary 

You  all  recall  that  at  the  last  session  of  the 
House  of  Delegates,  the  previous  two  Secretaries, 
Doctors  Munson  and  Hynes,  protested  vigorously 
that  the  volume  of  work  of  the  State  Secretary 
was  far  too  extensive  for  one  man  in  active  prac- 
tice. They  both  agreed  that  it  would  take  the 
equivalent  of  at  least  two  or  three  full  afternoons 
a week,  plus  secretarial  time,  to  do  justice  to  the 
position  which  has  a multitude  of  contacts  outside 
the  state,  largely  with  national  headquarters  and 
the  other  state  societies.  Accordingly  this  body 
authorized  a part-time  Executive  Secretary.  I 
beg  leave  to  report  that  this  position  has  been 
most  carefully,  efficiently,  and  courteously  filled 
by  Dr.  W.  Edwin  Bird  whom  you  appointed  and 
whom  I want  to  thank  now  most  gratefully.  His 
is  the  wisdom  and  organizational  experience  which 
I so  sadly  lack. 

The  routine  work  was  done  very  largely  by 
his  office.  There  is  very  little  to  report  aside  from 
this. 

Early  this  summer  national  headquarters  re- 
quested a representative  from  each  state  to  meet 
with  the  Council  of  National  Emergency  Medical 
Service.  Dr.  Riggin,  with  the  approval  of  the 
Board  of  Councilors,  appointed  Dr.  Victor  D.  Wash- 
burn to  attend  this  session  because  of  his  broad 
experience  in  this  field.  Dr.  Washburn’s  report 
will  be  read  later  to  this  body. 

Aside  from  this  I only  have  to  report  our  or- 
ganizational strength.  Our  membership  in  March 
of  this  year  was  303.  238  members  from  New 

Castle  County,  25  from  Kent  County,  and  40  from 
Sussex. 

Respectfully  submitted. 

G.  A.  Beatty,  Secretary 


President  Riggin:  You  have  heard  the  report 

of  the  Secretary. 

...  It  was  moved  and  seconded  that  the  report 
of  the  Secretary  be  accepted  . . . 

President  Riggin:  All  in  favor  say  “Aye” ; op- 

posed, “No.”  It  is  carried. 

We  will  now  have  the  report  of  the  Executive 
Secretary,  Dr.  Bird. 

Report  of  the  Executive  Secretary 

Your  Executive  Secretary  assumed  office  as  of 
March  1,  1947,  shortly  after  which  time  the  old 
records  were  delivered  to  his  office.  We  thought 
we  had  a fair  idea  of  the  amount  of  work  involved 
in  carrying  out  the  functions  of  this  office,  but  it 
exceeds  our  estimate  by  a considerable  amount. 
The  correspondence  with  the  various  bureaus  of 
the  A.  M.  A.,  with  other  State  Associations,  with 
the  Government,  with  physicians,  and  with  all 
kinds  of  organizations  and  persons  has  reached 
an  unexpectedly  large  volume  and  is  still  grow- 
ing. A very  large  backlog  of  unanswered  cor- 
respondence had  accumulated,  which  has  now 
been  cleaned  up. 

We  have  assembled  a program  of  scientific 
papers  and  social  features  for  this  Session  which 
we  hope  you  will  like  and  enjoy.  In  addition,  v7e 
have  made  the  first  serious  effort  to  build  up  a 
commercial  exhibit  that  will  be  a source  of  credit 
and  of  profit  to  our  Society.  We  have  sold  all  the 
spaces  planned,  and  we  are  happy  to  state  that 
the  revenue  therefrom  for  this  year  is  almost  four 
times  the  amount  of  any  previous  year. 

It  is  proper  at  this  point  to  thank  all  the  officers 
and  members  with  whom  we  have  had  official 
business  during  the  year.  Their  cooperation  has 
been  freely  given,  and  it  has  been  gratefully  ac- 
cepted. 

Respect  fully  submitted, 

W.  Edwin  Bird,  Executive  Secretary 

President  Riggin:  You  have  heard  the  report 

of  the  Executive  Secretary. 

...  It  was  moved  and  seconded  that  the  report 
be  accepted  . . . 

President  Riggin:  It  has  been  moved  and  sec- 

onded that  the  report  of  the  Executive  Secretary 
be  accepted.  All  in  favor  say  “Aye”;  opposed. 
“No.”  It  is  so  carried. 

We  will  now  have  the  report  of  the  Councilors. 
Report  of  the  Councilors 

Dr.  E.  L.  Stambaugh  (Lewes):  Dr.  Prickett 

isn't  going  to  be  here,  and  he  asked  me  to  give 
you  a verbal  report.  I will  ask  the  typist  and  the 
Secretary  to  await  his  written  report.  He  gave 
me  a few  notes. 

In  New  Castle  County  there  is  one  case  of  un- 
ethical practice  under  advisement,  and  it  is  to 
be  considered  by  the  Council  tomorrow. 

In  Kent  and  Sussex  Counties  everything  seems 
to  be  in  a healthy  state. 

With  regard  to  the  auditing  of  the  books,  we 
understand  that  there  is  an  auditor  this  year,  so 
we  can  okay  that  report  and  will  be  glad  to  do 
so  in  the  next  day. 

Dr.  J.  D.  Niles  (Middletown):  1 move  that  Dr. 

Stambaugh’s  report  be  accepted  as  it  stands,  and 
then  we  will  wait  for  further  reports. 

President  Riggin:  You  have  heard  the  motion. 

Is  there  a second? 

Dr.  Barnes:  1 second  it. 

President  Riggin:  Are  there  any  further  ques- 

tions? 

. . . Discussion  off  the  record  . . . 

President  Riggin:  There  is  a motion  on  the 

floor.  Dr.  Niles  has  made  the  motion  that  we  ac- 
cept the  report  as  presented  by  Dr.  Stambaugh. 
All  in  favor  say  “Aye” ; opposed,  “No.”  It  is 
carried. 
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Ur.  Lewis  B.  Flinn  (Wilmington):  I think  this 

ethical  matter  should  be  recognized  by  this  body. 
I therefore  move  you,  sir,  that  the  House  of  Dele- 
gates request  the  New  Castle  County  Medical 
Society  and  the  Council  to  expedite  their  investi- 
gation of  this  case. 

. . . The  motion  was  duly  seconded  . . . 

Dr.  Niles:  Why  don’t  you  include  in  that  the 

two  other  cases  we  have  in  this  state? 

President  Riggin:  They  are  lay  people. 

Is  there  any  question?  The  motion  has  been 
seconded.  All  in  favor  say  “Aye”;  opposed,  “No.” 
It  is  carried. 

We  will  have  the  report  of  the  Treasurer. 

. . . Secretary  Beatty  presented  the  Treasurer’s 
report  as  follows: 

Report  of  the  Treasurer 

Balance  in  checking  Account  Sept. 


23,  1947  $ 2,560.30 

Receipts 

County  Medical  Societies  $6,557.25 

Rental  of  booths  for  Annual 

Meeting  560.00 

Checks  for  dinner  at  Hotel 

Du  Pont  72.00 

Dividends  from  Farmers  Bank  105.00 


$7,294.25  7,294.25 


Expenditures 

Annual  meeting  672.76 

John  W.  Hynes  (Sect,  work)  112.50 

Edwin  Bird  (Traveling  ex- 
penses)   15.81 

Marjorie  Shearon,  Ph.  D 13.56 

Shearon  Medical  Legislative 

Service  15.00 

The  Letter  Shop  80.16 

Flowers  for  Dr.  Deakyne  10.26 

Stewart  Express  1.03 

Cedar  Tree  Press  24.25 

Victor  D.  Washburn  (Travel- 
ing Expenses)  96.77 

Flowers  for  Dr.  Speer  10.50 

W.  Edwin  Bird,  M.  D.,  Executive 

Secretary  1,295.40 

Collector  of  Internal  Revenue 

(Dr.  Bird)  134.40 

Secretary  for  Dr.  Bird  325.00 

Delaware  State  Medical 
Journal  530.00 


$ 9,854.55 


$3,337.40  3,337.40 


Balance  in  checking  account  9-1-48  $ 7,517.15 

3 $1,000.00  Series  F War  Bonds  3,000.00 

(May  1936) 


7 Shares  Farmers  Bank  of  Delaware  ....  2,800.00 

Defense  Fund 

Balance  Sept.  23,  1947  $3,681.43 


Interest  12-31-47  92.03  3,773.46 

Total  Assets  Sept.  1,  1948  $17,090.61 


Respectfully  submitted, 

W.  W.  Lattomus,  M.  D.,  Treasurer 

Dr.  Niles:  Is  there  any  federal  tax  on  any  of 

that? 

Secretary  Beatty:  I don’t  see  any  on  the 

report. 

Dr.  Niles:  Are  we  tax  free? 

Executive  Secretary  Bird:  Yes.  Washington 

brought  that  up  about  a year  ago  and  made  a 
ruling  last  November  that  this  was  a non-profit 
corporation  for  scientific  purposes  and  therefore 
tax  free.  It  is  something  we  ought  to  be  proud 
of,  because  some  of  the  states  have  been  ruled  to 


to  the  contrary  and  are  paying  taxes  on  their  in- 
come. 

President  Riggin:  You  have  heard  the  report 

of  the  Treasurer. 

Dr.  Niles:  I move  that  the  report  of  the  Treas- 

urer be  accepted. 

. . . The  motion  was  duly  seconded  . . . 

President  Riggin:  All  in  favor  say  “Aye”;  op- 

posed, “No.”  It  is  carried. 

Now  the  report  of  the  Committee  on  Scientific 
Work. 

Report  of  the  Committee  on  Scientific  Work 

Secretary  Beatty:  The  Committee  has  no  of- 

ficial report,  Mr.  President.  It  is  concerned  with 
the  arrangements  for  the  present  meeting,  and 
so  on. 

President  Riggin:  Next  we  have  Public  Policy 

and  Legislation,  Dr.  McDaniel. 

Report  of  the  Committee  on  Public  Policy 
and  Legislation 

Dr.  Joseph  McDaniel  (Dover):  Because  there 

was  no  meeting  of  the  Legislature  in  1948  there 
is  really  no  report  to  be  made  of  any  real  activity 
of  the  Committee  on  Public  Policy  and  Legislation. 

At  a meeting  of  the  Committee  today  we  felt 
that  it  would  be  well  for  the  next  committee  to 
report  on  medical  education  — I am  a member 
of  the  Examining  Board  — the  report  to  be  in- 
corporated in  the  report  of  the  Medical  Education 
Committee. 

With  regard  to  the  number  of  men  who  have 
been  received  by  the  Medical  Examining  Board 
and  Council  into  the  state  during  the  fiscal  year 
1947-48,  there  were  4 in  January,  1948,  2 by  reci- 
procity, (1  osteopath),  and  2 by  examinations. 
In  July,  1948,  there  were  6 by  reciprocity,  (1  osteo- 
path) and  18  by  examinations. 

The  important  thing  to  report  is  that  the  fees 
from  this  combination  of  reciprocity  and  exami- 
nation amounted  to  $1050  for  this  fiscal  year.  Be- 
fore that  it  amounted  to  somewhere  over  $2500 
for  fees  received  by  the  Examining  Board  or 
Medical  Council,  to  be  turned  into  the  treasury. 
Our  budget  is  $1600,  which  has  so  far  taken  care 
of  the  expenses  without  paying  any  of  the  Medi- 
cal Examining  Board  any  travel  expenses. 

We  are  not  asking  for  any  more  this  year,  be- 
cause we  think  we  had  better  let  things  rest  as 
they  are,  but  the  following  year  we  would  prob- 
ably ask  for  a budget  to  take  care  of  traveling 
expenses,  which  nobody  has  ever  received  since  I 
have  been  on  the  Board.  It  takes  about  all  of  the 
budget  to  take  care  of  the  usual  expenses. 

Dr.  Niles:  Does  that  budget  come  from  the 

state? 

Dr.  McDaniel:  Every  fee  that  we  collect  — $25 

for  examination  and  $100  for  reciprocity  — we 
turn  into  the  state.  We  have  a budget  of  $1600, 
which  goes  for  stenographic  expense,  stamps  and 
various  expenses,  which  is  just  about  eaten  up 
each  year. 

Dr.  Niles:  You  don’t  have  any  to  turn  back 

then? 

Dr.  McDaniel:  Every  cent  we  collect  is  turned 

over  to  the  treasurer  of  the  State  of  Delaware. 

I might  also  mention  here,  as  a report  which 
probably  should  come  from  this  committee,  that 
the  Board  of  Medical  Examiners  and  the  Council 
have  unanimously  recommended  that  we  have  a 
representative  for  the  next  Legislature. 

Dr.  Niles:  That  is  good  judgment. 

I move  that  the  report  of  the  Public  Policy  and 
Legislative  Committee  be  accepted. 

Dr.  Barnes:  I second  the  motion. 

President  Riggin:  It  has  been  moved  and  sec- 

onded. Those  in  favor  say  “Aye”;  opposed,  “No.” 
It  is  so  carried. 
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Next  is  the  report  of  the  Committee  on  Publi- 
cation. 

. . . Secretary  Beatty  read  the  prepared  report 
of  the  Committee,  as  follows: 

Report  of  the  Committee  on  Publication 

As  heretofore,  we  transmit  the  report  of  the 
Committee  in  two  parts:  (1)  that  of  the  Editor; 

and  (2)  that  of  the  Managing  Editor. 

Report  of  the  Editor 

We  are  nearing  the  end  of  Volume  20  of  the 
New  Series.  The  amount  of  material  published  is 
about  equal  to  that  of  Volume  19,  which  was  the 
largest  in  the  history  of  The  Journal.  Through 
the  excellent  cooperation  of  the  hospitals  and  of 
other  contributors,  together  with  the  papers  from 
our  Annual  Session  we  generally  have  a small 
surplus  of  materials  on  hand  — a healthy  con- 
dition which  we  hope  will  continue.  The  scientific 
value  of  the  material  contributed  by  our  own 
profession  in  Delaware  is  definitely  improving  - — 
another  healthy  condition  which  we  hope  will 
continue. 

Our  printers,  The  Star  Publishing  Company, 
again  deserve  a most  kind  word  for  their  con- 
tinued courtesies  and  efficiency,  and  to  their  en- 
tire staff  must  go  again  our  thanks. 

To  all  our  officers  and  members,  whose  con- 
tinued cooperation  sustains  us,  we  offer  our  grate- 
ful thanks  once  more. 

Respectfully  submitted, 

W.  Edwin  Bird,  Editor 

Report  of  the  Managing  Editor 

August  1,  1947  to  August  1,  194S 

A.  Checking  Account 
Checking  Account,  Wilmington  Trust 


Company,  August  1,  1947  $2,190.81* 

Receipts 

Advertisements  $7,104.11 

Bonus  on  ads  AMA  728.94 

Subscriptions: 

Med.  Soc.  Members, 

Present  Year  530.00 

Others  100.00 

Single  Copy  Sales  G.45 

Halftones  136.59 

Interest  on  War  Bonds  (These 
bonds  in  the  amount  of 
$3,502.38  were  purchased 
Dec.  10th,  1942)  S7.50 


Total  Receipts  $8,693.59 

Disbursements 

Printing  and  Mailing  Journal  $5,219.0S 

Postage  1.50 

Notary  Fees  .85 

Copyrighting  Journal  24.00 

Bonding  Stenographer  15.00 

Stationery  and  Supplies 81.75 

Editor’s  Salary  1,394.90 

Social  Security  and  Withhold- 
ing Tax  (Editor’s  Salary)....  135.20 

Salary  Stenographer  300.00 

Bound  Copies  of  Journal  41.50 


Total  Disbursements  $7,213.78 


Surplus  $1,479.81 


Balance  in  Checking  Account,  August 

1,  1948  $3,670.62 

B.  Savings  Account 
Savings  Account  Wilmington  Trust 

Co.,  August  1,  1947  $1,574.27 


Receipts 

Interest  on  Savings  Account  $15.00 


Total  Receipts  15.00 


Balance  in  Savings  Account,  August 

1,  1948  $1,589.27 


'July  1947  invoice  from  Star  Publishing  Co.  in  the 
amount  of  $434.03  was  subtracted  from  the  August  1, 
1947  balance  of  $2,624.84  making  the  starting  balance  in 
the  checking  account  as  of  August  1948,  $2,190.81. 


C.  War  Bonds 

U.  S.  War  Bonds  $3,502.38 

Purchased  December  10,  1942 
Balance,  August  1,  1948  $3,502.38 

Summary 

A.  Checking  Account  Balance  $3,670.62 

B.  Checking  Account  Balance  $1,589.27 

C.  U.  S.  War  Bonds  $3,502.38 


Grand  Total  (Accounts  A,  B,  and  C>  $8,762.27 
Respectfully  submitted, 

M.  A.  Tarumianz,  M.  D.,  Managing  Editor 

Accounts  Receivable 


Advertising  Bills  Due: 

Fraim’s  Dairies,  May  issue  $3.00 

Fraim's  Dairies,  June  issue  $3.00 

Fraim’s  Dairies,  July  issue  $3.00 

Halftone  Bills  Due: 


Dr.  I.  Slovin,  Wilm.  General 
Dr.  Silberblatt,  New  York 
Dr.  Safford.  New  York 

June  Issue  $55.50 


Total  Accounts  Receivable  $64.50 

Dr.  Niles:  That  makes  it  $5000  that  has  been 

spent  for  publications,  or  nearly  that. 

Dr.  M.  A.  Tarumianz  (Farnhurst):  May  I give 

an  explanation  to  our  learned  member? 

We  expended  during  the  year  $7213.78. 

Dr.  Niles:  For  publication? 

Dr.  Tarumianz:  For  publication,  and  we  re- 

ceived $8693.59,  leaving  a surplus  of  $1479.81. 

Balance  in  checking  account,  $3670.62,  because 
we  had  $2190  before. 

Dr.  Niles:  Oh,  you  did  have? 

Dr.  Tarumianz:  That  is  right. 

In  addition  to  that  we  have  a savings  account 
in  the  Wilmington  Trust  Company,  $1574.27.  We 
received  during  the  year  $15  in  interest,  making  a 
balance  in  the  savings  account  of  $1589.27. 

In  addition  to  that,  we  have  United  States  War 
Bonds,  $3502.38,  which  were  purchased  December 
10,  1942. 

Summary:  Savings  account  balance,  August 

14,  1948,  $1589.27;  checking  account,  balance  Au- 
gust 1,  1948,  $3670.62;  United  States  War  Bonds, 
$3502.38;  grand  total,  accounts  A,  B and  C,  avail- 
able at  the  moment,  is  $8762.27. 

In  addition  to  that  we  have  bills  to  collect,  that 
is,  bills  due  August  1,  $9  and  $55.50  from  doctors, 
which  makes  the  whole  $64.50. 

Dr.  Niles:  Thank  you.  We  should  all  know 

those  things  specifically,  because  it  costs  each  one 
of  us  quite  a little  sum,  and  I move  that  the  re- 
port be  accepted. 

. . . The  motion  was  duly  seconded  . . . 

President  Riggin:  It  has  been  moved  and  sec- 

onded that  the  report  be  accepted.  Those  in  favor 
say  “Aye”;  opposed,  “No.”  It  is  carried. 

The  report  of  the  Committee  on  Necrology,  Dr. 
Marshall. 

Report  of  the  Committee  oil  Necrology 

Dr.  William  Marshall,  Jr.  (Milford):  The 

reaper  has  been  very  heavily  laid  on  our  Society 
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since  our  last  meeting  and  we  have  lost  some  of 
our  very  active  and  influential  members. 

First  I have  to  report  the  passing  of  Dr.  Walter 
L.  Liefield.  of  Seaford,  on  the  30th  of  October, 

1947.  He  was  the  victim  of  cardiac  infarction. 

Dr.  Walter  C.  Deakyne,  of  Smyrna,  who  was  one 

of  our  former  Presidents,  on  the  11th  of  February, 

1948,  another  victim  of  cardiac  infarction. 

Dr.  Frank  G.  Lockwood,  of  Edge  Moor,  March 
9,  1948,  who  evidently  had  only  been  practicing 
in  our  state  for  about  seven  or  eight  months.  He 
was  admitted,  given  his  license  in  July,  1947,  and 
only  lived  to  enjoy  his  work  as  an  industrial 
surgeon  with  the  Du  Pont  Company  for  about 
seven  months  before  he  passed  on. 

Dr.  William  H.  Speer  of  Wilmington,  who  held 
many  different  positions  in  our  Society  — Presi- 
dent, Secretary  — for  quite  a few  years  and 
headed  a great  many  of  our  important  committees 
— - passed  on  suddenly  at  Delaware  Hospital  on 
May  3,  1948,  of  pneumonia.  Evidently  a myo- 
cardial weakness  took  him  off ; a few  days  after 
he  was  taken  ill  he  passed  on. 

Dr.  Joseph  M.  Barsky  of  Wilmington,  who  passed 
on  the  31st  of  July,  1948.  Dr.  Barsky  was  stricken 
at  the  Brandywine  Country  Club,  and  on  his  way 
to  the  hospital  evidently  had  a myocardial  or  a 
coronary  infarction,  passed  on  at  the  doors  of  the 
hospital.  Dr.  Barsky  was  Major  Surgeon  of  the 
190th  Anti-Aircraft  Regiment  and  was  very  promi- 
nent in  the  military  circles,  in  the  National  Guard, 
and  had  a splendid  record  as  a physician  in  the 
Second  World  War. 

The  last  one  that  we  have  to  report  is  Dr.  Persis 
F.  Elfeld-Bieringer,  who  on  the  26th  of  August, 
1948,  passed  on  very  suddenly  at  Concord  Pike. 
Dr.  Elfeld,  as  we  ail  knew  her,  was  for  a long- 
time assistant  to  Dr.  Tarumianz  at  Delaware  State 
Hospital  and  was  one  of  our  excellent  members. 

The  obituaries  of  all  these  doctors  and  their 
histories  have  or  will  be  printed  in  The  Journal  of 
the  Medical  Society  of  Delaware.  So  I won’t  trou- 
ble you  any  more  to  get  these,  but  I suggest  that 
our  Secretary  be  instructed,  if  it  hasn’t  already 
been  done,  to  send  our  condolences  and  so  forth 
to  the  ones  who  were  left  behind  by  the  doctors 
who  have  passed  on. 

Secretary  Beatty:  They  have  already  been  no- 

tified of  this  by  the  State  Society,  Dr.  Marshall. 

Executive  Secretary  Bird:  Mr.  President,  I 

move  the  House  arise  for  one  moment  in  memo- 
riiim. 

. . . The  members  arose  and  stood  in  silent 
tribute  . . . 

President  Riggin:  You  have  heard  the  report 

of  the  Committee  on  Necrology. 

Executive  Secretary  Bird:  I move  that  it  be 

accepted. 

Dr.  Flinn:  I second  the  motion. 

President  Riggin:  R has  been  moved  and  sec- 

onded. All  in  favor  say  “Aye”;  it  is  carried. 

We  will  now  have  a report  from  the  Woman's 
Auxiliary. 

. . . Secretary  Beatty  read  the  prepared  report, 
as  follows: 

Report  of  the  Woman’s  Auxiliary 

This  year  the  Woman’s  Auxiliary  to  the  Medical 
Society' of  Delaware  aimed  to:  increase  the  mem- 
bership, provide  educational  and  entertaining  pro- 
grams, to  organize  an  auxiliary  to  each  county 
Medical  Society,  revise  the  State  By-Laws,  and 
participate  in  any  endeavor  on  the  request  of  the 
Medical  Society  of  Delaware. 

The  Membership  Committee  exerted  greater  ef- 
forts to  enlarge  the  membership  and  twenty-five 
doctors’  wives  were  welcomed  to  our  organiza- 
tion. It  is  with  greatest  and  deepest  sorrow  that 
we  record  the  untimely  passing  of  Mrs.  Mildred 


Tomlinson,  the  First  President  of  our  State  Auxil- 
iary and  the  twelfth  National  President;  also  of 
Mrs.  Clyde  Neese,  one  of  our  members. 

The  Program  Committee  invited  other  Auxil- 
iaries and  clubs  to  the  May  meeting  at  the  Acad- 
emy of  Medicine  to  hear  Dr.  Alfred  R.  Shands’  ad- 
dress: “The  Care  of  Crippled  Children  in  Dela- 

ware." Later  a tea  and  social  hour  was  enjoyed 
by  our  guests  and  members. 

An  Auxiliary  to  the  New  Castle  County  Medical 
Society  has  been  organized,  officers  elected  and 
plans  made  for  the  year’s  work.  Auxiliaries  to 
Kent  and  Sussex  County  Medical  Societies  have 
not  been  organized,  but  I am  to  meet  with  the 
members  of  Sussex  County,  Monday,  September 
13,  to  organize  an  Auxiliary  to  the  Sussex  County 
Medical  Society. 

The  Revisions  Committee  has  prepared  By-Laws 
for  the  county  organizations,  also  revisions  to  the 
State  By-Laws. 

Dr.  W.  Edwin  Bird,  Delaware’s  Chairman  for  the 
Medical  Surgical  Relief  Committee,  Incorporated, 
of  New  York,  requested  the  Auxiliary  collect  Medi- 
cal and  Surgical  supplies  from  the  doctors’  offices 
and  send  them  to  New  York.  Our  members  are 
working  on  this  enterprise  and  will  continue  until 
each  doctor  has  been  contacted.  So  far  127  pounds 
have  been  sent  via  Railway  Express. 

It  was  my  privilege  to  attend  the  Annual  Meet- 
ing of  The  Woman's  Auxiliary  to  the  American 
Medical  Association  in  Chicago,  June  21-25,  194S. 
The  National  Organization  has  43,357  members, 
an  increase  of  7,347  over  the  previous  year. 
Auxiliaries  are  being  organized  in  Hawaii  and  re- 
quests have  been  received  from  Canada,  Chile, 
Switzerland,  and  India  regarding  the  mechanism 
of  an  Auxiliary  to  a Medical  Association. 

Through  the  cooperation  of  the  officers  and 
chairmen  of  the  committees,  also  the  loyalty  of  all 
members,  the  Woman’s  Auxiliary  to  the  Medical 
Society  of  Delaware  has  completed  another  year. 

Respectfully  submitted, 

Mrs.  George  C.  McElfatrick,  President 

President  Riggin:  You  have  heard  the  report 

of  the  Woman's  Auxiliary. 

Dr.  Niles:  I move  that  the  report  be  accepted. 

. . . The  motion  was  duly  seconded  . . . 

President  Riggin:  It  has  been  moved  and  sec- 

onded that  the  report  be  accepted.  All  in  favor 
say  “Aye”;  opposed,  “No.”  It  is  carried. 

We  will  now  hear  from  the  Special  Committees 
— the  Committee  on  Cancer. 

Secretary  Beatty  then  read  the  report,  as  fol- 
lows: 

Report  of  the  Committee  on  Cancer 

Your  Committee  on  Cancer  reports  that  it  has 
held  no  meetings.  It  reports,  however,  that  every 
member  of  the  committee  has  participated  active- 
ly and  faithfully  in  the  several  phases  of  cancer 
control  in  which  the  Medical  Society  of  Delaware 
is  so  vitally  interested. 

Some  of  our  committee  members  have  served 
on  the  Cancer  Advisory  Committee  to  the  State 
Board  of  Health,  all  are  members  of  the  Delaware 
Division  of  the  American  Cancer  Society,  nearly 
every  one  of  the  committee  members  participated 
in  the  planning  of  the  Cancer  Detection  Centers 
which  are  being  conducted  in  the  four  general  hos- 
pitals in  Wilmington  and  at  the  State  Board  of 
Health  center  at  Georgetown. 

These  Detection  Centers  are  supported  by  the 
Delaware  Division  of  the  American  Cancer  Societ}^ 
and  of  funds  contributed  to  the  Division  by  the 
people  of  Delaware  and  in  part  by  contributions 
from  those  who  are  examined  at  the  centers. 

The  examining  physicians  are  members  of  this 
Society  who  are  paid  a fee  for  their  services. 
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Those  who  are  found  to  present  evidence  of  any 
disease  are  referred  to  the  physician  or  hospital 
of  their  own  choice. 

We  believe  that  during  the  past  year  the  efforts 
of  this  Society  and  its  members  in  the  field  of 
cancer  control  have  been  fruitful  and  have  great 
promise  for  the  future. 

Respectfully  submitted, 

Victor  D.  Washburn,  Chairman 


being  used  in  all  stages  of  the  disease  with  ap- 
parent success  and  marked  advantages  over  the 
older  methods.  Gonorrhea  can  be  controlled  fre- 
quently by  one  injection  of  penicillin.  Thus, 
with  the  means  at  hand,  plus  cooperation  between 
all  concerned,  we  should  be  able  to  control  ven- 
ereal disease  within  the  near  future. 

Respectfully  submitted, 

Dana  D.  Burch,  Chairman 


Dr.  Hynes:  I move  the  report  be  accepted. 

Motion  seconded  and  carried. 

President  Riggin:  Next,  the  Committee  on  So- 

cial Hygiene,  Dr.  Burch. 

. . . Secretary  Beatty  read  the  prepared  report, 
as  follows: 


Report  of  the  Committee  on  Social  Hygiene 

The  Committee  on  Social  Hygiene  wishes  to 
take  this  opportunity  to  express  appreciation 
to  the  State  Board  of  Health  for  the  statistics 
tabulated  below. 

The  State  Board  of  Health  is  maintaining  13 
clinics  throughout  the  state  for  the  treatment 
of  venereal  disease.  New  cases  of  venereal  dis- 
ease uncovered  in  1947  through  the  clinics  are  as 
follows: 

Primary  and  Secondary  139 

Early  Latent  110 

Late  and  Late  Latent  70 

Congenital  13 

Not  stated  38 

Gonorrhea  197 

Chancroid  5 

Granuloma  Inguinale  1 

Lymphogranuloma  Venereum  3 

Total  582 


Treatment  and  Observation  Visits 


Syphilis  16,111 

Gonorrhea  1,155 

All  other  venereal  disease  138 


The  following  is  a tabulation  of  returned  ques- 
tionnaires submitted  to  physicians  regarding  new 
cases  of  venereal  disease  found  by  the  Serological 
Laboratory  of  the  State  Board  of  Health.  This 
data  is  also  for  the  calendar  year  1947. 

Primary  Late 

& Second-  Early  & Late  Con-  Not  Gonor- 


ary  Latent  Latent  genital  Stated  rrhea 

White 

Male  50  76  28  1 54  63 

Female  51  59  20  2 28  33 

Non-White 

Male  33  24  24  0 18  46 

Female  37  55  20  5 16  13 

Total  171  214  92  8 116  155 


From  July  1,  1947  through  June  30,  1948,  the 
State  Serological  Laboratory  made  33,409  Wasser- 
mann  tests  and  36,353  Kahn  tests.  There  were 
4,962  pre-natal  blood  examinations,  of  which  138 
or  2.8%  were  positive.  Pre-marital  serological 
examinations  were  4,230.  Of  this  group,  140  or 
3.3%  were  positive.  It  can  be  easily  seen  by  these 
figures,  that  case  findings  in  these  groups  are  of 
the  utmost  importance. 

Some  of  the  hospitals  in  the  State  are  now 
doing  serological  tests  on  all  private,  as  well  as 
ward  patients,  unless  specifically  ordered  other- 
wise by  the  physician  handling  the  case.  It  is 
advisable  that  all  hospitals  institute  this  pro- 
cedure. 

From  the  standpoint  of  education,  case  finding, 
and  treatment,  progress  is  being  made  by  the  pub- 
lic health  agencies  and  the  medical  profession  in 
the  handling  of  the  problem  of  venereal  disease. 
Penicillin  has  entered  the  field  in  the  treatment 
of  syphilis,  along  with  the  old  standbys.  It  is 


Dr.  Niles:  Mr.  President,  I wish  to  move  that 

we  accept  that  report,  and  in  the  same  breath,  1 
wish  to  compliment  the  individual  on  that  report. 
I feel  that  that  is  a fine  report,  one  of  the  best  we 
have  ever  received. 

President  Riggin:  You  have  heard  the  motion. 

Dr.  Barnes:  1 second  it. 

President  Riggin:  All  those  in  favor  say  “Aye”: 
opposed,  "No.”  It  is  carried. 

We  will  now  have  the  report  of  the  Committee 
on  Maternal  and  Infant  Mortality,  Dr.  Williams. 

Secretary-  Beatty-:  Dr.  Williams,  would  you 

like  to  read  your  report?  This  is  also  a very  good 
report.  1 complimented  him  in  a letter,  remind- 
ing him  I did  reeei\re  it.  It  shows  he  put  in  a lot 
of  time  on  it  and  Yve  appreciate  it. 

. . . Secretary  Beatty  read  the  prepared  report, 
as  follows: 

Report  of  tlio  Committee  on  Maternal  aiul 
Infant  Mortality 

Since  no  information  was  submitted  for  the  past 
several  years  due  to  generally  overworked  phy- 
sicians in  Delaware,  during  and  shortly  after 
World  War  II,  it  was  thought  that  this  report 
might  include  the  years  of  1946  and  1947.  The 
last  report  Yvas  published  in  1944.  At  that  time 
there  was  a total  of  5,140  Yvhite  births  with  a 
loss  of  204  infants  for  a mortality  rate  of  39.3, 
and  897  non-white  births  with  a loss  of  73  infants 
or  a rate  of  85.2. 

In  1946  for  the  entire  state  there  were  6,959 
births  — a birth  rate  of  24.5  and  in  1947  a total 
of  7,878  births  — a rate  of  27.5,  that  is  births  per 

1,000  population.  In  this  year  the  total  number 
of  infant  deaths  Yvas  200,  or  an  infant  mortality 
rate  of  28.7 ; and  in  1947,  232  infants  died,  giving 
a rate  of  29.4  — - i.  e.,  deaths  per  1,000  live  births. 

The  National  figures  covering  a comparable 
period  show 

1945  1946  1947 

Infant  mortality  rate  per 

1,000  live  births  38  34  33 

Maternal  mortality  rate  per 

1,000  live  births  1.9  1.5  1.3 

Thus,  the  infant  mortality  rate  in  Delaware  is 
well  below  the  national  a\-erage. 

An  analysis  of  the  figures  show  a rather  Yvide 
discrepancy  in  the  various  counties. 

In  New  Castle  County  in  1946  there  Yvere  90 
white  infant  deaths  and  27  colored  deaths  with  a 
mortality  rate  of  22.5  and  47.2  respectively.  In 
Kent  County  there  were  21  white  infant  deaths 
and  3 colored  with  rates  of  32.3  and  20.3  respec- 
tively. And  in  Sussex  there  were  28  white  infant 
deaths  and  21  colored  with  rates  of  32.6  and  86.7 
respectively. 

In  1947  for  New  Castle  County  there  were  120 
Yvhite  infant  deaths  and  23  colored  with  rates  of 
26.7  and  37.7  respectively.  In  Kent  County  21 
white  infant  deaths  and  8 colored  with  rates  of 
29.4  and  46.5  respectively.  In  Sussex  County 
there  Yvere  33  Yvhite  infant  deaths  and  15  colored 
with  rates  of  33.0  and  52.0  respectively. 

In  1946  in  NeYv  Castle  County  there  were  phy- 
sicians in  attendance  at  99%  of  Yvhite  births  and 
98%  of  these  Yvere  delivered  in  a hospital,  yy  it li 
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88%  attended  by  physicians  and  85%  delivered 
in  hospitals. 

In  Kent  County  in  1946  — 96%  of  white  women 
were  attended  by  physicians  and  83%  delivered 
in  hospitals;  and  37%  of  colored  women  with 
physician  in  attendance  and  16%  delivered  in 
hospitals. 

In  Sussex  County  in  1946,  97%  of  white  women 
were  attended  by  physicians  and  67%  were  de- 
livered in  hospitals;  and  37%  of  colored  women 
with  physicians  in  attendance  and  12%  delivered 
in  hospitals. 

In  1947  in  New  Castle  County  99.7%  of  white 
women  were  attended  by  physicians  and  98%  de- 
livered in  hospitals  with  93%  of  colored  women 
with  physicians  in  attendance  and  86%  delivered 
in  hospitals. 

In  Kent  County  in  1947  — 96%  of  white  women 
were  attended  by  physicians  and  87.5%  delivered 
in  hospitals;  with  41%  of  colored  women  attended 
by  physicians  and  22.6%  delivered  in  hospitals. 

In  Sussex  County  in  1947  — 98%  of  white 
women  were  attended  by  physicians  and  82%  de- 
livered in  hospitals,  with  28%  of  colored  women 
attended  by  physicians  and  13%  delivered  in  hos- 
pitals. 

The  above  figures  would  suggest  that  increasing 
t lie  percentage  of  maternity  cases  delivered  under 
a physician’s  supervision  and  with  the  advantages 
of  hospital  care  might  be  instrumental  in  lower- 
ing the  much  greater  infant  mortality  in  the  col- 
ored race. 

The  total  number  of  still  births  in  1946  was 
147;  with  108  in  white  with  a rate  of  19.6  and 
39  in  the  colored  with  a rate  of  40.5.  In  1947  the 
total  was  155,  with  111  in  whites  and  with  a rate 
of  17.8  and  44  in  the  colored  with  a rate  of  41.1. 
Without  more  positive  information  as  to  the  cause 
of  still  births  by  autopsy  or  other  means  it  is  im- 
possible to  draw  conclusions  from  these  figures, 
except  to  note  the  wide  variation  in  the  rate  of 
still  born  infants  between  white  and  colored 
women. 

In  1946  there  were  7 maternal  deaths,  6 white 
and  1 colored  with  a rate  of  1.0.  The  causes  of 
death  were  listed  as  follows: 


Abortion  without  infection 1 

Ectopic  gestation  without  infection  1 

Albumenuri  and  nephritis  of  pregnancy....  1 

Puerperal  embolism  and  sudden  death  2 

Other  puerperal  toxemias  1 

Unspecified  1 


In  1947  there  were  8 maternal  deaths,  7 white 
and  1 colored  with  a rate  of  1.1.  The  causes  are 
listed  as  follows: 


Abortion  with  infection  1 

Hemorrhage  of  child  birth  1 

General  or  local  puerperal  infection  1 

Puerperal  embolism  and  sudden  death 2 

Puerperal  albumenuria  and  nephritis  1 

Other  accidents  and  unspecified  conditions 
of  child  birth  2 


The  above  figures  show  a rather  remarkable 
record  with  respect  to  colored  women,  the  vast 
majority  of  whom  are  delivered  by  midwives  in 
Kent  and  Sussex  Counties.  It  would  be  interest- 
ing to  note  the  effect  of  early  ambulation  in  post- 
partum women  as  a preventive  measure  in  reduc- 
ing the  number  of  sudden  deaths  from  embolism. 

The  total  number  of  premature  births  in  1946 
was  408,  and  in  1947  was  471.  This  was  a large 
factor  in  increasing  the  infant  mortality  as  there 
were  S3  deaths  in  1946  from  prematurity  out  of  a 
total  of  200  from  all  causes;  and  100  in  1947  out 
of  a total  of  232  from  all  causes. 

Congenital  malformations  accounted  for  28 


deaths  in  1946  and  the  same  number  in  1947.  The 
remaining  number  of  deaths  in  each  year  was 
mainly  due  to  acute  infections  and  accidents. 

The  figures  would  indicate  that  there  is  still 
much  to  be  done  in  reducing  infant  deaths  from 
prematurity,  in  carrying  pregnancies,  if  possible 
to  the  limit  of  viability  and  in  improved  care  of 
premature  infants. 

Respectfully  submitted, 

Arnold  H.  Williams,  Chairman 

President  Riggin:  You  have  heard  the  report, 

gentlemen. 

Dr.  Niles:  I move  it  be  accepted. 

. . . The  motion  was  duly  seconded  . . . 

President  Riggin:  It  is  moved  and  seconded 

that  the  report  be  accepted.  Those  in  favor  say 
“Aye”;  opposed,  “No.”  It  is  carried. 

Dr.  Flinn:  It  is  a very  excellent  report. 

President  Riggin:  Next,  the  Committee  on 

Tuberculosis. 

. . . Secretary  Beatty  read  the  prepared  report, 
as  follows: 

Report  of  the  Committee  on  Tuberculosis 

Your  Committee  on  Tuberculosis  wishes  to  sub- 
mit the  following  report  for  the  past  fiscal  year 
from  July,  1947  to  June  30,  1948  inclusive: 
TUBERCULOSIS  MORTALITY  — DELAWARE 
July  1,  1947  to  June  30,  1948 


Population 

Number  of 

Rate  per 

deaths 

100,000 

population 

Wilmington,  City — 

White  

101,101 

47 

46.4 

Non-White  

16,128 

19 

117.8 

Total  

117,229 

66 

56.3 

New  Castle  County  Inc. 

Wilmington — 
White  

172,226 

59 

34.2 

Non-White  

22,159 

29 

130.8 

Total  

194.385 

88 

45.2 

Kent  County — 

White  

30,054 

7 

23.3 

Non-White  

6,466 

5 

77.3 

Total  

36,520 

12 

32.8 

Sussex  County — 

White  

48,095 

18 

37.4 

Non-White  

10,002 

8 

79.9 

Total  

58,097 

26 

44.7 

State  Resident — 

White  

250,375 

86 

34.3 

Non-White  

38,627 

43 

111.3 

Total  

289,002 

129 

44.6 

Non-Resident — 

0 

Non-White  

2 

Total  

2 

Resident  & Non- 

Resident — 
White  

250,375 

86 

34.3 

Non-White  

38,627 

45 

116.5 

Total  

289,002 

131 

45.3 

During  this  same  period  we  had  the  following 
morbidity  report: 

The  Number  of  Tuberculosis  Cases  by  Race 
and  Sex  — Delaware 


White 

Male  93 

Female  80 

Non-White 

Male  41 

Female  40 

Total  254 


The  average  daily  population  of  Brandywine 
Sanatorium  was  115.3.  There  were  127  admissions 
of  which  73  were  male  and  54  female.  During 
this  same  period,  there  were  129  discharges  of 
which  71  were  male  and  58  female.  At  Edgewood 
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Sanatorium  there  were  71  admissions  and  72  dis- 
charges. 

Through  the  State  Board  of  Health  Chest  Clinics, 
there  were  3560  examinations  made  of  which  1843 
were  first  visits  to  the  clinic.  Of  these  1843  first 
visits,  47  were  found  to  have  Active  Tuberculosis 
and  56  had  Inactive  Tuberculosis,  as  well  as  998 
contact  examinations. 

Tuberculin  testing  of  the  contacts  under  14 
years  of  age  continues  to  be  done  in  these  clinics. 

The  Delaware  Anti-Tuberculosis  Society  con- 
tinues to  cooperate  with  the  State  Board  of  Health 
in  Tuberculin  Testing,  X-raying  and  Fluoroseop- 
ing.  Three  fluoroscopes  are  maintained  by  the 
Society  in  the  Health  Centers  in  Dover,  Laurel, 
and  Georgetown.  The  Society  cooperated  with 
the  State  Health  Department  in  the  operation  of 
the  X-ray  Mobile  Unit.  During  the  past  fiscal 
year,  this  Mobile  Unit  took  a total  of  15297  x-rays 
which  included  the  following: 


Schools  9,453 

Industries  893 

Significant  Cases  Found  371 

Community  Surveys  609 

Bank  Employees  560 

Food  Handlers  3,424 

Miscellaneous  371 


On  April  26  of  this  year,  the  Society  opened  its 
x-ray  diagnostic  clinic  in  the  Buckner  Building. 

With  modern  14  x 17  equipment,  this  project 
is  filling  a long  needed  service  for  Wilmington 
and  vicinity.  The  suspicious  cases  found  by  the 
Mobile  Unit  in  the  Wilmington  area  are  referred 
to  this  clinic  for  a larger  confirming  film;  pre- 
employment food  handlers  referred  by  the  Wil- 
mington City  Health  Department;  patients  re- 
ferred from  the  State  Health  Center;  and  patients 
referred  by  physicians  who  are  unable  to  pay  for 
an  x-ray.  The  films  are  interpreted  by  Dr.  L.  D. 
Phillips  and  Dr.  Alfred  Dietrich,  and  the  findings 
are  reported  to  the  individual’s  family  physician. 
More  than  800  films  have  been  taken  since  this 
service  opened. 

The  Society  cooperates  with  the  Delaware  State 
Board  of  Vocational  Education  in  a rehabilitation 
program  in  the  sanatoriums  and  also  for  discharg- 
ed patients.  A health  education  service  is  main- 
tained throughout  the  year  in  the  city  and  county 
schools.  In  1947,  the  Society  approved  the  assis- 
tance to  Delaware  hospitals  wishing  to  make  a 
chest  x-ray  a routine  procedure  for  all  personnel 
and  patients.  The  first  such  unit  was  installed 
in  the  Memorial  Hospital  in  Wilmington. 

Nineteen  children  received  care  at  Sunnybrook 
Cottage.  In  cooperation  with  the  Wilmington 
Visiting  Nurse  Association,  bedside  nursing  care 
was  provided  for  36  indigent  patients. 

Respectfully  submitted, 

L.  D.  Phillips,  Chairman 

President  Riggin:  You  have  heard  the  report. 

Dr.  Niles:  I might  add  to  that  report  by  say- 

ing that  due  to  the  fact  that  it  is  necessary  to  do 
so  much  reading,  and  the  reports  were  coming 
back  a little  slowly,  the  State  Board  of  Health  has 
made  arrangements  for  the  reading  of  these  films 
to  he  done  in  Philadelphia  and  we  will  be  able  to 
get  quicker  results.  I think  that  is  being  carried 
out  now. 

I move  that  the  report  he  accepted. 

Secretary  Beatty:  I might  say,  as  an  inter- 

ested person  in  Wilmington,  that  I think  that  is 
wise,  because  it  certainly  burdened  Dr.  Phillips 
and  Dr.  Dietrich,  so  that  they  couldn’t  do  other 
work. 

Dr.  Niles:  They  were  jammed  up.  We  made 

arrangements  with  the  Phipps  Institute  to  read 
the  reports  at  once,  so  that  the  doctors  in  the  state 


will  be  able  to  get  their  reports  much  sooner  than 
they  have  in  the  past. 

President  Riggin:  Do  I hear  a second? 

. . . The  motion  was  duly  seconded  . . . 

President  Riggin:  It  is  moved  and  seconded 

that  the  report  be  accepted.  All  in  favor  say 
“Aye”;  opposed,  “No.”  It  is  carried. 

Next  is  the  Committee  on  Medical  Economics 
and  Public  Relations. 

. . . Secretary  Beatty  read  the  prepared  report, 
as  follows: 

Report  of  the  Committee  on  Medical  Economies 
and  Public  Relations 

This  year  is  not  a legislative  one  in  Delaware. 
There  has  been  much  material  relating  to  National 
Medical  Affairs.  All  this  has  been  handled  by  the 
Delaware  Society’s  Executive  Secretary;  he  reply- 
ing to  communications  or  not  as  he  deemed  neces- 
sary. 

Respectfully  submitted, 

G.  W.  K.  Forrest,  Chairman 

President  Riggin:  You  have  heard  the  report. 

Dr.  Niles:  I move  the  report  be  accepted. 

. . . The  motion  was  duly  seconded  . . . 

President  Riggin:  Those  in  favor  say  “Aye”; 

opposed,  “no.”  It  is  carried. 

Next  is  the  Committee  on  Revision  of  By-Laws. 

. . . Secretary  Beatty  read  the  prepared  report, 
as  follows: 

Report  of  the  Committee  on  Revision 
of  By-Laws 

Your  committee  had  expected  that  a revised 
draft  of  By-Laws  for  the  Society  would  be  ready 
in  time  to  be  acted  upon  by  this  meeting  of  the 
House  of  Delegates.  However,  at  the  request  of 
the  Legal  Department  of  the  A.  M.  A.,  we  waited 
until  after  the  June  meeting  of  the  A.  M.  A.  House 
of  Delegates,  which  was  expected  to  make  certain 
changes  in  their  By-Laws,  and  some  changes  were 
made.  We  have  not  yet  received  official  copies 
of  these  changes,  which  prevented  us  from  re- 
vamping the  proposed  Delaware  By-Laws  in  time 
to  be  sent  to  each  County  Society  two  months  in 
advance  of  this  Session.  Consequently,  the  mat- 
ter will  have  to  be  held  in  abeyance  until  the  next 
Session. 

Respectfully  submitted, 

W.  Edwin  Bird,  Chairman 

President  Riggin:  You  have  heard  the  report. 

Dr.  Niles:  I move  that  it  be  accepted. 

Dr.  Barnes:  I second  the  motion. 

President  Riggin:  Those  in  favor  say  “Aye”; 

those  opposed,  “No.”  It  is  so  carried. 

The  next  is  the  Committee  on  Vocational  Re- 
habilitation. 

Dr.  James  Beebe  (Lewes):  I happen  to  have 

the  honor  of  being  the  titular  head  of  this  particu- 
lar Vocational  Rehabilitation  Division  in  this  state, 
as  it  comes  under  the  State  Board  of  Education. 
Dr.  Pennington  has  just  handed  me  a brief  report, 
which  won't  take  very  many  minutes  to  read. 

. . . Dr.  Beebe  read  the  prepared  report,  as 
follows: 

Report  of  the  Committee  on  Vocational 
Rehabilitation 

During  the  past  fiscal  year  1947-48  the  Voca- 
tional Rehabilitation  Division  rehabilitated  and 
placed  in  employment  347  persons.  Of  this  num- 
ber, 74%  were  unemployed  at  the  time  they  were 
referred  to  Rahabilitation.  The  average  earning 
of  this  group  was  only  $7.20  a week  before  re- 
habilitation; this  rose  to  $35.47  per  week  after 
rehabilitation  services  were  given. 

The  total  number  of  persons  rehabilitated  by 
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the  Division  since  the  program  was  started  in 
1939  is  now  1,636.  Of  this  number,  more  than 
75%  were  originally  unemployed  and  by  the  State 
spending  a small  amount  of  money  on  each  person, 
they  were  placed  back  into  employment  and  made 
self-dependent  and  tax  paying  citizens. 

During  the  past  year,  801  clients  were  examined 
by  doctors  and  specialists  in  the  State  of  Delaware, 
a total  expenditure  of  $9,196.00. 

260  clients  were  given  treatment  by  doctors  and 
specialists  or  a total  of  $18,460.00  expenditure. 

205  clients  received  prosthetic  appliances,  more 
than  $10,000.00  being  spent  on  this. 

106  clients  were  hospitalized  for  a total  of  1,669 
days  with  a total  of  $15,605.00  paid  to  the  hospitals. 

49  other  clients  were  given  convalescent  home 
care  and  other  professional  medical  services,  with 
an  expenditure  of  almost  $4,000.00. 

The  moneys  spent  on  such  cases  and  received 
by  the  doctors,  specialists,  and  hospitals  in  the 
State  of  Delaware  were  derived  from  State  and 
Federal  appropriations.  All  of  the  money  which 
is  appropriated  by  the  State  of  Delaware  is  spent 
entirely  on  case  service  for  clients  and  all  ad- 
ministrative costs  are  borne  by  the  Federal  Office. 

Due  to  the  increased  cost  of  services,  especially 
hospitalization,  the  average  cost  per  case  increased 
during  the  past  year.  However,  the  Rehabilitation 
Division  has  shown  that  by  investing  the  relative- 
ly small  amount  on  disabled  persons,  they  can  be 
placed  back  to  work  and  again  made  able  to  sup- 
port themselves,  their  dependents,  and  able  to  live 
a normal  life. 

Respectfully  submitted, 

Martin  B.  Pennington,  Medical  Consultant 

Dr.  Hynes:  I would  like  to  compliment  Dr. 

Beebe  and  the  Committee  on  this  report.  I would 
like  to  apprise  Dr.  Barnes,  who  is  a member  of 
the  Cancer  Committee,  and  others  who  might  be 
interested,  of  the  fact  that  under  the  rules  of  the 
Rehabilitation  Commission,  at  least  the  rules  of 
the  Federal  office,  no  patient  with  cancer  can  be 
rehabilitated.  It  is  impossible.  If  the  diagnosis 
is  cancer,  the  patient  is  dropped  like  a hot  potato. 
That  patient  cannot  be  rehabilitated. 

Am  I correct  in  my  statement? 

Dr.  Pennington  recently  investigated  that  at  my 
request.  Of  course  you  know  that  we  have  been 
preaching  a lot  about  the  fact  that  cancer  is 
curable  or  is  sometimes  cured,  but  not  according 
to  the  Federal  law.  I would  like  to  have  Dr.  Pen- 
nington explain  that.  He  tried  to  explain  it  to  me 
the  other  day  and  I didn’t  quite  get  it.  He  has 
looked  into  the  matter  for  me. 

Dr.  M.  B.  Pennington  (Wilmington):  I am  afraid 
I couldn’t  explain  it;  it  is  so  dreadfully  compli- 
cated it  is  almost  unexplainable. 

Dr.  Beebe:  They  haven't  been  able  to  do  any- 

thing about  it  so  far.  The  Federal  government 
lays  down  that  rule  and  they  won't  allow  you  to 
spend  money  on  a case  that  can’t  be  rehabilitated. 
If  you  have  a condition  that  is  questionable,  they 
hold  up  on  it.  You  have  to  have  a doctor's  opinion 
that  that  person  can  be  rehabilitated. 

Dr.  Hynes:  But  even  a doctor’s  opinion  is  of 

no  value  if  it  happens  to  be  cancer. 

Dr.  Niles:  I move  that  the  report  be  accepted. 

President  Riggin:  You  have  heard  the  report. 

Is  there  a second? 

. . . The  motion  was  duly  seconded  . . . 

President  Riggin:  It  has  been  moved  and  sec- 

onded. All  in  favor  say  “Aye”;  opposed.  “No.” 
It  is  carried. 

Next  is  the  Committee  on  Medical  Service. 

. . . Secretary  Beatty  read  the  prepared  report, 
as  follows: 

Report  of  the  Committee  on  Medical  Service 

As  you  know,  through  the  untimely  death  of 


Dr.  Joseph  M.  Barsky,  we  lost  the  chairman  of  our 
Committee  on  Medical  Service.  In  reply  to  a com- 
munication from  the  office  of  Dr.  W.  Edwin  Bird, 
of  August  18,  1948,  may  I state  that  I have  con- 
tacted the  secretary  of  the  late  Dr.  Barsky  and 
other  members  of  the  current  Committee  on  Medi- 
cal Service.  It  appears  that  there  has  been  no 
meeting  of  this  committee  during  the  past  year.  I 
do  not  know  what  activity  in  this  regard  Dr. 
Barsky  may  have  had  to  report.  Therefore,  I 
have  no  report  to  make  beyond  the  following. 

The  American  Medical  Association  through  its 
Council  on  Medical  Service  has  urged  that  State 
and  County  societies  examine  the  aspects  of  medi- 
cal service  which  are  of  vital  importance  to  the 
profession.  An  example  of  this  activity  is  seen 
in  the  establishment  three  years  ago  of  a Middle 
Atlantic  States  Regional  Conference  on  medical 
service.  The  chairman  of  this  group  is  Dr.  Francis 
Borzell  of  Philadelphia.  They  have  held  six  ses- 
sions. The  last  session,  held  a few  weeks  ago,  was 
devoted  primarily  to  the  consideration  of  two 
topics,  1)  the  relationship  between  medical  care 
plans  and  the  Blue  Cross,  and  2)  the  problem  of 
developing  county  health  units. 

It  is  recommended  that  the  new  Committee  on 
Medical  Service,  Medical  Society  of  Delaware,  for 
the  forthcoming  year  examine  the  activities  of 
such  committees  at  the  national  and  regional  levels 
and  select  those  phases  of  committee  work  which 
appear  to  be  of  importance  in  the  State  of  Dela- 
ware. It  is  further  recommended  that  the  Com- 
mittee on  Medical  Service  for  this  State  for  1949 
be  selected  on  the  basis  of  a)  interest  of  the  mem- 
ber physicians  in  problems  of  medical  service, 
and  b)  the  time  which  such  members  can  devote 
to  the  work  of  the  committee. 

Yours  very  truly, 

Lemuel  C.  McGee,  M.  D.,  Chairman 

President  Riggin:  You  have  heard  the  report, 

gentlemen. 

Dr.  Niles:  I move  it  be  accepted. 

Dr.  Flinn:  I second  the  motion. 

President  Riggin:  It  has  been  moved  and  sec- 

onded that  the  report  be  accepted.  All  in  favor 
say  “Aye”;  opposed,  “No.”  It  is  carried. 

The  next  is  the  Committee  on  Postwar  Plans. 

Dr.  Tarumianz:  No  report. 

President  Riggin:  Next  is  the  Committee  on  the 
Budget,  Dr.  Tarumianz. 

Dr.  Tarumianz:  The  Secretary  has  the  report. 

. . . Secretary  Beatty  read  the  prepared  report, 
as  follows: 


Report  of  the  Committee  on  Budget 
BUDGET  FOR  1949 
Receipts 

Operation 

1.  Annual  Dues — 300  members  at  $25  ...  $7500 

2.  Tickets  Annual  Dinner — 150  at  $5...  750 

3.  Exhibits,  Annual  Session  600  8850 

Investments 

1.  Dividends,  Bank  Stock  100  100  8950 

Disbursements 

Salaries 

1.  Executive  Secretary  (part  time) 3000 

2.  Stenographer  ipart  time)  800  3800 


Office 

la.  Printing  (regular  100  & By-Laws,  100)  200 

lb.  Biographies  (500  of  the  members)....  500 

2.  Stationery  100 

3.  Postage  75 

4.  Stenotypist,  Annual  Session  200 

5.  Programs  75 

6.  Badges  50 

7.  Miscellaneous  100  1300 

Travel 

1.  Delegate  to  A.  M.  A.  (2  Sessions)  200 

2.  Conferences,  A.  M.  A 300 

3.  Speakers  150 

4.  Local  (Officers)  100  750 
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Operation 

1.  Subs,  to  Journal — 300  at  $2  600 

2.  Annual  Dinner  750 

3.  Annual  Luncheon  200 

4.  Meals  for  Delegates  50 

5.  Rental  of  Hall,  Annual  Session  300 

6.  Legislative  Committee  500 

7.  Miscellaneous  200  2600  8450 


Surplus  500 


N.  B. — Legis.  Comm.  $500  should  be  set  up  each 
j^ear  at  $250,  otherwise  fair  comparisons  are  not 
possible.  Also,  for  privacy’s  sake,  it  should  be 


given  some  other  designation. 

1948  Budgets  of  1949 

1365  Indicated  Surp.  500 

— 250  Legis.  Comm.  + 250 

1115  Net  Surplus  750 


Respectfully  submitted, 

M.  A.  Tarumianz,  Chairman 

President  Riggin:  You  have  heard  the  report 

of  the  Committee. 

Dr.  Niles:  I would  like  to  have  a little  explana- 

tion here. 

Dr.  Tarumianz:  You  are  a member  of  that  Com- 
mittee. 

Dr.  Niles:  I know,  but  still  you  will  remem- 
ber I spoke  to  you  about  this  rental  of  a hall. 
$300.  It  seems  excessive  to  me.  Then,  another 
item  back  here  of  $600  — 

Dr.  Tarumianz:  Mr.  President,  those  are  not 

expenditures,  they  are  simply  ■ — 

Dr.  Niles:  Anticipated. 

Dr.  Tarumianz:  Simply,  they  are  qualified 

figures,  that  it  should  not  exceed  $300.  If  the  hall 
can  be  rented  for  $200,  as  you  have  done  now, 
or  $225,  the  Society  will  have  a balance  of  $75. 
However,  we  don’t  know  whether  next  year  we 
wall  be  able  to  obtain  the  Armory  for  $200,  or 
$250,  or  $275.  We  are  putting  in  a maximum  ex- 
penditure. 

What  is  the  next  one? 

Secretary  Beatty:  What  Dr.  Tarumianz  is 

speaking  about  here  is  that  down  here,  because 
of  the  increased  space  over  our  Academy  in  Wil- 
mington, we  have  been  able  to  make  pretty  good 
revenue  on  exhibits,  and  if  next  year  we  hire 
the  Armory  instead  of  having  the  scientific  ses- 
sions at  the  Academy,  we  will  have  them  at  the 
Armory.  We  may  continue  to  have  our  committee 
meetings  at  the  Academy  and  pay  them  what  we 
are  paying  now,  and  we  will  make  a pretty  hand- 
some revenue  and  probably  dress  up  the  state 
meeting,  too. 

President  Riggin:  May  I say  right  here  that  the 
rental  down  here  was  not  $225,  it  was  $125,  with 
the  possibility  of  $45  more. 

Dr.  Niles:  Yet  tve  don’t  know  what  it  is  going 

to  cost  us  next  year. 

Dr.  Tarumianz:  That  is  right,  this  is  all  maxi- 

mum. 

Dr.  Niles:  I move  the  report  he  accepted. 

. . . The  motion  was  duly  seconded  . . . 

President  Riggin:  All  in  favor  say  “Aye”;  op- 

posed, ‘No.”  It  is  so  carried. 

The  next  is  the  Advisory  Committee,  Delaware 
State  Health  and  Welfare  Center. 

. . . Secretary  Beatty  read  the  prepared  report, 
as  follows: 

Report  of  the  Advisory  Committee,  Healtli 
and  Welfare  Center 

Inasmuch  as  the  Gov.  Bacon  Health  Center  is 
not  functioning  as  yet,  in  fact  is  not  open  as  yet, 
there  has  been  no  meeting  of  the  Advisory  Com- 
mittee. 

After  the  Health  Center  opens,  at  the  request 
of  its  officers,  the  Committee  will  convene  and  do 
its  best  to  offer  sound  advice. 

Respectfully  submitted, 

Lawrence  J.  Jones,  Chairman 


President  Riggin:  You  have  heard  the  report. 

Dr.  Niles:  1 move  it  be  accepted. 

. . . The  motion  was  duly  seconded  . . . 

President  Riggin:  All  in  favor  say  “Aye”;  op- 

posed, “No.”  It  is  so  carried. 

Next  is  the  Committee  on  Rural  Medical  Service. 

. . . Secretary  Beatty  read  the  prepared  report, 
as  follow's: 

Report  of  the  Committee  on  Rural 
Medical  Service 

1 was  privileged  to  attend  the  A.  M.  A.  meeting 
in  Chicago,  February  6-7th  this  year,  which  was  a 
meeting  of  representatives  from  all  over  the  coun- 
try to  discuss  the  problems  of  medical  care  in 
rural  areas.  To  this  end,  I made  it  a point  to 
investigate  the  workings  of  the  Maryland  plan. 

I have  talked  with  several  of  the  Health  Officers 
in  Maryland  who  are  charged  with  administering 
the  Maryland  plan,  also  with  a number  of  prac- 
ticing physicians  and  surgeons  and  they  all  agree 
that  it  is  a good  plan.  It  is  all  inclusive,  taking 
care  of  dental  work,  hospitalization  and  drugs,  as 
well  as  physicians’  care.  They  are  concerned  as 
to  whether  it  may  become  too  expensive. 

A meeting  of  the  Committee  was  called  for  July 
27th  at  the  Country  Club,  Dover,  all  of  the  mem- 
bers being  present.  Each  member  pledged  to  can- 
vass his  part  of  the  state  and  report  conditions  as 
they  exist  and  suggest  any  improvements  needed 
to  bring  the  service  up  to  a high  standard.  All 
of  the  members  have  reported  their  findings  and 
decided  the  facilities  for  rural  medical  service, 
exclusive  of  hospitalization,  are  adequate.  There 
is  no  appreciable  shortage  of  medical  men  and 
no  problem  exists,  as  every  person  is  able  to  get 
the  service  required.  No  citizen  lives  more  than 
22  miles  or  30  over  excellent  roads  from  a hospital. 
The  distribution  of  physicians  is  such  that  no 
citizen  lives  more  than  8 miles  from  a physician. 
A few  (small  minority)  of  the  practicing  phy- 
sicians felt  much  could  be  added  to  advantage  of 
both  patient  and  physician.  There  have  been 
calls  for  physicians  to  locate  in  Greenwood  and 
Bridgeville.  Increased  hospital  facilities  should 
be  planned  for  a growing  population. 

The  chairman  of  the  A.  M.  A.  committee  asks 
for  a report  on  our  activities  regarding  medical, 
nursing  and  dental  personnel  — Rural  health 
surveys  and  conferences  — health  educational  pro- 
grams for  adults  — rural  general  health  councils, 
and  by  who  promoted  — what  luck  in  procuring 
doctors  and  dentists  for  small  towns  — what  is 
being  done  about  the  Hill-Burton  program  — 
legislation  on  subject  — prepaid  medical  care  — 
lectures  to  senior  medical  students  on  rural  health 
promotion  — action  of  State  Society  on  rural 
health  — extension  service  — mental  health  pro- 
gram, from  accident  prevention,  etc.,  etc. 

All  of  these  functions  are  presumably  adjudged 
the  work  of  this  Committee,  which  makes  them  a 
problem  for  all  of  us  as  members  of  the  State  So- 
ciety. 

Respectfully  submitted, 

John  R.  Downes,  Chairman 

President  Riggin:  You  have  heard  the  report, 

gentlemen. 

Dr.  Tarumianz:  I move  it  be  accepted. 

Dr.  Niles:  I second  it. 

President  Riggin:  All  in  favor  say  “Aye”;  op- 

posed, “No.”  It  is  carried. 

The  Committee  on  Industrial  Health  — no  re- 
port. 

The  Committee  on  National  Emergency  Medi- 
cal Service. 

. . . Secretary  Beatty  read  the  prepared  report, 
as  follows: 
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Report  of  the  Committee  on  National 
Emergency  Medical  Service 

This  Committee  was,  at  the  request  of  the  Coun- 
cil on  National  Emergency  Medical  Service  of  the 
American  Medical  Association,  appointed  for  the 
purpose  of  bringing  to  the  attention  of  the  state 
and  municipal  authorities  of  Delaware  the  follow- 
ing information: 

(1)  That,  it  was  the  function  of  the  Council  to 
serve  as  an  advisory  and  planning  agency, 
with  particular  emphasis  upon  the  role  of 
the  medical  profession  in  the  field  of  medi- 
cal care  and  sanitary  services  in  time  of 
national  emergency  or  disaster. 

(2>  it  is  conceivable  that  with  modern  weapons 
of  warfare  large  cities  could  be  almost 
completely  destroyed  at  one  blow, 

(3)  the  resultant  loss  of  life,  number  of  seri- 
ously injured,  contamination  of  water  sup- 
ply, destruction  of  public  utilities,  means 
of  transportation  and  of  communications 
is  staggering,  even  to  contemplate. 

(4)  in  assessing  the  present  day  responsibili- 
ties of  the  medical  profession  the  following 
considerations  emerge: 

that  medical  men  should  be  informed 
that  today,  more  than  ever  before, 
civilian  defense  is  an  integral  part  of 
the  overall  planning  for  national  de- 
fense along  with  the  program  for  the 
use  of  manpower,  material,  the  de- 
velopment of  the  armed  forces  and  the 
waging  of  war, 

that  to  the  National  Security  Resources 
Board  has  been  assigned  the  task  of 
allocating  all  manpower  and  materials. 

This  includes,  in  particular,  the  medi- 
cal resources  for  the  care  of  the  civilian 
population,  for  the  armed  forces  and 
for  all  other  medical  needs, 
that  the  Civilian  Defense  Board  will 
be  required  to  prepare  and  submit  a 
national  program  for  the  peace-time 
preparation  for  disaster  or  civilian  de- 
fense; the  coordination  of  Federal 
with  State  and  Municipal  authorities; 
plan  effective  liaison  between  Federal 
and  State  agencies;  prepare  suitable 
legislation  for  Federal  and  State  en- 
actment; the  development  of  a train- 
ing program  for  effective  radiologic 
monitoring  and  the  training  of  medical 
and  nursing  personnel  skilled  in  the 
care  of  those  suffering  from  the  effects 
of  modern  methods  of  warfare. 

The  Committee  met  June  28,  1948,  and  voted 
to  authorize  the  chairman  of  the  Committee  to 
appear  before  the  Governor  of  Delaware  and  pre- 
sent, informally,  the  information  recorded  above 
and  to  state  that  it  was  the  opinion  of  the  mem- 
bers of  the  Medical  Society  of  Delaware  that  plans 
should  be  prepared  for  use  in  the  event  of  enemy 
attack  or  disaster,  and  that  the  medical  profession 
of  Delaware  stood  ready  to  participate  in  such 
measures  as  were  intended  to  prepare  for  disaster 
or  emergency. 

On  the  following  day,  June  29,  1948,  your  chair- 
man was  received  by  Governor  Bacon  at  the  State 
House  in  Dover.  After  presentation  of  the  mat- 
ters contained  in  this  report,  the  Governor  stated 
that  he  was  familiar  with  the  problem  and  that 
it  was  his  opinion  no  new  committee  nor  agency 
should  be  created,  but  that  the  American  Red 
Cross  should  be  requested  to  assume  the  respon- 
sibility of  making  the  necessary  plans  since  that 
agency  already  had  in  existence  a Disaster  Pre- 
paredness and  Relief  Committee,  with  sub-com- 
mittees on  shelter,  transportation,  communica- 
tions, food,  clothing,  medical  care,  etc. 


Governor  Bacon,  on  July  29,  1948,  invited  Mr. 
Lammot  du  Pont,  Jr.,  Chairman  of  the  Delaware 
Chapter  of  the  American  Red  Cross;  Mr.  Donald 
R.  Morton,  Chairman  of  the  Disaster  Preparedness 
and  Relief  Committee  of  the  American  Red  Cross, 
and  your  chairman  to  attend  a conference  at  the 
State  House  in  Dover. 

The  Governor  formally  requested  Mr.  du  Pont 
to  place  the  problem  before  the  Board  of  Directors 
of  the  Delaware  Chaper  of  the  American  Red 
Cross  and  ask  them  to  assume  the  responsibility 
of  setting  up  a program  in  Delaware. 

Your  Committee  makes  the  following  recom- 
mendations: 

A.  that  a special  committee  be  appointed 
under  the  same  title  as  the  present  com- 
mittee, with  instructions  to  give  full  and 
active  cooperation  to  the  American  Red 
Cross  in  this  project, 

B.  that  the  committee  be  instructed  to  take 
advantage  of  plans  made  by  neighboring 
cities,  states  or  regions,  particularly 
those  made  by  the  Philadelphia  County 
Medical  Society,  and  that  the  committee 
be  authorized  to  cooperate  with  such 
neighboring  committees. 

Respectfully  submitted, 

Victor  D.  Washburn,  Chairman 

President  Riggin:  Gentlemen,  you  have  heard 

the  report. 

Dr.  Niles:  I move  that  it  be  accepted. 

. . . The  motion  was  duly  seconded  . . . 

President  Riggin;  It  has  been  moved  and  sec- 
onded. All  in  favor  say  “Aye”;  opposed,  “No.” 
It  is  carried. 

Next  we  will  have  the  report  of  the  delegate 
to  the  American  Medical  Association,  Dr.  Beebe. 

. . . Dr.  Beebe  presented  his  prepared  report, 
as  follows: 

Report  of  Delegate  to  A.  M.  A. 

Interim  Session,  House  of  Delegates  American 
Medical  Association,  Cleveland,  January  5-6,  1948 

The  House  of  Delegates  convened  in  the  Euclid 
Ballroom  of  the  Hotel  Statler,  Cleveland,  and  was 
called  to  order  at  10:00  a.  m.  by  the  Speaker,  Dr. 
R.  W.  Fouts.  The  Secretary  called  the  roll  and 
announced  that  a quorum  was  present. 

Dr.  E.  L.  Henderson,  Chairman,  Board  of  Trus- 
tees, presented  the  General  Practitioner’s  Award 
to  Dr.  Archer  C.  Sudan,  Kremmling,  Colorado, 
after  he  had  received  the  majority  of  the  votes 
cast  by  the  delegates.  This  award  had  been  set 
up  at  a meeting  of  the  Board  of  Trustees  following 
a meeting  of  the  Council  on  Scientific  Assembly. 
Any  club,  association,  medical  or  otherwise,  or 
any  individual  in  the  country  may  send  in  a nomi- 
nation for  this  award.  As  a result  there  were 
180  nominations  for  the  award,  a great  many  of 
them  coming  from  medical  societies. 

The  Speaker,  Dr.  R.  W.  Fouts,  read  an  address, 
printed  in  full  in  the  Journal,  in  which  he  re- 
quested the  appointment  of  three  special  refer- 
ence committees:  Executive  Session,  General 

Medical  Practice  and  Medical  Service.  This  was 
granted. 

The  Speaker  then  presented  Dr.  E.  L.  Bortz, 
President,  who  delivered  an  address  which  is 
printed  in  the  Journal.  Among  other  things  he 
said,  “The  American  Medical  Association  is  the 
parent  body  for  the  general  practitioners,  the 
family  physicians  of  the  nation.  As  such  it  merits 
their  loyalty  and  active  support.  If  our  Asso- 
ciation does  not  completely  meet  the  needs  of  the 
general  practitioners,  it  nevertheless  furnishes  the 
best  forum  for  the  discussion  of  their  problems, 
and  it  has  the  personnel  and  experience  to  meet 
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them  from  time  to  time.  Participation  in  the 
activities  of  the  American  Medical  Association 
and  the  support  of  its  policies  are  necessary  for 
the  welfare  of  the  medical  profession  as  a whole.” 

He  also  gave  special  credit  to  the  Woman’s 
Auxiliary.  As  he  said,  “It  represents  probably 
our  most  effective  instrument  in  the  field  of  public 
relations,  which,  unfortunately,  has  been  the  most 
neglected.” 

He  discussed  the  responsibility  of  the  medical 
profession  for  the  prevention  and  recognition  of 
the  dangers  incident  to  the  development  of  atomic 
energy  and  made  the  following  statement:  “The 

Atomic  Energy  Commission  is  desirous  that  the 
medical  profession  shall  explore  all  possible  ave- 
nues by  which  the  beneficial  effect  of  atomic  en- 
ergy may  be  used  to  aid  mankind  and  that  the 
medical  profession  shall  take  the  necessary  meas- 
ures to  protect  mankind  against  radiation  and 
other  hazards  which  may  exist  in  the  field  of 
atomic  energy.” 

He  stated  that  on  December  16,  1947,  the  Ameri- 
can Pharmaceutical  Manufacturers’  Association 
bestowed  its  Scientific  Award  on  the  American 
Medical  Association  in  recognition  of  the  services 
which  were  rendered  in  behalf  of  service  to  the 
public  and  medical  research. 

The  following  report  of  a committee  of  the  Board 
of  Trustees  was  presented: 

The  practice  of  medicine  by  hospitals  has  been 
a moot  subject  for  many  years.  Year  after  year 
medical  societies,  including  the  American  Medical 
Association,  have  passed  resolutions  condemning 
the  system  whereby  a hospital  exploits  the  services 
of  a physician.  A great  deal  of  further  study 
and  experimentation  must  be  had  to  work  out  a 
satisfactory  solution  to  this  vexing  problem.  It 
would  appear  that  at  least  we  should  insist  on  the 
following:  (1)  Recognition  that  the  specialties 

of  pathology,  radiology,  anesthesiology  and  phy- 
sical therapy  are  the  practice  of  medicine;  (2)  all 
specialists  in  a hospital  should  be  under  the  juris- 
diction of  the  medical  board;  (3)  all  specialists 
should  be  on  the  staff  of  the  hospital  and  be  repre- 
sented on  the  medical  board;  (4)  conditions  of 
employment  will  vary  locally  and  they  must  have 
the  approval  of  the  medical  board  of  the  hospital 
whose  responsibility  it  should  be  to  see  that  these 
provisions  are  carried  out;  (5)  the  interests  of 
the  general  public  should  be  paramount  and  local 
conditions  must  be  taken  into  consideration;  (6) 
there  must  be  cooperative  understandings  with 
the  hospitals  and  specialists  groups,  and  (7)  it  is 
recommended  that  the  House  of  Delegates  re- 
quest the  Board  of  Trustees  to  appoint  a com- 
mittee to  study  the  various  resolutions  passed 
previously  by  the  House  and  that  this  committee 
be  directed  to  arrange  conferences  with  the  hos- 
pital associations  and  the  various  specialist  so- 
cieties, in  order  that  a solution  may  be  worked 
out  which  will  be  fair  to  all  parties  and  redound 
to  the  benefit  of  the  public. 

The  Board  of  Trustees  also  reported  that  four 
representatives  of  the  American  Medical  Asso- 
ciation attended  the  organization  of  the  World 
Medical  Association  in  Paris  in  September.  Forty- 
eight  nations  were  represented.  The  aims  of  the 
Association  as  defined  in  its  Constitution  are: 
(1)  to  promote  closer  ties  among  the  national 
medical  organizations  and  among  the  doctors  of 
the  world  by  personal  contact  and  all  other  means 
possible;  (2)  to  maintain  the  honor  and  protect 
the  interests  of  the  medical  profession;  (3)  to 
study  and  report  on  the  professional  problems 
which  confront  the  medical  profession  in  the  dif- 
ferent countries;  (4)  to  organize  an  exchange  of 
information  on  matters  of  interest  to  the  medical 
profession;  (5)  to  establish  relations  with  and 
to  present  the  views  of  the  medical  profession 


to  the  World  Health  Organization  and  other  ap- 
propriate bodies;  (6)  to  assist  all  peoples  of  the 
world  to  attain  the  highest  possible  level  of  health, 
and  (7)  to  promote  world  peace. 

This  new  Association  has  great  potentialities. 
If  the  doctors  of  the  world  cannot  get  together, 
it  is  doubtful  if  anyone  can.  It  may  well  be  that 
this  organization  will  prove  to  be  the  first  step 
toward  a better  understanding  among  nations, 
and  if  so  it  will  be  well  worth  while. 

The  report  of  the  Council  on  Medical  Service 
stated  that  special  effort  has  been  made  to  build 
up  contacts  with  the  county  medical  societies. 
Many  medical  care  programs  originate  and  are 
carried  out  at  the  county  level,  such  as  cancer 
detection  clinics,  indigent  medical  care  plans,  tu- 
berculosis case-finding  programs  and  health  coun- 
cils. To  evaluate  these  and  other  medical  care 
programs,  regular  contact  with  county  medical 
societies  is  necessary  and  the  Council  is  carrying 
on  a study  of  the  activities  in  more  than  two  hun- 
dred county  medical  societies.  The  purpose  of 
this  study  is  to  create  information  files  in  the 
Association  offices  so  that  the  information  will 
be  available  to  the  many  county  medical  societies 
that  have  not  in  the  past  carried  on  activities  or 
sponsored  programs. 

The  second  meeting  convened  on  Tuesday  morn- 
ing, January  6th,  and  the  Speaker  stated  that  a 
quorum  was  present. 

The  report  of  the  Reference  Committee  on  Hy- 
giene and  Public  Health  offered  the  following  reso- 
lution on  the  Diagnosis  of  Tuberculosis: 

Whereas,  case  finding  with  x-rays  of  the  chest 
has  produced  exceptional  results  in  the  early 
diagnosis  of  pulmonary  tuberculosis;  and 

Whereas,  the  more  extensive  use  of  this  method 
will  do  much  toward  the  elimination  of  the  inci- 
dence of  this  disease;  therefore  be  it 

Resolved,  That  the  American  Medical  Associa- 
tion recognizes  the  great  effectiveness  of  this 
method  in  the  screening  and  diagnosis  of  pul- 
monary tuberculosis  and  will  endeavor  thru  the 
appropriate  council,  bureau  or  committee  of  the 
American  Medical  Association  to  further,  when- 
ever in  its  judgment  it  is  indicated,  activation  and 
support  of  measures  designed  to  make  as  wide- 
spread as  possible,  particularly  in  schools  and 
school  personnel,  the  use  of  this  highly  efficacious 
diagnostic  procedure. 

The  Report  of  the  Board  of  Trustees  was  pre- 
sented by  Dr.  E.  L.  Henderson,  Chairman,  and 
consisted  of  The  Ten  Point  National  Health  Pro- 
gram of  the  American  Medical  Association.  This 
report  is  printed  in  full  in  the  Journal  and  con- 
tains full  details  of  the  work  of  the  Association. 

In  addition,  it  reported  that  Mr.  Theodore  R. 
Sills,  of  Theodore  R.  Sills  and  Company,  public 
relations  firm,  has  been  retained  by  the  American 
Medical  Association  as  counsel.  Mr.  Sills  was 
introduced  to  the  delegates,  and  stated  that  he 
was  very  happy  to  be  associated  with  the  Ameri- 
can Medical  Association  and  looked  forward  to 
working  with  its  members  in  helping  solve  its  pub- 
lic relations  problems  successfully.  Mr.  Lawrence 
W.  Rember  was  introduced  as  the  newly  appoint- 
ed executive  assistant  to  Dr.  Lull  in  charge  of 
public  relations. 

Dr.  T.  C.  Routley,  secretary  of  the  Canadian 
Medical  Association,  next  addressed  the  House. 
His  speech  is  printed  in  full  in  the  Journal. 

The  Speaker  requested  the  House  to  stand  in 
silent  tribute  to  the  memory  of  Drs.  C.  W.  Roberts 
and  Holman  Taylor,  deceased. 

The  House  adjourned  at  4:35  p.  m.,  January  6th. 

Annual  Session,  House  of  Delegates,  American 

Medical  Association,  Chicago,  June  21-25,  1!)4K 

The  House  of  Delegates  convened  in  the  Red 
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Lacquer  Room  of  the  Palmer  House,  Chicago, 
and  was  called  to  order  at  10:10  a.  m.  by  the 
Speaker,  Dr.  R.  W.  Fouts.  The  secretary  called 
the  roll  at  the  request  of  the  speaker  and  165  dele- 
gates answered  or  after  the  call  reported  them- 
selves present.  The  Speaker  declared  Dr.  Isaac 
Abt,  Chicago,  to  be  elected  to  the  House  of  Dele- 
gates to  receive  the  Distinguished  Service  Award 
of  the  American  Medical  Association. 

The  proceedings  of  the  interim  session  of  the 
House  of  Delegates  held  in  January  1948  were 
adopted  as  printed. 

The  address  of  the  Speaker,  Dr.  R.  W.  Fouts, 
contained  the  following  points:  “A  resolution 

adopted  at  the  Cleveland  session  in  January  pro- 
vided that  all  reference  committees  be  appointed 
sixty  days  prior  to  the  convening  of  sessions  and 
that  the  names  of  the  appointees  be  published 
thirty  days  prior  to  the  session.  This  poses  some- 
what of  a problem  for  your  Speaker.  Sixty  days 
ago  inquiry  revealed  that  a number  of  the  states 
had  reported  no  delegates  elected,  and  many  others 
had  reported  only  half  of  their  quota.  You  will 
note  from  your  handbook  that  some  states  were 
unable  to  name  their  delegates  at  the  time  the 
handbook  went  to  press.  This  condition  made  it 
impossible  to  give  proper  representation  in  the 
appointment  of  reference  committees  for  this  ses- 
sion. I do  not  see  how  this  can  be  avoided  in  the 
future  unless  all  state  organizations  revise  their 
constitutions  and  by-laws  and  the  respective  dele- 
gates assume  office  on  the  same  date,  such  as 
January  1 of  each  year.  I believe  that  further 
consideration  might  well  be  given  this  question. 
Each  session  of  the  House  presents  new'  problems. 
Of  special  significance  at  this  time  is  the  Blue 
Cross  and  voluntary  insurance  plans,  the  intern 
situation  and  nurse  problem.  A special  commit- 
tee wall  report  on  the  latter  question  at  this  meet- 
ing. The  proposed  selective  draft  of  physicians 
appears  to  be  settled,  at  least  temporarily.  I am 
confident  that  each  member  of  this  House  wall 
give  due  deliberation  and  consideration  to  all 
questions  presented.” 

The  names  of  members  w'ho  have  departed  from 
this  life  since  the  last  annual  session  were  read, 
and  the  Speaker  requested  the  members  of  the 
House  to  stand  for  a brief  moment  in  silent  trib- 
ute to  the  memory  of  these  absentees. 

The  Speaker  then  appointed  various  reference 
committees  and  your  delegate  was  appointed  to 
the  Committee  on  Hygiene  and  Public  Health. 

In  his  closing  remarks  the  Speaker  spoke  of 
the  editorial  comment  in  some  medical  journals 
and  other  periodicals  relative  to  the  geriatric  prob- 
lem as  it  concerns  the  membership  of  this  House. 
He  said,  “A  resolution  seeking  to  remedy  this  al- 
leged affliction  was  presented  on  this  floor.  Wheth- 
er or  not  this  question  merits  consideration  is 
not  for  me  to  state,  but  I would  point  out  that, 
after  a rather  long  period  of  observation,  I fail 
to  call  to  mind  the  name  of  any  former  or  pres- 
ent member  of  this  body  whose  enthusiasm  has 
waned  or  whose  efficiency  has  become  less  because 
of  his  years  of  experience  in  the  service  he  has 
given.  This  is  a question  that  cannot  be  settled 
by  this  body.  The  authority  to  act  is  vested  solely 
in  the  respective  state  medical  associations.” 

The  address  of  the  President,  Edward  L.  Bortz, 
is  printed  in  its  entirety  in  the  Journal.  He  dis- 
cussed a problem  of  importance  to  us.  as  follows: 
“At  the  present  time  the  Congress  of  the  United 
States  has  a number  of  bills  in  process  bearing 
on  the  problem  of  medical  care  in  the  event  of 
national  emergency.  Discriminatory  legislation 
for  drafting  physicians  has  been  vigorously  op- 
posed by  the  American  Medical  Association.  Such 
legislation  is  unconstitutional  and  could  not  be 
sustained  in  court.  Organized  medicine  is  obli- 


gated to  aid  in  the  development  of  an  over-all 
program  which  will  adequately  meet  the  needs 
of  the  entire  population.  Last  Saturday  the  Con- 
gress passed  the  draft.  Congress,  in  deference 
to  American  medicine,  deleted  that  objectional 
item  from  the  draft  bill,  and  now  -where  do  w-e 
stand?  That  is  one  of  the  most  important  prob- 
lems facing  this  House  today The  Medical 

Corps  is  going  to  need  doctors.  That  is  our  re- 
sponsibility. I want  to  say  to  you  that  wre  have 
had  wholesome  and  sustained  cooperation  from 
the  Surgeons  General  and  their  staffs  all  along 
the  line  ....  and  now-  we  must  rise  to  the  occa- 
sion and  see  that  sufficient  doctors  are  available 
on  a voluntary  basis.  The  alternative,  gentle- 
men, is  the  draft.” 

He  also  praised  the  continuing  good  work  of 
the  Woman’s  Auxiliary. 

The  Speaker  then  presented  to  the  House  Dr. 
R.  L.  Sensenieh,  the  President-elect,  whose  very 
short  address  is  printed  in  the  Journal. 

Dr.  E.  L.  Henderson  presented  the  Supplemen- 
tary Report  of  the  Board  of  Trustees.  In  this 
report  was  contained  a report  on  the  World  Medi- 
cal Association,  concerning  which  he  said,  “Among 
the  matters  being  considered  and  studied  by  the 
World  Medical  Association  are  the  status  of  the 
physician,  the  standards  of  medical  education,  the 
methods  of  rating  specialists,  fraudulent  adver- 
tising and  cult  practice,  war  crimes  and  the  best 
methods  of  preventing  recurrences,  displaced 
physicians,  graduate  medical  education,  the  vari- 
ous programs  of  social  security  and  the  prepara- 
tion of  an  international  code  of  ethics.”  The  next 
meeting  of  the  General  Assembly  will  be  held  in 
Geneva,  September  8-11,  1948. 

Following  is  report  of  Committee  to  study  con- 
ditions of  General  Practice,  w'hich  wras  appointed 
at  the  Atlantic  City  Session  in  June  1947:  to 

consider  the  proposals  w'hich  are  given  below'  with 
the  committee’s  answers: 

1.  Define  the  term  “general  practioner.” — A 
general  practitioner  is  a legally  qualified  Doctor 
of  Medicine  who  does  not  limit  his  practice  to  a 
particular  field  of  medicine  or  surgery. 

2.  Study  the  present  program  of  medical  edu- 
cation and  training,  both  undergraduate  and  post- 
graduate. to  determine  whether  or  not  the  content 
and  administration  of  the  program  is  properly  ad- 
justed to  the  present  day  needs  of  the  people. — The 
Committee  commends  the  approved  medical 
schools  for  their  interest  in  broadening  the  cur- 
riculum to  prepare  medical  students  for  general 
practice.  It  encourages  them  to  continue  and  to 
place  increasing  emphasis  on  postgraduate  train- 
ing with  a view  to  establishing  courses  of  at  least 
two  years  training  w'hich  will  fit  the  graduate  for 
entering  general  practice.  It  also  commends  the 
American  Board  of  Internal  Medicine  for  broaden- 
ing the  opportunities  for  admission  to  its  exami- 
nations, and  recommends  that  similar  action  be 
taken  by  other  specialty  boards. 

3.  Study  the  possibility  and  feasibility  of  util- 
izing smaller  community  hospitals  in  a program 
for  the  training  of  general  practitioners  and  the 
possibility  of  approving  such  institutions  for  such 
training  when  a teaching  program  is  properly 
organized  and  administered. — The  Committee  is 
agreed  that  the  smaller  community  hospitals  not 
directly  associated  with  medical  schools,  if  proper- 
ly supervised,  would  be  excellent  training  insti- 
tutions for  general  practitioners.  It  recommends 
that  the  Council  on  Medical  Education  and  hos- 
pitals proceed  with  the  development  of  such  a 
program. 

It  is  the  opinion  of  the  Committee  that  the 
American  Medical  Association  should  be  the  evalu- 
ating agent  in  the  following  fields:  (1)  medical 

education;  (2)  hospital  standardization;  (3)  in- 
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tern  and  residency  training.  It  is  also  the  opinion 
of  tlie  Committee  that  there  should  be  the  closest 
possible  liaison  between  the  various  American 
specialty  boards  and  the  American  Medical  Asso- 
ciation. No  other  medical  society  or  organization, 
as  such,  should  be  represented  in  this  work. 

The  Committee  believes  also  that  the  hospital 
staff  should  be  the  sole  deciding  body  as  to  who 
may  practice  medicine  in  the  hospital  either  as 
a staff  member  or  as  having  hospital  privileges, 
since  the  certifying  boards  pass  only  on  the  abil- 
ity of  a man  to  perform  work  in  his  specialty. 

The  report  of  the  Committee  on  Nursing  Prob- 
lems contained  the  following  conclusions: 

It  was  estimated  that  about  400,000  nurses  will 
be  required  to  care  properly  for  the  American 
people  in  1949  and  that  about  342,737  are  now 
available.  The  committee  has  studied  the  problem 
under  three  headings,  as  follows: 

1.  Regarding  immediate  relief  it  was  recom- 
mended that  retired  nurses,  including  married 
nurses,  lie  requested  to  fill  in  during  the  emer- 
gency. Thru  the  efforts  of  Dr.  W.  W.  Bauer 
and  with  the  generous  cooperation  of  the  National 
Broadcasting  Company  and  the  Advertising  Coun- 
cil, a great  deal  of  publicity  has  been  given  this 
subject.  Many  editorials  have  appeared  in  Hygeia 
and  state  and  county  medical  journals  stimulat- 
ing doctors  to  aid  in  recruitment  of  student  nurses 
and  urging  retired  nurses  to  return  to  the  fold. 
Personnel  trained  on  the  job  have  been  advised 
and  used  to  supplement  nursing  services.  Train- 
ed practical  nurses  under  supervision  are  being 
used.  Hospital  administrators  have  been  requested 
to  use  nurses  only  in  nursing  duties  and  to  assign 
other  work  to  auxiliary  personnel. 

2.  Proposed  training  for  all  grades  of  nurses 

in  the  future:  The  Committee  recommended  two 

main  classes  of  nurses,  professional  nurses  and 
trained  practical  nurses,  professional  nurses  to 
be  subdivided  into  nurse  educators  and  clinical 
nurses.  Nurse  educators  are  to  be  those  with  col- 
legiate training  and  others  who  have  shown  an 
aptitude  for  teaching,  administration  and  super- 
visory positions.  These  are  to  fill  the  positions 
of  directors  of  nursing  schools,  teachers,  depart- 
ment and  clinical  supervisors,  public  health 
nurses,  etc.  The  training  for  these  nurses  should 
be  collegiate  training  before  entering  the  nursing 
field  or  combined  collegiate  and  nursing  training. 
The  clinical  nurse  is  to  be  comparable  to  the 
present  day  general  duty  or  private  duty  nurse. 
Selected  clinical  nurses  with  an  aptitude  and  abil- 
ity for  teaching  may  well  be  considered  for  some 
of  the  subordinate  teaching  positions.  We  recog- 
nize that  there  are  many  duties  to  be  assigned  to 
this  grade  of  nurse  which  could  not  be  filled  by 
the  trained  practical  nurse.  We  recommend  that 
the  course  of  training  for  the  clinical  nurse  be 
reduced  to  two  years.  We  believe  that  sufficient 
bedside  nursing  care  can  be  obtained  economically 
and  efficiently  if  the  professional  nursing  staff  is 
augmented  by  trained  practical  nurses.  Provi- 
sion should  be  made  and  credits  allowed  in  select- 
ed cases  toward  training  for  advancement  from 
the  grade  of  trained  practical  nurse  to  the  grade 
of  clinical  nurse. 

The  last  or  economic  problem  presents  certain 
features  which  should  be  corrected.  The  commit- 
tee urged  that  steps  be  taken  to  provide  social 
security  and  retirement  plans  for  all  nurses.  This 
is  advised  from  the  business  and  moral  points  of 
view.  We  also  recommend  that  hospitals  adopt 
a definite  personnel  policy,  for  all  institutional 
nurses,  with  a view  toward  making  salaries,  hours, 
sick  leave  and  vacations  comparable  to  other  fields 
of  endeavor  for  women  with  equivalent  education 
and  training. 

The  committee  recommended  that  the  cost  of 


essential  special  nursing  care,  to  the  patient,  be 
covered  by  prepayment  nursing  plans  or  be  tied 
into  prepayment  hospital  and  medical  plans,  if 
practicable. 

The  Report  of  the  Committee  on  Intern  Place- 
ments contained  the  following  recommendations: 
In  the  interest  of  promoting  general  practice  and 
better  to  prepare  a physician  to  choose  a special- 
ty, we  recommend  that  all  specialty  boards  re- 
quire at  least  one  year  of  approved  rotating  in- 
ternship before  allowing  a physician  to  start  his 
specialty  training,  and  that  any  hospital  which 
does  not  provide  an  adequate  educational  train- 
ing program  for  interns  may  be  approved  for 
general  residencies  for  graduates  who  have  com- 
pleted an  approved,  rotating  internship  of  at  least 
one  year. 

The  House  reconvened  in  regular  session  at 
2:15  p.  m.  Tuesday,  June  22nd. 

The  Reference  Committee  on  Amendments  to 
Constitution  and  By-Laws  proposed  the  following 
amendment  to  By-Laws  to  be  made  Chapter  XV: 
Section  1.  “Citation  for  Distinguished  Service — 
The  Board  of  Trustees  shall  create  and  establish 
a citation  to  be  known  as  “The  Citation  for  Dis- 
tinguished Service”  which  shall  consist  of  a suit- 
ably engrossed  citation.  The  Board  of  Trustees 
shall  consider  the  merits  of  nominees  for  this  cita- 
tion who  shall  be  persons  not  of  the  medical  pro- 
fession who  have,  by  their  cooperation  and  aid 
in  the  advancement  of  medical  science,  medical 
education  or  medical  care,  contributed  to  the 
achievement  of  the  ideals  of  American  medicine. 

Section  2.  The  Board  of  Trustees  shall  nomi- 
nate to  the  House  of  Delegates  on  the  first  day 
of  the  annual  session  of  each  year  not  more  than 
three  persons  for  this  citation.  The  House  of 
Delegates  shall  then  select  the  recipient  of  this 
citation  from  the  nominees  so  submitted,  the  se- 
lection to  be  made  by  ballot. 

Section  3.  The  Board  of  Trustees  shall  be  charg- 
ed with  the  duty  of  preparing  a suitable  citation 
and  arranging  for  the  time  and  place  of  its  presen- 
tation.” 

The  House  reconvened  in  Executive  Session  at 
10  a.  m.  Wednesday,  June  23rd,  with  the  Speaker, 
Dr.  R.  W.  Fonts,  presiding.  A motion  of  Dr. 
Thomas  P.  Murdock  to  include  certain  officers  of 
constituent  associations,  was  carried  after  amend- 
ment to  include  other  individuals,  and  passed  so 
that  the  House  voted  to  include  in  Executive  Ses- 
sion the  presidents,  secretaries,  executive  secre- 
taries and  editors  of  journals  of  constituent  asso- 
ciations. 

The  Reference  Committee  on  Reports  of  Board 
of  Trustees  and  Secretary  made  the  following  com- 
ments on  the  Secretary’s  report:  “This  report 

states  that  on  April  1,  1938,  there  Avere  109,435 
members  of  the  American  Medical  Association  and 
173,879  physicians  in  the  United  States  and  its  de- 
pendencies, showing  that  only  62.3  per  cent  of 
those  eligible  were  members  of  our  Association. 
In  1948  there  are  201,200  physicians  in  the  United 
States  and  its  dependencies  and  136,668  members 
of  the  American  Medical  Association.  This  shows 
an  increase  in  the  total  and  in  the  percentage  of 
members  of  the  American  Medical  Association 
during  the  last  ten  years.  However,  these  figures 
show  that  67.9  per  cent  of  the  physicians  in  the 
United  States  are  members  of  the  American  Medi- 
cal Association,  whereas  32  per  cent  are  not  mem- 
bers. Your  committee  recommends  that  this  House 
request  the  Board  of  Trustees  to  initiate  a strong 
and  persevering  drive  for  new  members  extend- 
ing thru  the  constituent  associations  to  the  com- 
ponent societies,  where  vigorous  committees 
should  seek  to  enroll  every  eligible  doctor.” 

The  Report  of  Reference  Committee  on  Medical 
Education  contained  the  following  paragraphs: 


274 


Delaware  State  Medical  Journal 


December,  1948 


“Special  attention  is  called  to  the  survey  of  medi- 
cal schools.  During  the  course  of  the  year  the 
Council  enlarged  the  survey  of  medical  schools  to 
include  a survey  of  medical  education  in  its  broad 
aspects.  The  Council  decided  that  the  time  is 
appropriate  to  reexamine  the  methods  and  objec- 
tives of  medical  education  so  that  a clear  view 
may  be  obtained  of  the  extent  to  which  medical 
education  has  been  adapted  to  modern  needs.  The 
Council  was  also  concerned  with  the  training  of 
general  practitioners  and  is  encouraged  by  the 
number  of  medical  schools  already  conducting 
programs  to  interest  students  in  general  practice. 
It  is  encouraged  with  the  number  of  internship 
and  residency  programs  being  established  to  pro- 
vide training  for  young  physicians  to  enter  gen- 
eral practice.” 

The  report  of  the  Reference  Committee  on  Re- 
ports of  Board  of  Trustees  and  Secretary  noted  the 
increased  expenditures  which  exceeded  income 
by  $50,827.55  and  expressed  concern  over  this 
deficit  and  recommended  that  the  House  of  Dele- 
gates be  informed  of  the  prospects  of  subsequent 
deficits  and  proposed  plans  for  meeting  them  if 
they  occur.  In  order  to  attempt  to  avoid  a deficit 
in  1948,  the  advertising  rates  in  our  publications 
have  been  increased  and  the  Fellowship  dues 
were  raised  from  $8  to  $12  a year.  In  this  con- 
nection it  was  noted  that  Hygeia  is  published  at 
a loss.  The  Committee  believes,  however,  that 
Hygeia  is  an  important  magazine  in  its  field  and 
is  justified,  even  at  a loss. 

In  connection  with  the  report  of  the  Bureau  of 
Legal  Medicine  and  Legislation,  the  medical  legal 
aspects  of  artificial  insemination  were  commented 
upon:  Inquiries  have  developed  from  many 

sources  regarding  the  status  of  a child  born  after 
artificial  insemination.  The  primary  interest  as 
reflected  by  these  inquiries  has  to  do  with  the 
legitimacy  of  the  offspring  when  the  donor  is  a 
person  other  than  the  husband  of  the  woman  in- 
seminated. Many  medical  legal  aspects  of  this 
type  of  situation  have  been  created  and  the  an- 
swer is  not  clear,  in  view  of  several  court  de- 
cisions. We  recommend  that  this  House  of  Dele- 
gates endorse,  in  principle,  enactment  of  legisla- 
tion designed  to  legitimize  children  born  after  this 
manner. 

Report  of  Reference  Committee  on  resolution 
dealing  with  the  Red  Cros  blood  bank  recommend- 
ed that  no  change  be  made  in  the  “approval  in 
principle”  of  the  participation  of  the  American 
Red  Cross  in  the  national  blood  program.  The 
opinion  of  the  Committee  was  that  “approval  in 
principle”  should  be  construed  as  follows: 

First,  the  local  control  must  be  by  the  county 
medical  society. 

Second,  the  local  medical  society  should  be  the 
initial  contact  in  the  contemplation  of  inaugura- 
tion of  a new  blood  bank. 

Third,  no  publicity  nor  news  releases  shall  be 
released  except  by  mutual  consent  of  the  local 
county  medical  society  and  the  local  chapter  of 
the  American  Red  Cross. 

Fourth,  difference  of  opinion  in  establishment 
or  operation  of  a blood  bank  in  either  administra- 
tive or  technical  detail  shall  be  arbitrated  at  state 
levels  by  joint  committees  from  the  state  medical 
society  and  the  American  Red  Cross. 

Recognizing  the  professional  ability  of  the  phy- 
sicians constituting  the  Advisory  Committee  of 
the  National  American  Red  Cross  and  the  efforts 
they  have  made  in  behalf  of  this  program  as  well 
as  the  efforts  of  a similar  committee  approved  by 
the  House  of  Delegates  of  the  American  Medical 
Association  in  January  1948,  your  reference  com- 
mittee feels  that  this  intimate  cooperation  should 
be  continued.  However,  it  is  also  the  feeling  of 
your  committee  that  in  a program  of  such  nation- 


al importance,  even  greater  effort  and  cooperation 
is  needed  in  the  future  to  attain  desired  objectives. 
Accordingly,  it  recommends  that  the  committee 
of  the  American  Medical  Association  be  enlarged 
to  nine  members  with  definite  instructions  to  meet 
at  stated  intervals  at  the  call  of  either  the  chair- 
man of  our  committee  or  that  of  the  Red  Cross. 
Your  reference  committee  also  feels  that  any  pro- 
vision of  free  medical  service  or  supply  to  every- 
one without  regard  to  ability  to  pay  is  in  opposi- 
tion to  the  principle  that  it  is  the  responsibility 
of  an  individual  to  assume  the  obligations  of 
medical  expense  just  as  he  does  for  other  living 
expense.  Your  reference  committee  deplores  the 
use  of  the  term  “free  blood”  in  the  publicity  of 
the  American  Red  Cross. 

The  Reference  Committee  commented  on  the 
report  of  Council  on  Medical  Service  on  a meet- 
ing held  by  this  Council  and  representatives  of 
36  states  medical  associations  and  the  Territory 
of  Hawaii  on  June  19,  1948,  as  follows:  “The 

purpose  of  this  meeting  was  to  discuss  the  ad- 
visability of  Associated  Medical  Care  Plans  and 
Blue  Cross  establishing  or  creating  a national  en- 
rollment organization  to  implement  the  hospital 
and  medical  health  insurance  coverage  of  em- 
ployees of  national  employer.  It  was  agreed  by 
those  attending  the  meeting  that  there  was  a 
need  for  such  organization.  This  matter  was 
then  referred  to  the  Council  on  Medical  Service 
and  the  Commission  of  Associated  Medical  Care 
plans  for  further  study  to  determine  the  struc- 
tural organization  and  proper  function  of  such  a 
needed  organization  and  they  were  asked  to  re- 
port their  recommendations  at  an  early  date. 
Your  committee  is  in  accord  with  and  approves 
the  principles  enunciated  and  the  action  taken 
at  this  meeting. 

Election  of  officers  took  place  following  the  re- 
port of  the  Reference  Committee  on  Rules  and 
Order  of  Business.  Dr.  Ernest  E.  Irons,  Chicago, 
was  elected  president-elect:  Dr.  Roy  W.  Fouts, 
Omaha,  Vice  President;  Dr.  George  F.  Lull,  Chi- 
cago, Secretary;  Dr.  J.  J.  Moore,  Chicago,  Treas- 
urer; Dr.  F.  F.  Borzell,  Philadelphia,  Speaker  of 
the  House  of  Delegates;  Dr.  J.  A.  Reuling,  Bayside, 
New  York,  Vice-Speaker  of  the  House  of  Dele- 
gates. 

Dr.  E.  L.  Henderson,  Chairman  Board  of  Trus- 
tees, announced  that  the  1949  Annual  Session 
would  be  held  in  Atlantic  City  June  6 to  10;  the 
1950  Annual  Session  in  San  Francisco,  June  26-30, 
and  the  1949  Interim  Session  in  St.  Louis,  Nov.  30 
to  Dec.  3.  In  addition,  the  Speaker  declared  that 
the  House  had  selected  Atlantic  City  as  the  place 
of  the  1951  Annual  Session. 

The  retirement  was  announced  of  Dr.  Arthur 
J.  Bedell,  Section  on  Ophthalmology,  a member 
of  the  House  for  thirty-three  years. 

Expressions  of  appreciation  were  made  to  the 
Chicago  Medical  Society  and  the  Illinois  State 
Medical  Society  for  their  gracious  functioning  as 
hosts,  and  to  Dr.  R.  W.  Fouts  for  his  long  and 
faithful  service  as  Speaker  of  the  House.  The 
address  of  Dr.  Fouts  on  retiring  is  printed  in  its 
entirety  in  the  Journal,  as  is  the  address  of  the 
President-elect,  Ernest  E.  Irons. 

Following  election  of  several  Trustees  and 
Members  of  various  Councils,  the  House  adjourned 
at  5:40  p.  m. 

Dr.  Beebe:  Dr.  Hawley  asked  for  an  Executive 

Session  and  stated  that  it  was  absolutely  neces- 
sary that  the  Blue  Cross  and  the  others  combine 
and  that  they  offer  a national  plan  for  employers 
of  labor,  that  Ford  Motors,  General  Motors,  etc., 
are  going  to  put  out  their  own  insurance  plan 
and  they  would  give  the  AMA  six  months  to  get 
a national  organization  that  would  take  care  of 
them,  because  they  have  people  employed  in  every 
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state  in  the  Union  and  they  didn't  propose  to  deal 
with  51  separate  organizations.  If  there  was  a 
national  organization  that  could  take  care  of  their 
needs  through  these  51,  they  would  take  it  up, 
but  otherwise  they  were  going  to  put  on  their 
own,  and  that  would  mean  quite  a difference  of 
opinion  in  these  prepayment  plans.  That  is  all. 

Dr.  Niles:  I move  the  report  be  accepted. 

President  Riggin:  Is  there  any  discussion? 

Dr.  Tarumianz:  Mr.  Chairman,  I understand 

that  this  is  the  first  time  that  a delegate  from  our 
Society  has  been  appointed  on  a committee.  I 
think  we  should  congratulate  Dr.  Beebe. 

Dr.  Beebe:  You  should  congratulate  my  class- 

mate, Dr.  Borzell. 

Dr.  Tarumianz:  I think  this  is  the  first  time 

somebody  has  been  recognized,  regardless  of 
whether  it  has  been  through  Dr.  Borzell  or  not. 
This  is  the  first  time  that  our  Medical  Society  has 
been  recognized  by  AMA. 

President  Riggin:  You  will  find  that  it  will  be 

recognized  more  and  more  from  now  on,  and  I 
congratulate  Dr.  Beebe,  from  the  Chair,  on  be- 
half of  the  Society. 

Do  I hear  a second  to  the  motion? 

. . . The  motion  was  duly  seconded  . . . 

President  Riggin:  Those  in  favor  say  “Aye”; 

opposed,  “No.”  It  is  carried. 

We  will  now  hear  a report  from  the  delegate 
to  the  Delaware  Academy  of  Medicine. 

. . . Secretary  Beatty  read  the  prepared  report, 
as  follows: 

Report  of  the  Delegate  to  the  Delaware 
Academy  of  Medicine 

During  the  past  year  there  has  been  increased 
activity  of  the  Academy  of  Medicine,  as  shown 
by  the  addition  of  new  members,  the  attendance 
of  the  scientific  meetings,  and  in  the  use  of  the 
library. 

The  Scientific  Committee  of  the  Academy  ar- 
ranged a series  of  four  meetings  as  follows: 

October  29,  1947 — “Management  of  the  Focal 
Infection”  by  Dr.  Thomas  Kline  of  Philadelphia. 

November  14,  1947 — “Symposium  on  Malig- 

nancy of  the  Colon"  by  Dr.  I.  S.  Ravdin  and  his 
Associates  of  Philadelphia. 

November  26,  1947 — “Treatment  of  Diabetes 
Mellitus  in  Obstetrics  and  Pediatrics”  by  Dr.  Pris- 
cilla White  of  Boston. 

March  24,  1948— “Recent  Experiences  in  Nutri- 
tional Anemias”  by  Dr.  Tom  D.  Spies  of  Alabama 
and  Ohio. 

These  lecturers  are  outstanding  men  in  their 
fields,  their  subjects  were  timely,  and  the  meetings 
were  well  attended. 

There  has  been  a steady  use  of  the  Library  by 
the  members  and  by  medical  students,  as  well  as 
by  the  various  local  libraries  who  borrow  through 
interlibrary  loan  service,.  Several  new  books 
have  been  added  during  the  year,  and  several  gifts 
of  books  and  journals  have  been  received. 

The  building  has  been  used  during  the  year 
by  the  New  Castle  County  Medical  Society,  Dela- 
ware Dental  Society,  the  Delaware  Pharmaceu- 
tical Society  and  the  Woman’s  Auxiliary  of  the 
Delaware  Medical  Society. 

The  medical  profession  of  Delaware  should  be 
proud  of  this  Academy.  Its  facilities  for  infor- 
mation and  study  should  attract  every  physician 
in  active  practice  and  especially  those  physicians 
residing  in  Wilmington  and  its  vicinity. 

Respectfully  submitted, 

W.  O.  LaMotte,  Representative 

President  Riggin:  You  have  heard  the  report, 

gentlemen,  what  is  your  pleasure? 

Dr.  Niles:  I move  it  be  accepted. 

. . . The  motion  was  duly  seconded  . . . 


President  Riggin:  Those  in  favor  say  “Aye”; 

opposed,  “No.”  It  is  carried. 

Is  there  any  unfinished  business? 

re  Programs 

Dr.  Flinn:  Mr.  Chairman,  last  year  at  this 

meeting  of  the  House  of  Delegates,  I made  a sug- 
gestion that  notice  of  this  meeting  should  be  sent 
to  members  at  least  a month  ahead  of  time,  and 
along  with  it  a program  or  tentative  program  of 
the  scientific  sessions. 

This  year  we  had  two  secretaries  and  we  did 
receive  notification  of  the  meeting.  1 have  yet  to 
see  a program.  1 see  some  around  here,  but  I 
haven’t  had  any.  I understand  they  were  sent 
out  to  those  who  are  going  to  discuss  the  papers. 

There  may  have  been  exigencies  about  which  I 
do  not  know,  but  I do  think  that  we  should  try 
to  consider  our  scientific  program  in  a better 
light  and  acquaint  the  members  ahead  of  time  as 
to  what  the  program  is  going  to  be,  so  that  they 
can  make  an  extra  effort  to  be  present. 

Secretary  Beatty:  The  Executive  Secretary 

has  asked  me  to  say  that  next  year  that  will  defi- 
nitely be  taken  care  of. 

Executive  Secretary  Bird:  i didn’t  ask  him  to 

say  anything!  I will  say  something  myself.  As 
a matter  of  fact,  it  took  a lot  of  effort  to  get  this 
program  together,  and  though  we  started  early  it 
was  only  in  the  last  two  weeks  that  we  really  com- 
pleted it.  To  get  acceptances  isn’t  as  easy  as  it 
sounds.  Also,  unfortunately,  for  the  first  time  in 
many,  many  years,  the  Star  Publishing  Company 
who  have  published  our  Journal  and  other  ma- 
terial for  years  and  years  and  have  done  an  ex- 
ceptionally efficient  job,  were  delayed  this  year.  I 
received  the  final  proof  for  this  program  last 
Thursday,  only  four  days  ago.  As  far  as  mailing 
programs  out,  all  I could  do  was  to  send  a copy 
to  those  who  were  on  the  program,  to  remind 
them  of  their  exact  hour. 

As  to  mailing  a program  to  every  member,  that 
has  been  tried  on  two  or  three  occasions  when 
Dr.  LaMotte  was  Secretary.  He  reported  that 
when  he  had  300  programs  printed  for  200  mem- 
bers and  told  them,  “Please  bring  the  programs 
with  you,”  when  they  came  to  the  meeting  there 
would  be  150  members  present  minus  programs, 
there  would  be  50  to  100  programs  left  for  the 
entire  meeting,  and  none  left  over  for  the  Woman's 
Auxiliary  to  use.  So  that  has  been  abandoned  for 
some  years.  If  you  want  it  done  and  are  willing 
to  [iay  for  two  printings,  it  will  be  done. 

Dr.  McGee:  Could  not  that  be  printed  in  the 

Journal? 

Executive  Secretary  Bird:  If  we  get  it  in  time. 

Another  difficulty  is,  when  we  meet  in  Rehoboth 
we  meet  in  September,  which  throws  us  one  month 
ahead  of  our  regular  time.  We  have  one  month 
less  to  get  acceptances  and  get  the  thing  in  print. 
The  only  time  we  meet  in  September  is  when  we 
come  to  Rehoboth.  When  this  meeting  meets  at 
Georgetown  and  Laurel  in  Sussex  County,  when 
it  meets  either  in  Middletown  or  Dover  in  Kent, 
and  always  when  it  meets  in  New  Castle  County, 
it  is  in  October.  So  this  year  we  have  had  a bob- 
tailed year,  one  month  less,  and  that  made  a lot 
of  difference. 

President  Riggin:  I would  suggest  that  you 

wait  until  tomorrow  and  Wednesday  and  see  if 
the  program  itself  doesn't  overshadow  the  lateness 
of  the  program.  We  have  worked  very  hard  on 
this  program,  particularly  Dr.  Bird,  and  it  has 
been  hard  to  get  together.  We  have  three  men 
from  Delaware  who  are  to  speak:  that  is  all. 

The  rest  are  from  out  of  the  state,  and  we  have 
had  to  wait  for  these  men  to  reply.  So  there 
were  many  reasons.  I imagine  the  printer’s 
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reason  was  the  last  one  and  probably  the  worst 
one. 

Is  there  no  other  unfinished  business? 

Executive  Secretary  Bird:  No. 

President  Riggin:  We  will  now  hear  from  the 

Committee  on  Nominations. 

. . . Secretary  Beatty  read  the  prepared  report . . . 

Report  of  the  Committee  on  Nominations 

Officers 

1st  Vice-President,  H.  V.  P.  Wilson,  Dover;  2nd 
Vice-President,  E.  L.  Stambaugh,  Lewes;  Secre- 
tary, Gerald  A.  Beatty,  Wilmington;  Treasurer, 
Winfield  Lattomus,  Wilmington;  Councilor,  C.  J. 
Prickett,  Smyrna;  Representative  to  D.  A.  M.,  W. 
O.  LaMotte,  Wilmington. 

Standing  Committees 

Scientific  Work:  Gerald  A.  Beatty,  Wilming- 

ton; John  R.  Caldwell.  Dover;  Joseph  M.  Messick. 
Wilmington. 

Public  Policy  & Legislation:  Joseph  McDaniel, 

Dover;  Jerome  D.  Niles,  Middletown;  R.  J. 
Comegys,  Clayton. 

Publication:  W.  E.  Bird,  Wilmington;  M.  A. 

Tarumianz,  Farnhurst;  Gerald  A.  Beatty,  Wil- 
mington. 

Medical  Education:  J.  W.  Howard,  Wilmington; 
Lewis  B.  Flinn,  Wilmington;  John  W.  Lynch,  Sea- 
ford. 

Necrology:  C.  J.  Prickett,  Smyrna;  George 

W.  K.  Forrest,  Wilmington;  U.  W.  Hoeker,  Lewes. 

State  Board  of  Medical  Examiners:  Jos.  S.  Mc- 

Daniel. Dover;  Wm.  Marshall,  Wilmington;  W. 
E.  Bird,  Wilmington;  J.  E.  Marvil,  Laurel;  L.  J. 
Jones,  Wilmington;  James  Beebe,  Lewes;  J.  F. 
Hynes,  Wilmington;  O.  V.  James,  Milford;  C.  J. 
Prickett,  Smyrna;  M.  A.  Tarumianz,  Farnhurst. 

Respectfully  submitted, 

Bruce  Barnes 
Henry  V.  P.  Wilson 
W.  O.  LaMotte 

President  Riggin:  Gentlemen,  you  have  heard 

the  report  of  the  Nominating  Committee.  Are 
there  any  remarks? 

Dr.  Hynes:  I move  that  nominations  be  closed 

and  the  Secretary  cast  the  vote. 

. . . The  motion  was  duly  seconded  . . . 

President  Riggin:  It  has  been  moved  and  sec- 

onded that  the  nominations  be  closed  and  that  the 
Secretary  cast  one  ballot.  All  those  in  favor  say 
“Aye";  opposed,  “No."  It  is  so  carried. 

Has  the  Committee  on  Arrangements  anything 
to  report? 

Committee  on  Arrangements 

Dr.  Beebe;  The  luncheon  will  be  here  at  the 
Club  tomorrow  at  12:30  and  the  Woman’s  Aux- 
iliary are  to  eat  with  us  and  any  of  the  doctors’ 
wives  who  are  not  members  of  the  Auxiliary.  That 
is  at  12:30.  The  dinner  tomorrow  evening  is  at 
7:15,  with  cocktails  at  6:30.  There  have  been  54 
reservations  so  far. 

President  Riggin:  Is  there  any  new  business? 

re  Coroner’s  Office 

Dr.  Flinn:  Mr.  Chairman,  there  is  one  matter 

which  I think  is  important,  and  I would  like  to 
bring  it  up  for  your  consideration.  For  a good 
many  years  the  question  of  the  Coroner’s  Office  in 
Delaware,  the  Medical  Examiner,  has  been  dis- 
cussed. It  has  often  been  mentioned  at  these 
meetings  and  at  county  society  meetings  that  it 
would  be  an  opportune  time  to  do  away  with  the 
Coroner’s  Office  and  establish  a Medical  Examiner. 
In  principle,  it  seems  to  me  most  desirable.  1 
think  it  has  the  unanimous  support  of  all  the 
pathologists  in  the  state.  They  have  been  active 


in  thinking  on  these  lines  and  investigating  the 
possibilities. 

Just  recently  they  have  been  able  to  contact 
Dr.  Alan  Moritz,  Professor  of  Legal  Medicine  at 
Harvard,  who  has  made  a considerable  study  of 
this  problem  and  has  had  considerable  experience 
in  it,  and  has  outlined  informally  his  ideas  on  how 
to  go  about  establishing  such  an  office  of  Medical 
Examiner. 

I just  learned  this  afternoon,  about  half  an  hour 
before  coming  to  this  meeting,  that  he  plans  to 
arrive  by  airplane  in  Wilmington  on  the  24th  of 
September,  in  time  to  have  an  informal  meeting 
with  certain  interested  parties  in  the  medical  so- 
cieties, the  Board  of  Health,  both  state  and  Wil- 
mington, and  other  individuals  who  would  be  in- 
terested in  this  problem. 

I would,  therefore,  if  it  is  in  order,  like  to  make 
a motion  that  this  House  of  Delegates  approve 
this  idea  in  principle  and  that  the  matter  be  re- 
ferred to  the  appropriate  committee  to  investi- 
gate and,  with  power  to  act,  to  represent  this  So- 
ciety as  far  as  our  influence  will  go. 

You  understand  that  this  comes  into  politics 
and  it  would  probably  have  to  come  up  in  the  State 
Legislature,  and  we  can  do  only  so  much,  but 
what  we  can  do  I feel  that  we  should  do.  and  I 
would  feel  that  the  Legislative  Committee,  or 
whatever  committee  is  the  appropriate  one,  should 
be  empowered  to  represent  us. 

Dr.  Tarumianz:  Mr.  President,  I fully  agree 

with  Dr.  Flinn,  and  therefore  I move  that  the 
President  authorize  this:  The  chairmen  of  county 

medical  societies,  chairmen  of  county  medical  so- 
cieties' legislative  committees,  and  the  State  So- 
ciety’s legislative  committee  get  together  with 
proper  individuals  who  are  interested  in  this  mat- 
ter and  decide  what  is  the  best  methods  of  ap- 
proaching this  problem  from  the  political  stand- 
point. 

. . . The  motion  was  duly  seconded  . . . 

Secretary  Beatty:  With  power  to  act,  I would 

think. 

Dr.  Tarumianz:  Yes,  with  power  to  act. 

President  Riggin:  You  have  heard  the  motion. 

Do  I hear  a second  to  that  motion? 

Dr.  Niles:  I second  it. 

Dr.  Hynes:  Dr.  Flinn  made  a motion,  and  I 

seconded  his  motion.  One  motion  at  a time. 

President  Riggin:  We  have  only  one  motion. 

Dr.  Flinn:  1 made  a motion  turning  the  matter 

over  to  the  State  Society’s  Legislative  Committee. 

Secretary  Beatty:  Dr.  McDaniel  is  the  chair- 

man of  the  State  Legislative  Committee. 

Dr.  Flinn:  If  it  is  going  to  increase  the  facili- 

ties to  include  the  chairmen  of  the  legislative  com- 
mittees of  the  county  societies,  I have  no  objec- 
tion. 

Dr.  Tarumianz:  I didn’t  know  you  made  a 

motion. 

Dr.  Niles:  I would  think  that  the  chairman  of 

the  State  Legislative  Committee  could  handle  that. 
He  would  know  what  should  be  done. 

Dr.  Flinn:  He  would  probably  work  through 

the  others  anyhow'. 

Dr.  Tarumianz:  All  right. 

President  Riggin:  You  have  heard  the  motion 

and  it  has  been  seconded.  All  those  in  favor  say 
“Aye”;  opposed,  “No.”  It  is  so  carried. 

Are  there  any  resolutions? 

Secretary  Beatty:  No  resolutions. 

President  Riggin:  Communications? 

Secretary  Beatty-:  None. 

President  Riggin:  Appropriations? 

Dr.  Tarumianz:  Mr.  President,  the  budget  has 

been  approved  by  the  House  of  Delegates,  so  I 
think  that  solves  the  problem. 


December,  1948 


Delaware  State  Medical  Journal 


President  Riggin:  The  meeting  next  year  goes 

to  New  Castle  County.  As  to  the  selection  of  the 
meeting  place,  will  somebody  from  New  Castle 
County  advise  us  as  to  next  year,  as  to  where  and 
what  time,  and  so  forth? 

Secretary  Beatty:  Dr.  McGee,  would  you  in- 

vite the  Society? 

Dr.  McGee:  Gentlemen,  might  I invite  you  to 

the  New  Castle  County  Medical  Society  for  the 
session  next  year?  The  place  to  be  determined 
by  the  Council,  with  a view  to  enlarging  our  ex- 
hibits, if  that  can  be  done.  We  will  keep  that 
aspect  open. 

President  Riggin:  Gentlemen,  you  have  heard 

the  invitation.  Is  there  anything  else  that  you 
would  like  to  talk  about  before  the  next  item 
comes  up  on  the  agenda,  which  is  adjournment? 

The  Chair  is  ready  to  listen  to  a motion  to  ad- 
journ. 

...  It  was  so  moved  and  duly  seconded  . . . 

Preisdent  Rigghn:  The  meeting  is  adjourned. 

. . . The  meeting  thereupon  adjourned  at  11:45 
o’clock  . . . 


DOCTORS'  EARNINGS  AT 
RECORD  HIGH 

Total  gross  income  of  physicians  in  this 
country  in  1947  was  about  $21/2  billion,  accord- 
ing to  Medical  Economics’  Sixth  Quadrennial 
Survey  made  public  recently. 

Average  net  incomes  of  private  physicians 
have  almost  tripled  from  a depression  low  in 
1935  of  $3,792  to  a new  postwar  high  of 
$9,884  a year,  the  survey  showed.  Gross  in- 
comes for  1947  averaged  $17,476.  The  net  was 
after  deduction  for  such  professional  expen- 
ses as  office  rent,  personnel,  utilities,  automo- 
bile, instruments  and  medical  supplies.  Me- 
dian gross  was  given  as  $14,500  and  median 
net  as  $8,744. 

“Physicians  in  1947  were  in  the  top  3 per 
cent  national  income  bracket,”  the  survey  re- 
ported. “Net  income  of  physicians  rose  14 
per  cent  from  1943  to  1947,  while  incomes  of 
all  gainfully  employed  persons  increased  32 

t 

per  cent  during  the  same  period. 

“Highest  gross  reported  by  any  physician, 
a specialist  in  proctology  was  $180,000.  His 
net  was  $86,000. 

“Of  the  total  number  of  active  private  phy- 
sicians, 2.8  per  cent  grossed  $50,000  or  more 
and  0.1  per  cent  grossed  $100,000  or  more.” 

Independent  physicians,  those  active  prac- 
titioners who  derive  less  than  half  of  their  in- 
comes from  salaries,  earned  an  average  net  of 
$11,300  in  1947,  as  compared  to  those  who  get 
more  than  half  their  incomes  from  salaries, 
whose  net  was  $7,914.  From  this  group  the 
survey  showed  men  earned  $17,588  annually 


gross  for  a net  of  $11,036  as  compared  to 
women  doctors  who  earned  a gross  average  of 
$12,868  and  a net  of  $7,929. 

“The  average  gross  income  from  practice, 
reported  here  as  $17,476,  represents  the  fee- 
for-service  income  and  salary  income  of  4,393 
independent  physicians  and  485  salaried  phy- 
sicians (total  sample,  4,878),”  Medical  Eco- 
nomics reported.  Material  for  the  survey  was 
obtained  by  means  of  a reply  postcard  bound 
into  each  of  the  135,500  copies  of  the  March 
issue  of  the  magazine.  The  total  response  of 
6,706  was  considered  unusually  high,  since 
the  physicians  were  asked  to  write  down  an- 
swers to  38  questions.  Some  cards  were  elim- 
inated in  weighting  returns  to  obtain  the  final 
working  sample. 

“The  median  gross  from  practice,  reported 
as  $14,500,  is  appreciably  lower  than  the  aver- 
age gross  and  may  well  constitute  a more 
typical  figure,  being  undisturbed  by  some  ex- 
tremely high  incomes  among  those  reported. 

“The  biggest  four-year  rise  occurred,  as 
might  have  been  expected,  between  1939  and 
1943;  gross  in  that  period  jumped  from  $7,365 
to  $13,605.  ’ ! 

Details  on  the  practice  of  seven  physicians 
reporting  gross  incomes  from  practice  of  over 
$100,000  were  furnished  in  this  survey.  The 
$86,000  a year  net  proctologist,  for  instance, 
practices  in  a middle  east  city  of  2,000,000 
population,  employs  two  M.  D.’s,  seven  secre- 
tarys,  works  18  hours  daily  and  takes  no  vaca- 
tion. He  sees  60  patients  daily,  and  has  been 
practicing  for  20  years. 

A practitioner  of  internal  medicine  in  a 
New  England  city  of  100,000  grosses  $167,350, 
but  tops  the  proctologist  with  a net  of  $96,000. 
He  has  been  in  practice  for  five  years,  he  de- 
clared, sees  43  patients  during  a 9-hour  day 
and  takes  a 45-day  vacation  annually. 

The  remaining  five  of  the  top  seven,  whose 
grosses  ranged  from  $100,000  to  $150,000  a 
year,  with  net  incomes  from  $42,689  to  $81,- 
553,  included  an  obstetrician-gynecologist,  a 
general  practitioner,  another  specialist  in  in- 
ternal medicine,  and  two  surgeons.  All  re- 
ported from  10  to  15  hours  of  daily  practice 
and  had  been  engaged  in  their  professions 
from  10  to  30  years.  Their  staffs  numbered 
from  5 to  10  employees.  They  all  took  vaca- 
tions, ranging  from  14  to  30  days  each  year. 
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THE  A.M.A.  SAYS: 

Progress  in  American  medicine  is  an 
achievement  which  we,  as  doctors,  are  proud 
to  relate  to  the  general  public. 

Yet,  for  some  time  now,  many  stories  reach- 
ing lay  readers  have  dealt  with  isolated  cases 
of  distress,  indicating  the  medical  profession, 
along  wtih  articles  based  on  glib  promises  of 
social  planners. 

During  the  ensuing  year,  the  medical  pro- 
fession must  concentrate  its  efforts  on  one 
problem : to  tell  the  American  people  about  the 
many  contributions  which  the  medical  profes- 
sion has  made  to  alleviate  disease,  preserve  life 
and  postpone  death.  Our  story  must  stress 
the  importance  of  our  present  system  of  volun- 
tary care  and  present  the  true  facts  about 
medical  care  and  health  protection. 

The  House  of  Delegates  of  the  American 
Medical  Association,  at  the  Interim  Session  in 
St.  Louis,  fully  recognized  these  problems  by 
creating  a means  for  carrying  on  a nationwide 
health  education  program.  To  finance  this 
program  an  assessment  of  $25  was  made  on 
each  member  of  the  American  Medical  Asso- 
ciation. Members  of  the  American  Medical 
Association  do  not  pay  dues.  If  they  desire  to 
become  Fellows  of  the  Scientific  Assembly 
they  make  application  and  pay  $12  a year 
dues,  which  include  a subscription  to  The 
Journal.  This  hardly  pays  for  the  paper  and 
printing;  notwithstanding  the  fact  that  the 
doctor  receives  the  best  medical  periodical 
published  anywhere  in  the  world. 

In  1947,  the  expenses  of  the  Association  ex- 
ceeded income.  For  that  reason  dues  of  Fel- 
lows were  raised  from  $8  to  $12.  However, 
even  higher  costs  have  kept  apace  with  this 
raise  and  the  Association  may  show  a net  loss 
for  1948. 

The  medical  profession  as  a whole  is  of  the 
firm  opinion  that  government  control  of  medi- 
cine would  lower  the  standards  of  medical  care 
in  the  United  States,  and  is  so  sincere  in  this 
belief  that  it  feels  everything  possible  should 
be  done  to  prevent  such  control  from  being 
thrust  upon  us. 

A coordinating  committee  has  been  formed  to 
help  solve  many  of  the  problems  which  we  face, 
and  it  is  enlisting  the  support  of  every  physician. 
This  committee  is  composed  of  Dr.  E.  L.  Hender- 
son, chairman,  Dr.  Edward  S.  Hamilton,  Dr.  Gun- 
nar  Gundersen,  Dr.  Walter  B.  Martin,  Dr.  Louis 
H.  Bauer,  Dr.  John  W.  Cline,  Dr.  William  Bates, 
Dr.  R.  B.  Robins,  Dr.  R.  L.  Sensenich,  and  Dr. 
George  F.  Lull. 


PHILADELPHIA  MEDICINE  SAYS:* 

The  recent  interim  session  of  the  A.  M.  A. 
in  St.  Louis,  especially  as  it  concerned  the  ac- 
tions of  the  House  of  Delegates,  should  be  re- 
garded as  one  of  the  most  significant  in  the 
long  history  of  that  organization.  Never  be- 
fore has  medicine  been  faced  with  the  dangers 
which  confront  it  at  present.  At  no  time  in 
the  past  has  the  necessity  existed  for  a positive 
and  aggressive  policy  by  the  medical  profes- 
sion as  it  does  today.  The  present  menace  to 
medicine  is  also  a menace  to  the  very  founda- 
tions of  our  Democracy. 

We  must  take  the  offensive  and  demonstrate 
to  the  American  public,  beyond  any  question 
of  doubt,  the  serious  dangers  to  the  future 
welfare  of  this  country  of  any  Federal  or 
State  controlled  system  of  medical  care.  Fur- 
thermore, we  must  prove  our  sincere  desire 
to  safeguard  the  health  of  the  people  and  to 
assist  them  in  meeting  the  problems  of  the  cost 
of  illness. 

The  results  of  the  St.  Louis  meeting  clearly 
indicate  the  intention  of  the  A.  M.  A.  to  fur- 
nish us  with  that  type  of  leadership  which  we 
will  need  to  fight  a winning  battle.  However, 
this  leadership  will  be  meaningless  unless 
every  physician  becomes  familiar  with  the 
problems  facing  the  profession  and  puts  into 
immediate  action  the  directives  which  will 
come  from  the  A.  M.  A.,  and  the  constituent 
State  and  County  Societies,  regarding  the  im- 
portant part  which  the  individual  physician 
will  be  expected  to  play  in  the  immediate 
future. 

Funds  will  be  needed  if  the  A.  M.  A.  is  to 
function  effectively.  When  the  financial  ap- 
peal is  made  there  should  be  no  question  re- 
garding the  willingness  of  every  physician  to 
join  hands  with  his  confreres  in  united  action 
towards  a common  objective. 

The  unanimity  of  action  of  the  House  of 
Delegates  and  the  Officers  of  the  A.  M.  A.  as 
demonstrated  at  the  St.  Louis  meeting  is  a 
good  omen  for  the  future.  It  is  hoped  that 
you  will  join  the  march  of  medicine  towards 
ultimate  victory.  We  cannot  fail  in  our  ob- 
jective. 

* Dec.  11,  1948. 
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Hope  and  Pray  ! 

So  the  Interim  Session  of  the  A.  M.  A.  has 
come  and  gone  ! Your  secretary  and  ye  editor 
flew  out  in  advance  of  the  meeting  to  partici- 
pate in  two  conferences,  which  were  outstand- 
ing. The  first  was  the  Conference  on  Public 
Relations,  which  was  the  first  formal  meeting 
of  its  kind  ever  held  by  the  A.  M.  A.  The  pro- 
gram was  most  illuminating  and  informative, 
and  we  got  several  Hints  that  should  be  bene- 
ficial in  our  official  endeavors.  The  pity  about 
this  conference  is  that  it  came  ten  years  too 
late.  Had  the  proper  relations  been  establish- 
ed with  the  general  public  ten  years  ago,  the 
bugaboo  of  socialized  medicine  would  not  be 
here  to  plague  us.  We  have  been  saying  for 
three  times  ten  years  that  the  medical  profes- 
sion was  entirely  too  modest  in  telling  the 
world  of  its  achievements  and  triumphs.  So 
now,  at  long  last,  headquarters  is  catching  up 


with  the  thinking  in  several  of  the  states.  So 
successful  was  this  first  conference  that  it  is  to 
be  an  annual  affair  at  the  Interim  Session,  and 
will  probably  be  expanded  to  a two-day  pro- 
gram. 

The  second  was  the  annual  Conference  of 
State  Secretaries  and  State  Editors.  Here 
again  the  program  was  of  exceptional  merit 
and  proved  to  lie  most  profitable  to  the  large 
group  who  attended  it.  These  conferences 
have  been  held  for  thirty-five  or  forty  years 
and  their  importance,  in  keeping  the  secre- 
taries and  editors  informed  as  to  what’s  going- 
on  at  national  headquarters  and  on  the  na- 
tional scene,  is  increasing  as  the  years  go  by. 
It  was  decided  to  hold  this  conference  each 
year  in  connection  with  the  Interim  Session, 
instead  of  the  usual  meeting  annually  at  Chi- 
cago. This  again,  is  a step  in  the  right  direc- 
tion, as  it  expands  the  opportunity  to  see, 
hear,  and  learn. 

A third  item  was  the  meeting  of  the  House 
of  Delegates,  which  we  attended  for  the  first 
day  only,  as  prior  commitments  compelled  us 
to  return  to  Wilmington  the  next  day.  How- 
ever, we  heard  the  most  important  thing, 
which  was  the  report  of  the  Council  on  Medi- 
cal Service,  to  the  effect  that  they  approved 
the  principle  of  national  enrollment  for  Blue 
Cross-Blue  Shield  Plans,  but  disapproved  the 
proposed  mechanism  therefor.  This  report 
was  later  adopted. 

The  second  outstanding  action  of  the  House 
of  Delegates  was  the  vote  to  assess  each  mem- 
ber $25.00  for  a “nationwide  plan  of  educa- 
tion on  the  progress  of  American  medicine.  ’ ’ 
Just  how  far  such  a campaign,  conducted  at 
this  late  date,  will  get  is  highly  problematical, 
but  since  among  those  to  be  “educated”  are 
the  members  of  the  United  States  Congress, 
some  little  good  may  be  accomplished  in  this 
direction.  We  are  not  prepared  at  this  mo- 
ment to  discuss  the  advisability  of  the  A.  M.  A. 
assessing  the  members,  it  may  be  too  late — we 
think  it’s  ten  years  too  late. 
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A Last  Look  at  ’48 

As  we  come  to  the  end  of  another  medical 
year,  there  are  two  items  that  stand  out  as  new 
and  progressive  in  the  actions  of  the  Medical 
Society  of  Delaware.  The  first  of  these  is  the 
recent  opening  of  the  Governor  Bacon  Health 
Center  at  old  Fort  du  Pont  in  Delaware  City. 
If  properly  managed,  and  we  are  sure  it  will 
be,  this  center,  which  is  perhaps  unique  in  the 
United  States,  could  well  become  one  of  the 
outstanding  medical  blessings  in  our  com- 
munity. 

The  second  item  was  the  establishing  in  our 
Society  of  the  office  of  Executive  Secretary, 
on  a part  time  basis.  The  work  of  this  office 
is  now  progressing  much  more  smoothly  and 
efficiently  than  it  could  possibly  be  at  its  be- 
ginning last  March.  The  large  volume  of  cor- 
respondence with  the  various  bureaus  of  the 
A.  M.  A.,  with  other  state  societies,  with  lay 
organizations,  and  with  individuals  has  now 
been  brought  up  to  date,  and  it  must  be  a great 
satisfaction  to  those  who  have  occasion  to  do 
business  with  our  Society  to  have  this  busi- 
ness transacted  expeditiously. 

In  conclusion,  we  may  add  that  ye  editor  is 
now  completing  his  thirty-third  year  of  ser- 
vice to  this  Society  in  that  capacity,  a tenure 
which  is  exceeded  only  by  one  other  state  medi- 
cal editor,  Dr.  Clarence  Smith,  of  Northwest 
Medicine,  Seattle,  who  has  been  editor  for 
forty-five  years  and  who,  at  age  85,  is  still  go- 
ing strong.  May  continued  health  and  lon- 
gevity be  his ! 


Say  It  Isn’t  So 

Our  old  friend (?),  John  L.  Lewis,  has  at 
last  got  around  to  the  medical  profession,  and 
from  the  United  Press  story,  taken  from  the 
Journal  Every-E veiling  of  December  3,  he 
doesn't  think  much  of  us,  as  witness  the  fol- 
lowing : 


DOCTORS  GREEDY,  GIRL  CRAZY, 

MINE  UNION  JOURNAL  SAYS 
Washington,  Dec.  3. — John  L.  Lewis  and 
his  miners,  never  short  on  harsh  words,  had  a 
few  things  to  say  about  doctors  today. 

Lewis  himself  talks  in  public  only  rarely. 
But  twice  a month  the  mine  workers’  official 
newspaper,  The  Journal,  lets  the  world  know 
what  is  irking  Big  John. 

The  latest  issue  carries  an  article  saying 
‘‘the  greed  of  gallivanting  physicians  is  giv- 
ing socialized  medicine  a big  lift.” 

‘‘It  used  to  be  the  tired  businessman  who 
led  the  parade  of  those  who  flocked  to  the  girl 
shows,  tripped  the  light  fantastic  and  drank 
an  overflow  of  liquor  in  the  role  of  good-time 
Charlie,”  the  article  said.  “But  the  physi- 
cians of  today  are  giving  the  businessmen  . . . 
a run  for  first  honors  in  indulging  in  the  fol- 
lies of  a good-time  life. 

“An  investigation  of  the  medical  profession 
today  will  show  a high  percentage  of  doctors 
are  engaged  in  uneconomic  fee  fixing  and  fee 
splitting.  (And  they  are)  geared  to  thinking 
in  terms  of  a 10-year  practice  netting  them 
enough  money  to  become  economically  inde- 
pendent and,  in  fact,  enable  them  to  retire. 

“Doctors,  by  their  lack  of  social  welfare 
enterprise  and  failure  to  understand  and  re- 
spond to  the  needs  of  the  American  people, 
certainly  are  giving  the  proponents  of  social- 
ized medicine  a big  lift.” 


Season’s  Greetings 

The  Journal  extends  to  all  our  members, 
friends,  readers,  and  advertisers  the  very  best 
wishes  for  a 

MERRY  CHRISTMAS 
and  a 

HAPPY  NEW  YEAR. 

© © 

I 1 

0=0  0=0 


December,  1948 


Delaware  State  Medical  Journal 


281 


AN  ANSWER  TO  MR.  TRUMAN 
THE  EWING  REPORT 

Some  months  ago  President  Truman  asked 
Mr.  Oscar  Ross  Ewing,  Federal  Security  Ad- 
ministrator and  Supervisor  of  the  United 
States  Public  Health  Service,  to  formulate  a 
ten  year  health  plan  for  the  nation.  In  May, 
Mr.  Ewing  called  a National  Health  Assembly 
for  the  ostensible  purpose  of  obtaining  advice 
from  physicians  and  other  experts.  The  as- 
sembly, which  was  thought  by  some  to  have 
political  motives,  concluded  that  the  United 
States  needs  some  type  of  medical  insurance, 
but  made  no  recommendations  as  to  what  type. 

Now,  after  six  months'  study,  Mr.  Ewing 
has  made  up  his  mind.  In  a 186  page  report 
recently  handed  the  President,  he  comes  out. 
flatly  for  compulsory  government  health  in- 
surance. But  almost  no  one  is  surprised. 

A lawyer,  and  formerly  assistant  chairman 
of  the  Democratic  National  Committee,  Mr. 
Ewing  has  much  to  say  about  the  nation’s 
health,  or  rather  the  lack  of  it.  He  estimates 
that  every  year  325,000  Americans  die  for 
lack  of  medical  and  health  services,  namely : 
120,000  from  communicable  diseases  that 
might  have  been  cured,  115,000  from  cancer 
and  heart  disease  that  might  have  been  pre- 
vented, 30,000  maternal  and  infant  deaths  that 
are  unnecessary,  and  60,000  from  other 
causes. 

Mr.  Ewing  further  contends  in  his  report 
that  only  20  per  cent  of  the  nation’s  families 
can  afford  all  the  medical  care  they  need, 
although  the  United  States  is  well  supplied 
with  doctors  and  hospitals,  and  lie  adds  that 
about  half  of  the  families,  those  with  annual 
incomes  of  $3,000  or  less,  find  it  hard  if  not 
impossible  to  pay  for  even  routine  medical 
care.  Thus  he  comes  to  the  conclusion  that 
the  nation  needs  a lot  more  medical  and  health 
services  than  it  already  has,  and  he  asserts  that 
by  1960,  exclusive  of  government  health  in- 
surance, the  federal  government  should  be 
spending  $2,313,000,000  per  year,  while  state 
and  local  governments  should  be  spending 
$1,795,000,000  yearly. 

Compulsory  insurance,  Mr.  Ewing  asserts, 
is  necessary.  Voluntary  plans  are  not  and 
never  will  be  enough,  for,  says  he,  only  about 
half  the  families  of  the  nation  can  afford  even 
moderately  adequate  health  insurance  on  a 
voluntary  basis. 


Let’s  examine  the  record. 

The  plan  which  Mr.  Ewing  is  recommending 
does  not  differ  greatly  from  that  which  Great 
Britain  has  adopted  recently.  He  expects 
physicians  to  cooperate  with  a scheme  which 
is  proving  to  have  many  pitfalls.  Further- 
more, many  of  the  statistics  and  arguments 
which  Mr.  Ewing  presents  have  been  refuted 
and  answered  by  the  carefully  prepared  report 
of  the  Brookings  Institution,  commented  on 
editorially  in  the  August  through  November 
issues  of  The  Journal. 

No  one  knows  what  a nationalized  compul- 
sory health  insurance  program  would  cost,  for 
“guesstimates”  vary  widely — between  $50 
and  $80  per  person  per  year.  Accepting  $65 
per  person  per  year,  which  is  slightly  less 
than  the  guess  of  the  National  Industrial 
Conference  Board,  as  a conservative  estimate, 
Dr.  Paul  R.  Hawley  recently  has  pointed  out 
that  the  cost  to  a family  of  four  would  be  $260 
per  year  compared  to  the  present  average  cost 
of  $62  for  Blue  Cross — Blue  Shield  protection. 
Even  it  the  head  of  the  family  paid  only  one- 
third  of  the  cost  under  government  insurance, 
it  would  cost  him  about  $87  per  year.  And 
that  does  not  take  into  account  the  additional 
cost  to  the  already  burdened  taxpayer. 

During  the  past  eight  years  Blue  Shield  has 
increased  its  membership  3,500  per  cent  and 
with  Blue  Cross  now  has  some  37,500,000  mem- 
bers. Plans  for  wider  and  more  adequate  cov- 
erage have  been  made  and  are  expected  to 
become  a reality  soon. 

It  would  appear  that  the  majority  of  rea- 
soning people  will  find  little  or  nothing  in  the 
reasoning,  statistics  or  conclusions  of  Mr. 
Ewing  with  which  they  can  agree.  Here  is  the 
lay  opinion  of  a would-be  reformer  and  social- 
ist who  may  find  that  he  cannot  fill  a job 
which  requires  a person  with  scientific  knowl- 
edge and  wide  experience. 

President  Truman’s  gullible  acceptance  and 
hearty  promotion  of  this  dangerous  form  of 
legislation  is  to  be  noted.  The  answer  from 
organized  medicine  should  be  clear  and 
straightforward.  Negative  action,  rebuttal 
and  criticism  will  not  be  effectual.  An  ade- 
quate, comprehensive  Blue  Shield — Blue  Cross 
program  with  central  coordination  and  wider 
coverage  appears  to  be  the  answer  to  the  prob- 
lem.— Editorial,  ./.  Fla.  M.  A.,  November, 
1948. 
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OBITUARY 

Clyde  C.  Neese,  M.  D. 

Dr.  Clyde  C.  Neese,  for  many  years  a spe- 
cialist in  proctology,  and  active  in  Delaware’s 
medical  and  fraternal  affairs,  died  at  the 
Wilmington  General  Hospital  on  December  5, 
1948,  after  a long  illness. 

Dr.  Neese  was  born  in  Union,  W.  Va.,  in 
1888,  the  son  of  Rev.  and  Mrs.  Gordon  R. 
Neese,  who  later  moved  to  Delaware.  He  was 
graduated  from  the  Conference  Academy  in 
Dover,  and  received  his  medical  degree  from 
Temple  University  School  of  Medicine,  Phila- 
delphia in  1917.  He  began  his  practice  in 
Wilmington  a year  later,  following  an  interne- 
ship  at  Temple  Hospital. 

He  was  a member  of  the  American  Medical 
Association,  Medical  Society  of  Delaware,  the 
New  Castle  County  Medical  Society  and  the 
Delaware  Academy  of  Medicine  and  the  Proe- 
tologieal  Society  of  Delaware. 

Last  September,  the  state  medical  so- 
ciety re-elected  him  alternate  delegate  to  the 
annual  convention  of  the  American  Medical 
Association. 

During  his  career  he  was  active  in  the  Ma- 
sonic Club  and  the  Shrine  Club  of  Delaware. 
He  was  president  of  the  Shrine  Club  from 
1937  through  1940,  and  in  1939  was  elected  a 
trustee  of  the  Lu  Lu  Temple  in  Philadelphia. 

Dr.  Neese  was  a veteran  of  World  War  I, 
and  was  a member  of  Washington  Lodge,  No. 
1.  A.  P.  and  A.  M. 

Dr.  Neese  was  the  husband  of  the  late  Mar- 
garet R.  Neese.  His  parents  were  the  late  Rev. 
and  Mrs.  Gordon  R.  Neese. 

Dr.  Neese  is  survived  by  three  brothers, 
Harry  G.  Neese  of  Wyoming,  Del..  Clarence 
G.  Neese  of  Brooklyn,  N.  Y.,  and  Elbert  H. 
Neese  of  Beloit,  Wis. ; four  sisters,  Mrs.  Harry 
S.  Thiel  of  Wilmington,  Miss  Madeline  Neese 


of  Wilmington,  Mrs.  L.  Russell  Hill  of  Selby- 
ville.  and  Airs.  T.  Noble  Jarrell  of  Goldsboro, 
Md. 

Private  funeral  services  were  conducted  on 
December  8,  1948,  by  Rev.  Dr.  J.  Earl  Cum- 
mings, pastor  of  St.  Paul’s  Methodist  Church. 
The  interment  also  was  private. 


BOOK  REVIEW 

General  Endocrinology.  By  C.  Donnell 
Turner,  Ph.  D.,  Associate  Professor  Zoology, 
Northwestern  University.  Pp.  604,  with  164 
illustrations.  Cloth.  Price,  $6.75.  W.  B. 
Saunders  & Company,  1948. 

This  is  a compact,  well-written  book  on 
General  Endocrinology.  It  is  very  well  writ- 
ten and  well  arranged.  The  statements  in  the 
preface  by  the  author  are  accurately  followed 
in  the  text.  The  subject  matter  in  the  book 
is  approached  from  an  experimental  rather 
than  a clinical  point  of  view.  The  character- 
ization and  treatment  of  endocrinopathies  are 
not  emphasized,  since  this  book  is  intended  pri- 
marily for  beginning  students  who  are  concen- 
trating on  experimental  biology.  It  empha- 
sizes the  basic  position  of  the  endocrine  glands 
in  biology  and  demonstrates  the  similarity  of 
the  action  of  a particular  gland  among  verte- 
brates, invertebrates,  and,  to  some  extent, 
plants.  It  also  raises  the  cpiestion  as  to  wheth- 
er other,  at  present,  ill-defined  endocrine 
functions  may  not  subsequently  be  important, 
such  as  the  pineal  body,  thymus,  kidney  cor- 
tex, etc. 

At  the  end  of  each  chapter  there  is  a very 
complete  bibliography  which  the  student  or 
practitioner  can  use  as  reference  for  a more 
detailed  investigation  of  a particular  problem. 
The  whole  book  is  refreshing  and  can  be  most 
useful.  Those  physicians  who  read  this  book 
will  have  a better  understanding  of  particular 
publications  in  the  purely  medical  field. 

This  book  adequately  fills  the  heretofore 
frequently  neglected  space  in  the  educational 
approach  to  endocrinology. 
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Necrology 

Wm,  Marshall  Jr.,  Milford 

G.  W.  K.  Forrest,  Wilmington 

U.  W.  Hocker,  Lewes 

SPECIAL  COMMITTEES 
Advisory,  Woman’s  Auxiliary 

H.  G.  Buckmaster,  Wilmington 

C.  C.  Neese,  Wilmington 

J.  B.  Waples,  Georgetown 
Verna  Stevens  Young,  Wilmington 

C.  C.  Fooks,  Milford 

Cancer 

V.  D.  Washburn,  Wilmington 

D.  M.  Gay,  Wilmington 
J.  F.  Hynes,  Wilmington 
J.  D.  Niles,  Middletown 

J.  W.  Howard,  Wilmington 
J.  W.  Spies,  Dover 

C.  J.  Prickett,  Smyrna 
James  Beebe,  Lewes 
Bruce  Barnes,  Seaford 

Social  Hygiene 

D.  D.  Burch,  Wilmington 
M.  B.  Thompson,  Rehoboth 

W.  H.  Smith,  Harrington 
Maternal  and  Infant  Mortality 

A.  H.  Williams,  Laurel 

C.  H.  Davis,  Wilmington 
Margaret  I.  Handy,  Wilmington 
Mental  Health 
Persis  F.  Elfeld,  Wilmington 
C.  B.  Scull,  Dover 
0.  V.  James,  Milford 


SPECIAL  COMMITTEES 

Tuberculosis 
L.  D.  Phillips,  Marshallton 

G.  A.  Beatty,  Wilmington 
L.  C.  McGee,  Wilmington 
L.  B.  Flinn,  Wilmington 

J.  M.  Messick,  Wilmington 
J.  S.  McDaniel,  Jr.,  Dover 

C.  J.  Prickett,  Smyrna 

H.  G.  Hume,  Selbyville 

0.  S.  Daisey,  Rehoboth 

Criminologic  Institutes 

E.  R.  Mayerberg,  Wilmington 

I.  J.  MacCoIlum,  Wyoming 
L'.  W.  Hocker,  Lewes 

Med.  Econ.  and  Public  Relations 
G.  W.  K.  Forrest,  Wilmington 

B.  M.  Allen,  Wilmington 

1.  L.  Chipman,  Wilmington 

E.  R.  Mayerberg,  Wilmington 
W.  O.  LaMotte,  Wilmington 

J.  S.  McDaniel,  Dover 

F.  R.  Everett,  Dover 

G.  M.  VanValkenburgh,  Georgetown 

H.  M.  Manning,  Seaford 

Revision  of  By-Laws 
W.  E.  Bird,  Wilmington 

D.  D.  Burch,  Wilmington 

C.  E.  Wagner,  Wilmington 

J.  S.  McDaniel,  Dover 

R.  C.  Beebe,  Lewes 

Vocational  Rehabilitation 
James  Beebe,  Lewes 

I.  M.  Flinn,  Wilmington 

E.  L.  Stambaugh,  Lewes 

A.  P.  Hitchens,  Wilmington 

D.  J.  Preston,  Wilmington 

Medical  Service 
L.  C.  McGee,  Wilmington 
W.  M.  Johnson,  Newark 
A.  D.  King,  Wilmington 
I.  J.  MacCoIlum,  Wyoming 
James  Beebe,  Lewes 

Cheff  Memorial 
W.  W.  Lattomus,  Wilmington 

E.  R.  Miller,  Wilmington 
A.  J.  Heather,  Wilmington 


SPECIAL  COMMITTEES 

Postwar  Plans 
M.  A.  Tarumianz,  Wilmington 
W.  E.  Bird,  Wilmington 
W.  O.  LaMotte,  Wilmington 
E.  R.  Mayerberg,  Wilmington 

J.  S.  McDaniel,  Dover 
William  Marshall,  Jr.,  Milford 
J.  R.  Elliott,  Laurel 
J.  B.  Waples,  Georgetown 

R.  C.  Beebe,  Lewes 

Budget 

M.  A.  Tarumianz,  Wilmington 
C.  E.  Wagner,  Wilmington 
J.  D.  Niles,  Middletown 
J.  S.  McDaniel,  Dover 
James  Beebe,  Lewes 

Advisory,  Delaware  State  Health 
and  Welfare  Center 
L.  J.  Jones,  Wilmington 
L.  B.  Flinn,  Wilmington 
A.  R.  Cruchley,  Middletown 

I.  J.  MacCoIlum,  Wyoming 
E.  L.  Stambaugh,  Lewes 

Rural  Medical  Service 

J.  R.  Downes,  Newark 
T.  H.  Baker,  Elsmere 
J.  D.  Niles,  Middletown 

C.  J.  Prickett,  Smyrna 

H.  W.  Smith,  Harrington 
Bruce  Barnes,  Seaford 
W.  G.  Hume,  Selbyville 

Industrial  Health 
H.  L.  Springer,  Wilmington 
J.  M.  Kimmick,  Wilmington 
L.  C.  McGee,  Wilmington 
H.  V’P.  Wilson,  Dover 
J.  B.  Baker,  Milford 
E.  L.  Stambaugh,  Lewes 

D.  L.  Bice,  Seaford 

National  Emergency  Medical 
Service 

V.  D.  Washburn,  Wilmington 
J.  R.  Beck,  Wilmington 

C.  L.  Munson,  Wilmington 

W.  F.  Preston,  Wilmington 

S.  H.  Stradley,  Wilmington 


WOMAN’S  AUXILIARY 

Mrs.  George  C.  McElfatrick,  President,  Wilmington 

Mrs.  J.  H.  Mullin,  First  Vice-President,  Wilmington  Mrs.  S.  W.  Rennie,  Recording  Secretary,  Wilmington 

Mrs.  W.  C.  Deakyne,  Second  Vice-President,  Smyrna  Mrs.  A.  M.  Gehret,  Corresponding  Secretary,  Wilmington 

Mrs.  G.  W.  M.  VanValkenburgh,  Third  Vice-President,  Georgetown  Mrs.  C.  M.  Bancroft,  Treasurer,  Wilmington 


NEW  CASTLE  COUNTY  MEDICAL 
SOCIETY 

M cets  Third  Tuesday 
A.  Leon  Heck,  President 

C.  L.  Munson,  President-elect 

L.  W.  Anderson,  Vice-President 

D.  D.  Burch,  Secretary 
Charles  Levy,  Treasurer 

Delegates  (1948):  D.  D.  Burch, 

Ira  Burns,  N.  L.  Cutler,  J.  R.  Durham, 
Jr.,  J.  A.  Giles,  A.  L.  Heck,  J.  C.  Pier- 
son, W.  F.  Preston,  M.  A.  Tarumianz, 
R.  O.  Y.  Warren. 

Alternates  (1948)  : G.  M.  Boines, 

Italo  Cliaramella,  D.  M.  Gay,  L.  S.- 
Hayes,  A.  J.  Heather,  A.  D.  King, 

E.  T.  O’Donnell,  M.  B.  Pennington, 

F.  P.  Rovitti,  O.  N.  Stern. 

Delegates  (1949)  : L.  W.  Anderson 

W.  E.  Bird,  L.  B.  Flinn,  G.  W.  K. 
Forrest,  J.  F.  Hynes,  L.  J.  Jones,  E.  G. 
Laird,  L.  C.  McGee,  Roger  Murray, 
J.  D.  Niles,  V.  D.  Washburn. 

Alternates  (1949)  : E.  M.  Bohan, 

I.  M.  Flinn,  Jr.,  A.  D.  King,  C.  E. 
Maroney,  E.  T.  O’Donnell,  W.  M.  Pier- 
son, D.  J.  Preston,  W.  T.  Reardon, 

J.  A.  Shapiro,  O.  N.  Stern,  J.  W. 
Urie. 


MEDICAL  COUNCIL  OF  DELAWARE 

Hon.  Charles  S.  Richards,  President; 
Joseph  S.  McDaniel,  M.  D.,  Secretary; 
Wallace  M.  Johnson. 

BOARD  OF  MEDICAL  EXAMINERS 

J.  S.  McDaniel,  President-Secretary ; 
Wm.  Marshall.  Assistant  Secretary ; W. 

E.  Bird,  J.  E.  Marvil,  L.  J.  Jones. 


KENT  COUNTY  MEDICAL 
SOCIETY 

Meets  First  Wednesday 
Benjamin  F.  Burton,  President,  Do- 
ver. 

S.  M.  D.  Marshall,  Vice-President. 
Milford. 

Stanley  Worden,  Secretary-Treas- 
urer, Dover. 

Delegates:  I.  J.  MacCoIlum,  Wm. 

Marshall,  Jr. 

Alternate:  J.  S.  McDaniel. 

DELAWARE  ACADEMY  OF 
MEDICINE 

Open  10  A.  M.  to  5 P.  M. 
Gerald  A.  Beatty,  President. 

B.  M.  Allen,  First  Vice-President. 
Robert  R.  Wier,  Second  Vice-Presi- 
dent. 

Andrew  M.  Gehret,  Secretary. 
Irvine  M.  Flinn,  Jr.,  Treasurer. 

DELAWARE  PHARMACEUTICAL 
SOCIETY 

Vernon  Larson,  President,  Wilming- 
ton. 

Irvin  Waller,  First  Vice-President. 
Bridgeville. 

Harry  C.  Helm,  Second  Vice-Presi- 
dent, Dover. 

Walter  Schueler,  Third  Vice-Presi- 
dent, Wilmington. 

J.  Wallace  Watson,  Secretary , Wil- 
mington. 

Albert  Dougherty,  Treasurer,  Wil- 
mington. 


SUSSEX  COUNTY  MEDICAL 
SOCIETY 

Meets  Second  Thursday 
Robert  S.  Long,  President,  Frank- 
ford. 

John  W.  Lynch,  Vice-President,  Sea- 
ford. 

Leslie  M.  Dobson,  Secretary-Treas- 
urer, Milford. 

Delegates:  Bruce  Barnes,  C.  M. 

Moyer,  J.  B.  Homan,  A.  H.  Williams. 

Alternatess  V.  A.  Hudson,  J.  L.  Fox, 

G.  W.  M.  VanValkenburgh,  E.  L.  Stam- 
baugh. 

DELAWARE  STATE  DENTAL 
SOCIETY 

James  Krygier,  President,  Dover. 

R.  R.  Wier,  First  V.  P.,  Wilmington. 

C.  W.  Johnson,  Second  F.  P.,  Wil- 
mington. 

G.  A.  Ztirkow,  Secretary,  Wilmington. 

H.  H.  McAllister,  Treasurer,  Wil- 
mington. 

Delegate  A.D.A.,  Wilm. 

DELAWARE  STATE  BOARD  OF 
HEALTH 

J.  D.  Niles,  M.  D.,  President,  Mid- 
dletown: Mrs.  F.  G.  Tallman,  Vice 

Pres..  Wilmington;  W.  B.  Atkins, 

D.  D.  S..  Secretary.  Millsboro;  Bruce 

Barnes,  M.  D.,  Seaford;  Mrs.  C.  M. 
Dillon,  Wilmington;  J.  B.  Baker,  M.  D., 
Milford : Sirs.  Alden  Keane,  Middle- 

town ; E.  R.  Mayerberg,  M.  D.,  Wil- 
mington. Edwin  Cameron,  M.  D., 
Executive  Secretai-y.  Dover. 
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associated  with  postoperative  inactivity, 
restricted  diets,  pregnancy,  as  well  as  in 
simple  constipation — Metamncil  gently 
initiates  reflex  peristalsis  and  movement 
of  the  intestinal  contents. 

The  “smoothage”  therapy  of  Metamucil 
enables  the  colon  to  clear  itself  without 
irritating  the  mucosa. 


RESEARCH  IN  THE  SERVICE  OF  MEDICINE 


MetamuciPis  the  highly 
refined  mucilloid  of 
Plantago  ovata  (50%), 
a seed  of  the  psyllium 
group,  combined  with 
dextrose  (50%)  as  a dis- 
persing agent. 


m 


c 


G.  D.  SEARLE  & CO.,  CHICAGO  80,  ILLINOIS 
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31  ILK  that  is 


EASIER  TO  ASSIMILATE 


The  important  food  elements  in  Sealtest 
Homogenized  Vitamin  D Milk  are  readily 
assimilated  by  the  system  . . . because  the 
food  particles  have  been  broken  up  and 
distributed  through  the  bottle  . . . and  be- 
cause 400  U.S.P.  units  of  vitamin  D have 
been  added  to  aid  in  the  assimilation  of 
calcium  and  phosphorus.  What’s  more,  it  s 
rich  and  smoother  tasting,  with  cream  in 
every  drop.  It  stays  fresh  longer  because 
it  has  been  pasteurized  at  higher  tempera- 
tures. You  can  recommend  with  confidence. 


.FOOT 
ACTION! 


I HE  mechanical  foot  action  of  Hanger 
Artificial  Legs  allows  a close  approxi- 
mation of  natural  walking  for  their 
wearers.  The  forward  and  backward 
motion  and  rubber  cushions  absorb 
shock  and  give  the  flexibility  of  motion 
so  important  in  maintaining  an  even 
stride.  This  is  one  more  example  how 
the  goal  of  Hanger  design  and  develop- 
ment is  to  allow  the  amputee  to  resume 
life's  normal  functions.  Throughout, 
Hanger  Limbs  are  constructed  of  a few 
parts  simply  assembled  to  reduce  un- 
necessary breakdowns  and  repairs. 


HANGERS 


ARTIFICIAL 
LIMBS 


334-336  N.  13th  Street 
Philadelphia  7,  Penna. 


NEWSPAPER 

and 

PERIODICAL 

PRINTING 

An  important  branch 
of  our  business  is  the 
printing  of  all  kinds 
of  weekly  and  monthly 
papers  and  magazines 

The  Sunday  Star 

Printing  Department1 

Established  1881 
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DANFORTH  DRUG  STORE,  Inc. 

124  Market  Street,  Wilmington,  Del. 

PRESCRIPTION  SPECIALISTS 

Agents  for  all 

Principal  Biological,  Pharmaceutical  ami 
General  Hospital  Supplies 

Complete  and  Fresh  Stock  Always  on  Hand 

WE  FEATURE  CAMP  BELTS 
EXPERT  FITTERS  OF  TRUSSES 
PHONES  5-6271-5-6272  W E DELIVER 


ACCIDENT  • HOSPITAL  • SICKNESS 

INSURANCE 


For  Physicians,  Surgeons,  Dentists  Exclusively 


$5,000.00  accidental  death  $8.00 


$25.00  weekly  indemnity,  accident  and  sickness  Quarterly 

$10,000.00  accidental  death  $16.00 

$50.00  weekly  indemnity,  accident  and  sickness  Quarterly 

$15,000.00  accidental  death  $24.00 

$75.00  weekly  indemnity,  accident  and  sickness  Quarterly 

$20,000.00  accidental  death  $32.00 

$100.00  weekly  indemnity,  accident  and  sick-  Quarterly 
ness 

ALSO  HOSPITAL  EXPENSE  FOR  MEMBERS, 
WIVES  AND  CHILDREN 


85c  out  of  each  $1.00  gross  income  used  for 
members’’  benefits 


$3,000,000.00  $15,000,000.00 

INVESTED  ASSETS  PAID  FOR  CLAIMS 

$200,000.00  deposited  with  State  of  Nebraska  for  protection 
of  our  members. 

Disability  need  not  be  incurred  in  line  of  duty — benefits 
from  the  beginning  day  of  disability 

PHYSICIANS  CASUALTY  ASSOCIATION 
PHYSICIANS  HEALTH  ASSOCIATION 

46  years  under  the  same  management 

400  First  National  Bank  Building  • Omaha  2,  Nebraska 


Baynard  Optical 
Company 

Prescription  Opticians 

We  Specialize  in  Making 
Spectacles  and  Lenses 
According  to  Eye  Physicians’ 
Prescriptions 


5th  and  Market  Sts. 
Wilmington,  Delaware 
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Matlack  Building 

the  Marshall  Square  sanitarium 

WEST  CHESTER,  PENNA. 


FOR  CHRONIC 
DISEASES 
AND 

PSYCHIATRIC 

PATIENTS 


Everett  Sperry  Barr,  M.T). 
Director 

I.  M.  Waggoner,  M.D. 

Medical  Director 


A recognized  hospital  of  120  beds 

The  housing  facilities  provide  for  group- 
ing of  different  types  of  patients.  12  build- 
ings and  6 acres  ground  in  West  Chester, 
farms  of  400  acres  with  appropriate  build- 
ings three  miles  from  West  Chester. 

Physiotherapy,  occupational  and  recrea- 
tional therapy,  shock  therapy  when  indi- 
cated, medical  and  nursing  supervision  are 
included  in  the  weekly  rates. 

Resident  psychiatrist.  Medical  Director. 
Adequate  medical  staff.  Clinical  laboratory. 
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Freihofer's 


Enriched 

Perfect  Bread 


Vitamins 

Iron 

Minerals 


Fresh  from  the  oven 

made  in  Wilmington 


CARE . . . 

in  Compounding 

The  moment  a patient  places  your  prescription 
in  the  hands  of  a pharmacist,  that  pharmacist 
becomes  the  guardian  of  your  professional  repu- 
tation. Thus  it  is  imperative  to  you,  Doctor, 
to  know  that  your  prescriptions  are  compounded 
with  skill  and  care. 

Because  many  of  your  colleagues  know  that  our 
prescription  departments  employ  only  conscien- 
tious, skilled,  registered  pharmacists  — stock 
the  more  dependable  drugs,  chemicals  and 
pharmaceutical  specialties  — use  the  latest  and 
most  exquisitely  accurate  equipment  — and 
dispense  precisely  compounded,  double-checked 
prescriptions,  they  often  direct  their  patients 
to  us.  You're  invited  to  join  this  group. 

We  welcome  all  recommendations  and  assure 
the  medical  profession  that  their  patients  are 
served  promptly,  courteously,  at  fair  prices  and 
with  professionally  precise  prescriptions. 

ECKERD'S 

DRUG  STORES 

723  Market  Street — 513  Market  Street 
900  Orange  Street 
Wilmington,  Delaware 


Physicians'  and  Surgeons' 

Liability  Insurance 

at 

Low  Group  Rates 

This  office  writes  the  Group  Profes- 
sional Liability  policy  for  the  New 
Castle  County  Medical  Society.  You 
may  avoid  unpleasant  situations  and 
heavy  expense  by  becoming  insured 
under  this  group  plan.  Group  rates 
are  lower.  Write  or  phone  for 
complete  information. 

J.  A.  Montgomery,  Inc. 

Du  Pont  Building 

Phone  6561  Wilmington 

If  it’s  insurable  tee  can  insure  it 


A Wilson  Home  Freezer 

for  healthful,  luxurious  living 

• • • 

Models  from  6 cu.  ft.  to  60  cu.  ft. 
on  display  at 

Diamond  Ice  & Coal  Co. 

827  Market  Street 


Blankets  — Sheets  — Spreads  — 
Linens  — Cotton  Goods 

Rhoads  & Company 

Hospital  Textile  Specialists  Since  1891 
Manufacturers  — Converters 
Direct  Mill  Agents 
Imports  — Distributors 
MAIN  OFFICE 

401  North  Broad  Street,  Philadelphia,  Pa. 
FACTORY 
Philadelphia,  Penna. 
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Enjoy  instant , plentiful  hot  water 


For  downright  conven- 
ience, comfort  and  health 
of  your  family  — you 
should  have  an  ample, 
reliable  supply  of  hot 
water  ! With  an  Auto 
matic  Gas  Water  Heat- 
er in  your  Home,  you're 
sure  of  all  the  hot  water 
you  want,  when  you  want 
it.  For  lightening  house- 
_ hold  tasks,  bathing, 

cleaning,  dishwashing,  laundering  and  many 
other  uses.  Besides,  you  save  time  and  worry, 
for  you're  sure  of  constant  water  tempera- 
tures at  low  cost.  Arrange  for  the  installation 
of  an  Automatic  Gas  Water  Heater  in  your 
home  now.  Ask  your  Plumber,  or  stop  in  to 
see  us. 


DELAWARE  POWER  E LIGHT  CO. 

“jt*  £+****<* 


With  an  Automatic  Gas 

WATER  HEATER 


13oKklt6 

RCCuS  PAT.  o*  r 

ICE  CREAM 


^*5  ITS  GQI 


Garrett,  Miller  & 
Company 

Electrical  Supplies 
Heating  and  Cooking  Appliances 
G.  E.  Motors 

N.  E.  Cor.  4th  and  Orange  Sts. 
Wilmington  - - - - Delaware 


A Store  for  . . . 

Quality  Minded  Folk 
Who  are  Thrift  Conscious 

LEiBOWITZ'S 

224-226  MARKET  STREET 
Wilmington,  Delaware 
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PARKE 

Institutional  Supplier 
Of  Fine  Foods 

• 

COFFEE  TEAS 

SPICES  CANNED  FOODS 

FLAVORING  EXTRACTS 

• 

L.  H.  Parke  Company 

Philadelphia  - Pittsburgh 


VALENTINE '8 

\/ALSPAR 

V HOUSE  PAINT 

WHOLESALE  DISTRIBUTORS 

VALSPAR  PRODUCTS 


ALSO  EVERYTHING  THE  HOSPITAL 
MAY  NEED  IN: 

HARDWARE 
JANITOR  SUPPLIES 
CHINA  WARE 
ENAMEL  WARE,  ETC. 


Delaware  Hardware 
Company 

HARDWARE  SINCE  1822 
2nd  & Shipley  Sts.  Wilmington,  Del. 


t 

prompt  city-wide 

delivery  service 

for  prescriptions. 

■* 

*■ 

CAPPEAU'S 

Drug  Stores  of  Service 

DELAWARE  AVE.  at  DUPONT  ST. 
Dial  8537 

30TH  & MARKET  STREETS 
Dial  2-0952 


Flowers  . . . 

Geo.  Carson  Boyd 

at  216  West  10th  Street 

Phone:  4388 


Inorganic  and  Organic  Chemicals 
Biological  Stains  • Solutions 
Chemical  Indicators  • Test  Papers 


Distributed  by 

Physician  and  Laboratory  Supply  Houses 


She  COLEMAN  & BELL  COMPANY,  Inc. 


MANUFACTURING  CHEMISTS 


NORWOOD,  OHIO,  U.  S.  A- 


COLEMAN  & BELL  *7 ZcUccvd.  Ohitr 


BELIEVE  IT  OR  NOT, 
HOPE  HAS  AN 
INTELLIGENT  IPEA.'" 

says  CROS&Y 


CROSBY' 

Folks,  this  is  fantastic,  but  old  Hope  has  a great 
idea.  He  thinks  everybody  ought  to  give  U.  S. 
Savings  Bonds  for  Christmas  presents! 


HOPE : 

Thanks  for  the  kind  words,  son.  But  no  kidding, 
ladies  and  gentlemen,  those  Bonds  are  sensational. 
They’re  appropriate  for  anyone  on  your  list.  On 
Christmas  morning,  nothing  looks  better  in  a 
stocking — except  maybe  Dorothy  Lamour. 


ozosey: 

Old  Ski  Nose  is  correct.  And  don’t  forget  how  easy 
it  is  to  buy  bonds — you  can  get  ’em  at  any  bank 
or  post  office. 


HOPE : 

How  about  it,  Mr.  and  Mrs.  America?  This 
Christmas  let’s  all  give  U.  S.  Savings  Bonds! 


Qte’-the .fine*  Gi# of a/L 

U.S.  SAVINGS  BONDS 


Contributed  by  this  magazine  in  co-operation  with  the  Magazine  Publishers  of  America  as  a public  service. 
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Have  a Coke 


Coke  = Coca-Cola 
“Coca-Cola”  and  its  abbreviation 
“Coke”  are  the  registered  trade- 
marks which  distinguish  the  prod- 
uct of  The  Coca-Cola  Company. 


I 1944  Th»  C-C  Cs. 


SHOULD  VITAMIN  D BE 

GIVEN  ONLY  TO  INFANTS? 


IT  AMIN  D has  been  so  successful  in  preventing  rickets  during  in- 
fancy that  there  has  been  little  emphasis  on  continuing  its  use  after 
the  second  year. 

But  now  a careful  histologic  study  has  been  made  which  reveals 
a startlingly  high  incidence  of  rickets  in  children  2 to  14  years  old. 
Follis,  Jackson,  Eliot,  and  Park*  report  that  postmortem  examina- 
tion of  230  children  of  this  age  group  showed  the  total  prevalence 
of  rickets  to  be  46.5  % . 

Rachitic  changes  were  present  as  late  as  the  fourteenth  year,  and 
the  incidence  was  higher  among  children  dying  from  acute  disease 
than  in  those  dying  of  chronic  disease. 


The  authors  conclude,  “We  doubt  if  slight  degrees  of  rickets, 
such  as  we  found  in  many  of  our  children,  interfere  with  health 
and  development,  but  our  studies  as  a whole  afford  reason  to  pro- 
long administration  of  vitamin  D to  the  age  limit  of  our  study,  the 
fourteenth  year,  and  especially  indicate  the  necessity  to  suspect  and 
to  take  the  necessary  measures  to  guard  against  rickets  in  sick 
children.” 


*R.  H.  Follis,  D.  Jackson,  M.  M.  Eliot,  and  E.  A.  Park:  Prevalence  of  rickets  in  children 
between  two  and  fourteen  years  of  age,  Am.  J.  Dis.  Child.  66:1-11,  July  1943. 


MEAD'S  Oleum  Percomorphum  With  Other  Fish-Liver  Oils  and  Viosterol  is  a 
potent  source  of  vitamins  A and  D,  which  is  well  taken  by  older  children  be- 
cause it  can  be  given  in  small  dosage  or  capsule  form.  This  ease  of  adminis- 
tration favors  continued  year-round  use,  including  periods  of  illness. 

MEAD'S  Oleum  Percomorphum  furnishes  60,000  vitamin  A units  and  8,500 
vitamin  D units  per  gram.  Supplied  in  10-  and  50-cc  bottles  and  bottles 
of  50  and  250  capsules.  Ethically  marketed. 
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